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AAFP Recommends Universal 
Screening for HIV Infection 
Beginning at 18 Years of Age
STEVEN R. BROWN, MD, FAAFP, and 
COLAN KENNELLY, MD, University of Ari-
zona College of Medicine, Phoenix, Arizona

Human immunodeficiency virus (HIV) 
infection and AIDS are responsible for 
substantial morbidity and mortality in the 
United States. In 2011, there were nearly 
50,000 HIV infection diagnoses, at a rate of 
15.8 per 100,000 persons.1 In 2013, the U.S. 
Preventive Services Task Force (USPSTF) 
strongly recommended universal screening 
for HIV infection in all pregnant women, 
and in adolescents and adults 15 to 65 years 
of age.2 Screening for HIV infection meets 
many of the criteria of a worthwhile screen-
ing test, including earlier detection to 
improve morbidity and mortality, high sen-
sitivity and specificity, and a testing method 
that is acceptable to most patients. 

Although the American Academy of Fam-
ily Physicians (AAFP) agrees with much 
of this recommendation, it recommends 
delaying the start of routine screening until 
18 years of age, and screening all patients 
18 to 65 years of age. The AAFP notes 
that screening younger patients may still 
be beneficial based on high-risk behaviors.3 
The AAFP position differs from that of the 
USPSTF for the following reasons: the rate 
of HIV infection diagnosis is substantially 
lower in those 15 to 17 years of age; higher-
risk adolescents can still be tested based on 
risk factors and regional prevalence; the 
positive predictive value of a test in a low-
prevalence population is poor; a low-yield 
test would lead to potentially unnecessary, 
time-consuming interventions in the prac-
tice of a busy family physician; and the ben-
efit of diagnosis and treatment in persons 
younger than 18 years is uncertain.

A screening test is less useful in a popula-
tion with a low prevalence of the disease. 
Data from the Centers for Disease Con-
trol and Prevention from 2010 indicate an 

estimated annual HIV infection diagnosis 
rate of 1.1 per 100,000 15-year-olds, 3.3 per 
100,000 16-year-olds, and 8 per 100,000 
17-year-olds (Unpublished data, e-mail 
communication with the HIV Incidence and 
Case Surveillance Branch of the Centers for 
Disease Control and Prevention, December 
20, 2012). 

Although current HIV screening tests are 
highly sensitive and specific, the low diag-
nosis rate in adolescents 15 to 17 years of 
age has a significant impact on the util-
ity of the test. The USPSTF describes the 
sensitivity and specificity of the two-step 
screening process (immunofluorescent assay 
followed by Western blot) as greater than 
99.5%,2 whereas other sources have cited up 
to 99.7%.4 Using these estimates, the posi-
tive predictive value of HIV testing in 15- to 
17-year-olds is 2.6%. In other words, 97.4% 
of positive test results are false positive. 
This means that there are 37 false-positive 
test results for every true-positive result. In 
contrast, in persons 20 to 24 years of age, 
the annual HIV infection diagnosis rate is 
36.4 per 100,000,1 and the positive predic-
tive value of HIV testing is 11%, or 8 false- 
positive test results for every true-positive 
result. These numbers do not consider 
regional variations,1,5 which can result in an 
even lower positive predictive value in areas 
with lower diagnosis rates, such as the Mid-
west and northwestern United States.

False-positive test results can lead to sig-
nificant emotional distress for teenagers 
and their families before confirmatory tests 
can be performed. This could affect the  
physician-patient relationship, as well as 
inf luence the patient’s willingness to 
undergo future screening tests. Screening 
yields can be improved by risk factor–based 
screening. Family physicians should, and 
typically do, address sexuality with adoles-
cents.6 Although studies on the accuracy of 
asking teenagers about their sexual behav-
ior are limited, risk factor–based screen-
ing identifies 75% to 80% of persons with 
infection.2

▲

 See related U.S. Pre-
ventive Services Task 
Force Recommendation 
Statement at http://
www.aafp.org/afp/ 
2014/0415/od1.html 
and Putting Prevention 
into Practice on page 
665.
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Physicians should counsel patients appro-
priately when screening for HIV infection. 
Patient-centered pretest counseling is time 
consuming and often poorly understood by 
patients and physicians.7 Physicians must 
explain the screening rationale, describe the 
significance of a positive result, and contact 
the patient with results. In a health care sys-
tem with an increasing reliance on primary 
care physicians and an inadequate number 
of physicians to meet the demand,8 time is 
already a limited resource.9 Additionally, 
the benefits of detecting HIV infection in a 
15- to 17-year-old patient vs. detecting the 
infection in the same adolescent at 18 years 
of age is unknown.

There are approximately 12 million 15- to 
17-year-olds in the United States.10 The effort 
and cost to universally screen for HIV infec-
tion in this low-risk population is substan-
tial, with minimal demonstrated benefit. 
Family physicians should screen all high-
risk individuals for HIV infection, including 
adolescents engaging in high-risk behavior. 
Screening all patients 18 to 65 years of age at 
least once is also more likely to be beneficial 
than harmful. However, the AAFP believes 
that screening patients 15 to 17 years of age 
in the general population offers little benefit 
with substantial additional effort and cost, 
and should not be prioritized.
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