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HIV Testing Guidelines 

Background 

In 2019 it was estimated that 38 million people worldwide were living with Human 

Immunodeficiency Virus (HIV). HIV targets CD4+ T cells, and when left untreated within 10 

years causes a decline in T cells leading to acquired immunodeficiency syndrome (AIDS).   

When first infected with HIV there are often mild or no symptoms. Some people develop a 

seroconversion illness with fever, pharyngitis, lymphadenopathy and/or a rash. This occurs 

10-14 days after becoming infected and resolves spontaneously after one to two weeks. 

Following acute infection there are usually no symptoms unless left untreated and there 

develops autoimmune manifestations, opportunistic infections and/or HIV-related 

malignancies. 

Transmission 

HIV is most commonly sexually transmitted, with unprotected receptive anal intercourse 

being the greatest risk for transmission, followed by insertive anal intercourse and receptive 

vaginal intercourse. HIV can also be transmitted via blood, such as sharing drug injecting 

equipment and maternally during pregnancy, childbirth, or breast feeding. 

Indications for testing 

An individual’s risk of HIV infection should inform the decision to perform HIV testing. It is 

recommended that informed consent be obtained for HIV testing. 

Testing should be considered in: 

• People born in an intermediate or high prevalence country  

• People with multiple partners or a recent partner change 

• Sexual contacts of a person known or suspected to have HIV infection  

• Anyone diagnosed with a sexually transmitted infection 

• People using pre-exposure prophylaxis (PREP) to prevent HIV 

• Children born to women who are HIV positive 

• Pregnant women or women contemplating pregnancy   

• A person who reports a reactive HIV result from a test not licensed in Australia 

• On the diagnosis of AIDS defining illness’ such as cryptococcosis, Kaposi’s 

sarcoma, tuberculosis, lymphoma, and other haematological conditions. 

Other situations where HIV testing may be indicated include: 

• Healthcare workers who perform exposure prone procedures 

• Contact tracing where exposure to blood of a person with a potential infection is 

documented 

• Diagnosis of another infection with shared mode of acquisition e.g. HBV, HCV 

• A person who requests an HIV test in the absence of declared risk factors – a 

small number of individuals request an HIV test but choose not to disclose their 

risk factors. An individual’s choice not to declare risk factors should be 

recognised and it is recommended that HIV testing be offered. 
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Diagnosis of HIV 

HIV Serology: 

The first line test used in the assessment of HIV infection detects HIV p24 antigen (Ag) 

and/or antibodies (Ab) to HIV type 1 and/or type 2 in blood. This test cannot distinguish 

between detection of p24 Ag or HIV Ab, or between HIV type 1 and type 2. 

Following acute infection, the p24 Ag is present prior to development of detectable 

antibodies to HIV which may take up to 12 weeks. By combining Ag and Ab detection, new 

infections can be identified as early as 2-3 weeks following exposure, with most people 

being Ag/Ab detectable within 6 weeks.  

For people with specific HIV risk exposures, an initial test where HIV Ag/Ab are not 

detected, should be followed by repeat testing 2-4 weeks and 12 weeks following the 

exposure.  

Confirmatory testing: 

Confirmatory testing is performed on all specimens which are HIV Ag/Ab detected on initial 

testing, and typically involves testing using a different HIV Ab+/-Ag test and a HIV Western 

blot.  

The Western blot simultaneously detects antibodies against multiple different HIV-1 viral 

proteins and requires the detection of a minimum number of different antibodies to be 

considered positive. The Western blot is therefore more specific than the HIV Ag/Ab test 

and can be useful to identify false positive HIV Ag/Ab tests. It should be noted however that 

in very early HIV infection, the Western blot is often negative or indeterminate.  

An indeterminate Western blot occurs when the number and pattern of antibodies present 

on the Western blot fails to meet the minimum diagnostic criteria for HIV positivity. Whilst 

the pattern of antibodies detected can be predictive of the likelihood of HIV infection, all 

indeterminate Western blot assays should be followed by repeat testing 4-6 weeks later. 

HIV infection is therefore diagnosed by the detection of HIV Ag/Ab confirmed by a positive 

HIV Western blot. 

 

Management of HIV 

HIV Viral Load/HIV Quantitative PCR: 

This test is used in the management of HIV infection by assessing viral response to anti-

retroviral therapy (ART) as measured by changes in plasma HIV-1 RNA levels.  It is NOT 

intended to be used as a diagnostic test for HIV-1, or for confirmatory testing following HIV 

Ab/Ag detection, however the detection of HIV-1 RNA following HIV Ag/Ab detection can 

aid in the rapid assessment and early management of HIV infection. 
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Proviral DNA: 

In infected cells, HIV-1 RNA is reverse-transcribed to DNA and then integrated into the 

chromosomes of the host cell. The integrated HIV DNA is known as pro-viral DNA. It may 

remain latent or may be transcribed to produce new viral particles.  

Proviral DNA is used as a supplemental diagnostic test for HIV-1: (1) in early infection to 

establish diagnosis, (2) in neonatal HIV infection or (3) in patients with indeterminate HIV 

serology tests. In neonatal diagnosis, maternal blood proviral DNA should also be 

performed concurrently to exclude a false negative result in the neonate. 

HIV drug resistance genotyping: 

Drug resistance genotyping predicts the sensitivity of circulating HIV-1 to protease inhibitor 

and reverse transcriptase inhibitor classes of antiretroviral drugs. This test is 

recommended: (1) at time of diagnosis, (2) before commencing ART and/or (3) when there 

is failure or suboptimal response to ART. In the third circumstance, specimens should be 

collected whilst the patient is taking the failing ART to avoid re-emergence of potentially 

more sensitive “wild-type” populations of HIV which may result in false assurance of ART 

sensitivity on genotypic testing. 

Specimen type and laboratory frequency of testing 
 

Test Alternative Test 
Request Terms 

Preferred 
Sample 

Alternative Sample Laboratory Testing 
Frequency 

HIV serology  HIV antibody Serum Lithium Heparin Daily 

Western Blot HIV confirmatory 
serology 

Serum Lithium Heparin Monday-Friday (Referred to 
St Vincent’s, Sydney) 

 HIV viral load HIV PCR 
HIV quantitative 
PCR 

10mL EDTA N/A Weekly 

Pro-viral DNA HIV DNA 10mL EDTA N/A Only collect before noon 
Monday – Wednesday’s. 
(Referred to St Vincent’s, 
Sydney) 

HIV drug 
resistance 
genotyping 

HIV drug 
resistance 

10mL EDTA N/A On request, 2-4 week turn 
around (Referred to 
Victorian Infectious Diseases 
Referral Laboratory) 

 

For further information, please contact one of our clinical microbiologists or microbiology 

registrars via the Canberra Hospital switch on 02 5124 000. 
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