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In summary, no single test or strategy allows the
detection of all pulmonary emboli. The discomfort
expressed by the commentators should probably
be attributed to the difficulties inherent in the diag-
nosis of pulmonary embolism rather than to our
diagnostic scheme.
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the editorialist replies:

 

Dr. Turpie overlooks
some key points. The diagnostic algorithm present-
ed by Perrier et al. is simple, not complex. Clinical
likelihood assessment (which can be done by “ge-
stalt”) and 

 

d

 

-dimer enzyme-linked immunosorbent
assays can quickly rule out pulmonary embolism in
many patients who otherwise would needlessly un-
dergo imaging. This approach is reliable and cost-
effective.

The 1-in-50 risk of pulmonary embolism after

three months of follow-up with chest CT scanning
as the principal imaging test matches the follow-up
results obtained with the invasive alternative: clas-
sic pulmonary angiography, which increases dis-
comfort, risk, and cost.
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With respect to multislice chest CT,
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 this ap-
proach has led to four changes in diagnostic ap-
proach: venous ultrasonography of the legs is no
longer necessary when multislice chest CT scan-
ning rules out pulmonary embolism; the size and
accessibility during surgery or catheterization of
the pulmonary embolism can be immediately as-
certained; detection of right ventricular enlarge-
ment identifies high-risk patients with ominous
prognoses
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; and if pulmonary embolism is ruled
out, chest CT may detect alternative diagnoses that
explain the presenting symptoms and signs.
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Detection of Acute HIV Infections

 

to the editor: 

 

The recent article by Pilcher et al.
(May 5 issue)

 

1

 

 described successful public health
methods to control HIV transmission, but the au-
thors’ findings may not be generalizable to states
that do not have confidential HIV-reporting sys-
tems, such as California. In the fall of 2003, we ini-
tiated a program of RNA screening, routine patient
interviewing, and HIV genotypic-resistance testing
at the San Francisco municipal sexually transmitted
disease (STD) clinic.

During 2004, we identified 136 of 3789 persons
(3.6 percent) as having an HIV infection, among
them 11 (0.3 percent) who had an acute infection.
HIV RNA screening increased the rate of HIV case
detection to 8.8 percent, more than double the over-
all rate of 3.9 percent reported by Pilcher et al. Eight
percent of the viruses detected exhibited drug resis-
tance to one drug class, 4 percent to two drug class-
es, and none to more than two drug classes. Inter-

views with patients elicited information about 112
sex partners, 10 of whom were newly identified as
having an HIV infection.

The combined data support the real benefit that
routine HIV RNA screening, HIV resistance surveil-
lance, and patient interviews can have in the control
of HIV. Further efforts should be made to strength-
en and expand HIV-control efforts in STD clinics as
well as to ensure confidential HIV reporting na-
tionwide.
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to the editor: Pilcher and colleagues added nu-
cleic acid amplification to diagnose HIV infection
in a cohort of 109,250 persons. They concluded that
“this form of testing should be a standard tool for
the prevention and surveillance of HIV infection.”
However, HIV experts1,2 and the maker3 of the RNA
test used by the authors assert that it “is not to be
used as a screening test for blood or blood prod-
ucts for HIV or as a diagnostic test to confirm the
presence of HIV infection.” The Centers for Dis-
ease Control and Prevention (CDC)4 asserts that
“in adults, adolescents, and children infected by
other than perinatal exposure, plasma viral RNA
nucleic acid tests should not be used in lieu of li-
censed HIV screening tests.”

The confirmatory Western blot test used by the
authors was considered positive according to the re-
vised CDC criteria. However, the criteria for a posi-
tive Western blot remain unstandarized. Band pat-
terns considered proof of HIV infection vary among
laboratories, institutions, and countries (Table 1).5

For example, results that are positive according to
the revised CDC criteria are not considered positive
by the Food and Drug Administration or by the Na-
tional Serology Reference Laboratory in Australia.
Thus, a situation may arise wherein a person con-

sidered seropositive and infected according to one
set of criteria may be serologically indeterminate and
not infected according to another, and vice versa.
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the authors reply: Dr. Turner notes correctly that
HIV nucleic acid amplification tests are not mar-
keted for clinical diagnostic use. Generally, this is
understandable: the specificity of nucleic acid am-
plification tests can be as low as 97 percent — inad-
equate for HIV screening, except in clinical circum-
stances in which the pretest probability of infection
is extremely high (for instance, in the evaluation of
suspected acute retroviral syndromes). However,
group-testing algorithms in our study drastically
cut the number of individual samples tested by nu-

* CDC denotes Centers for Disease Control and Prevention, ASTPHLD Association of State and Territorial Public Health 
Laboratory Directors, GP glycoprotein, FDA Food and Drug Administration, SFTS Sanguine Nationale Transfusion So-
ciétés, and CRSS Consortium for Retrovirus Serology Standardization. Data are from Genelabs.5

Table 1. Global Variation in the Criteria for a Positive Western Blot.*

Organization Criteria

CDC and ASTPHLD
FDA (United States)
SFTS (France)

Unequivocally positive
Probably positive
Probably positive

World Health Organization
CRSS and Pan American Health 

Organization
American Red Cross
Paul Ehrlich Institut (Germany)
China
Singapore
Australia

Two bands of GP41 or GP120/GP160 or p24
p24 and p31 and either GP41 or GP120/GP160

Two ENV bands (GP160 and GP120) with GAG or POL
ENV (GP160) and GAG (p24)
Two ENV bands only (GP160 and GP120)
Two ENV bands, with or without GAG or POL
One p24 or p31 band and one ENV band

One GAG band, one POL band, and one ENV band
Two bands; one must be ENV
Two ENV bands or one ENV band and p24
Two ENV bands (GP160/GP41 and GP120) and any GAG or POL band
One ENV band and any three GAG or POL bands
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cleic acid amplification, resulting in excellent spec-
ificity (>99.99 percent) for the combined antibody
and nucleic acid amplification approach. The posi-
tive predictive value for positive results on nucleic
acid amplification testing among antibody-negative
clients was remarkably high (90 percent), consider-
ing the low prevalence of the disease. It is interest-
ing to note that nucleic acid amplification tests are
both licensed and marketed for diagnostic testing
of blood donors, for which the group-testing strat-
egy is preferred. Still, even when pooled, nucleic acid
amplification tests must be considered screening
tests that, if positive, warrant additional testing to
confirm or rule out seroconversion. With regard to
our study’s criteria for HIV-antibody positivity on
confirmatory testing, varying Western blot criteria
made no difference in the results. Moreover, the var-
ious Western blot criteria have very little or no effect
on the sensitivity of antibody screening (the problem
with current antibody testing that the addition of nu-
cleic acid amplification testing aims to improve).

Dr. Klausner and colleagues point to the fact that
the public health infrastructure in North Carolina
favored the state’s success in implementing testing
procedures for acute HIV infection. In addition to
confidential testing, the state also has invested in
the systems necessary for partner counseling and
referral, with staffing by specialists experienced in
HIV and STD intervention, and continues to favor
the use of venipuncture (as opposed to oral-fluid or
finger-prick–blood collection) at most HIV-testing
sites. Particularly in areas with a high burden of
HIV disease, such as California, the potential bene-
fit of programs designed for the prevention of acute
HIV infection may merit reconsideration of these
issues.
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Traumatic Brain Injury in the War Zone

to the editor: In Okie’s Perspective article (May 19
issue)1 on traumatic brain injury (TBI) from the
war in Iraq, she alludes to mood disorders that re-
sult from such injuries. Patients with TBI have been
described as the “walking wounded”2 owing to their
lingering neuropsychological problems. Lishman
studied 670 cases of head injuries from the Second
World War and reported that “simple measures of
the amount of brain damage . . . were indeed re-
lated to the amount of psychiatric disability en-
countered one to five years later.”3 As many as 77
percent of patients with TBI have been given a diag-
nosis of depression.4 Mood disorders may result in
the restriction of social contact as well as increased
loneliness and are major barriers to functional and
social rehabilitation.5

Technological improvements and better emer-
gency medical care have reduced the incidence of
severe TBI while increasing the numbers of patients
with mild or moderate TBI. Such patients are more
adversely affected by their emotional problems than
by their residual physical disabilities.6 It is impor-
tant to screen these patients for depression and to
conduct neuropsychological testing soon after head
injury in order to facilitate treatment and reentry into
the community, as well as to optimize the long-term
outcome.
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to the editor: Although Okie’s article described
well many of the issues involved in the current war
in Iraq, we would like to clarify our comments, re-
ported in the article, regarding the classification of
mild TBI. We noted that the boundary between mild
and moderate TBI is one hour of loss of conscious-
ness and that the cutoff between moderate and se-
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