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GENERAL COMMENTS General comments  
 
I agree this is an important research question particularly about the 
contribution of primary care in  
 
STI and HIV testing and diagnosis. However, I have a few concerns 
about the execution of this study.  
 
Firstly I found the title confusing. The title suggests patients were 
being surveyed (“an observational  
 
patient survey”) but actually the survey was conducted in some GPs. 
I suggest it should change to  
 
reflect this more accurately.  
 
With regard to the design, I would suggest simply observational or 
cross-sectional study should  
 
suffice.  
 
On several occasions, questionnaires were mentioned but there was 
very little detail about the  
 
design, pilot, validation, content, distribution and how it was 
collected.  
 
I found the presentation of quantitative results a little disappointing 
and wondered if more analysis  
 
could be conducted. I struggle to understand the contribution of the 
HMF/ATHENA cohort on the  
 
results from NIVEL database other than being used as a reference 
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group. Again, I would have liked to  
 
see more analysis made between the two groups.  
 
The section on describing study limitations such as bias, 
confounding, lost to follow up and response  
 
rate to questionnaires is weak.  
 
I think the conclusions could be strengthened bearing in mind the 
potential to do more analysis. I  
 
think I am hearing the authors are suggesting that two other 
strategies should be used in addition to  
 
the current testing guidelines – is this because the Dutch primary 
care system is not picking up as  
 
many HIV cases as expected?  
 
Specific comments  
 
Abstract  
 
As above  
 
Introduction  
 
Line 164 – no need to capitalise sexually transmitted infections.  
 
Line 168 – not clear what the deductible amount OOP is for?  
 
Line 169- new paragraph  
 
Line 184 – I am not clear what you are comparing between these 
two groups? They might be two  
 
very different populations – one of HIV positive individuals and 
another who were tested – as you  
 
later say in the results the latter group is not necessarily the group 
that would benefit from testing  
 
as low risk.  
 
Methods  
 
The method states there were questionnaires sent out to GPs but 
they are not enclosed with the  
 
manuscript. I would like to see what was asked. Were they 
electronic or paper based? More  
 
questions about this later.  
 
I would like to ask further about what is meant by “countries where 
STIs are endemic” – which  
 
prevalent STIs are the authors referring to and do they give equal 
weights to HIV, hepatitis, and  

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2015-009194 on 21 January 2016. D

ow
nloaded from

 

http://bmjopen.bmj.com/


 
other STIs? The definition only states “countries where the general 
population is known to have a  
 
higher percentage of STI” – but compared to which countries?  
 
Line 215 – again, a questionnaire is mentioned but there is little 
information about the content and  
 
how it was distributed.  
 
Line 216 – please expand ICPC  
 
Line 224 – ditto re “additional questionnaire”. What was “limited”- the 
number of questions asked?  
 
Line 230 – unclear how the GP would be able to answer why HIV 
test was not performed at follow  
 
up at a different STI-care facility. Or the sentence needs rephrasing.  
 
Line 232 – I am concerned about the patient confidentiality here- the 
authors stated ethical approval  
 
was not needed as anonymised data from routine surveillance was 
used but here the GP could  
 
identify the patient and the specific consultation that it related to.  
 
Line 234 – use of HMF/ATHENA cohort- I am either not persuaded 
this is adds useful information to  
 
the study or the authors have not made adequate comparisons 
between this and the NIVEL data. As  
 
I mentioned before, this population – which is a group of people 
diagnosed with HIV – are clearly  
 
different to those people who are tested in general practices. If the 
authors are trying to  
 
demonstrate that the GPs are not testing those who are high risk 
then further analysis should be  
 
made with reference to this group.  
 
Line 246 – I am concerned about the pooling of data over 6 years. 
The authors have not made it  
 
clear if all STI related consultations were counted, which means the 
same person could be counted  
 
several times depending on how many consultations they had over 
the 6 years. I don’t see how the  
 
study could have done so otherwise - which means some 
demographic data might be overestimated  
 
– unless the authors have made sure only unique individuals have 
been used for that analysis. There  
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is no coherent argument for how the descriptive analysis of 
HMF/ATHENA is a useful contribution to  
 
the study.  
 
Results  
 
Line 259 – I am not sure if this line suggests there were 960 people 
who were tested for HIV in these  
 
6 years or 960 tests that were performed.  
 
Table 1  
 
Column totals are not given in table 1 – this would clarify a lot of 
issues for me e.g. if the categories  
 
were mutually exclusive and if there could have been double 
counting of demographic details due to  
 
the data based on STI consultations rather than individual patients.  
 
What were the adjustments used for ORs in multivariate analyses?  
 
Relationships – are these mutually exclusive categories?  
 
Reasons for STI consultations – are these mutually exclusive?  
 
Please comment on the large number of missing data for 
relationship, reason for STI consultation  
 
and no of partners.  
 
Figure 1 – flowchart  
 
The flow chart is not clear to me and I am confused with the 
numbers and what they represent. Can  
 
this be redrawn so that all the numbers add up and the losses are 
accounted for? For example, the  
 
numbers after the box “Why are these patients not tested?” are all 
accounted for but not the ones  
 
before this box.  
 
The total of all the individual groups in box “Not tested for HIV” 
comes to 615 which is different to  
 
box total N=547 – does this mean the groups are not mutually 
exclusive?  
 
Line 314 – you state response 164/233 but in flow chart it is N=146 
out of 233 questionnaires  
 
Line 323 – please include the questionnaire with your manuscript. I 
am not certain if the responses  
 
are supposed to be mutually exclusive or not.  

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2015-009194 on 21 January 2016. D

ow
nloaded from

 

http://bmjopen.bmj.com/


 
Line 334 – ATHENA cohort  
 
The authors mentioned nearly 1/3 of patients diagnosed with HIV in 
this cohort were diagnosed in  
 
general practice but the NIVEL cohort only gave 7 new diagnoses in 
6 years. If NIVEL represents  
 
0.8% of the Dutch population, we would expect 2603*0.008 = 21 
cases – is this worth mentioning?  
 
Table 2 –the column totals are different for the different groups: e.g. 
for HIV pts column Age = 2603,  
 
transmission group =2509 and ethnicity 2603 – why are totals given 
for ethnicity and not others?  
 
Is there anything statistical that can be done to look at the difference 
between the two groups?  
 
Line 364  
 
“GPs diagnosed more than 1/3 of HIV patients” - I think this point is 
repeated in lines 375 to 377 too.  
 
Line 380 – I don’t think I would claim as far as being “in-depth” – this 
study was based on  
 
questionnaire data – we do not have sight of this yet. I would reserve 
“in-depth” to describe a large  
 
scale questionnaire or interview.  
 
Line 390 – what about responder bias?  
 
413 – I think this should be reworded as sounds quite judgemental.  
 
443 – is this speculation or is there evidence for this statement from 
the questionnaires?  

 

REVIEWER Karen Champenois 
Laboratoire de recherche, EPS Maison Blanche, Paris, France 

REVIEW RETURNED 02-Aug-2015 

 

GENERAL COMMENTS The manuscript reports a study based on surveillance data about 
HIV testing in GPs. GPs have to play an increasing role in HIV 
testing and prevention in Western countries; this study draws the 
situation in Netherlands.  
This study is an update of a first paper published in BMJ Open in 
2013. The main finding of the current manuscript is that one of the 
main reasons for not testing people from HIV-risk groups is that an 
HIV test was done just before or planned just after the considered 
visit; it is therefore important for future studies to take into account 
the history of HIV testing in weeks around an indicator condition for 
HIV testing.  
The main strength and limitations of the study were well underlined.  
I find surprising the low testing frequency in people HIV notified by a 
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partner.  
 
Detailed comments:  
Abstract, design: the study is based on data collected prospectively 
and retrospectively (additional questionnaire). The main result of the 
study, based on the additional questionnaire, suffers of limitations of 
retrospective study: missing data and loss of follow-up / withdrawal.  
 
Methods: The authors should specify when the additional 
questionnaire were sent to GPs and give in the results part the 
median time between the studied consultations and the additional 
questionnaire to better appreciate the quality of the data recorded 
(missing or wrong data).  
 
Results: a little confused about the numbers of consultations 
considered in each part (denominators). In the 'HIV testing: initiative 
and reason' part, N=803. What is the selection for these 803 
consultations? only HIV-related consultations or STI-related 
consultations with some missing data about reasons for testing, …? 
And what about the n=705 in the same paragraph (lines 295)?  
 
'HIV testing in high risk groups' part: the authors should specify in 
the text that people could have multiple risks. It may be interesting to 
report in the test the % of people (MSM, …) not tested rather than 
the number like in Figure 1.  
 
'Additional questionnaires sent to GPs' part: the authors presented 
the overall corrected percentage of people at high risk tested for 
HIV. It would be interesting to calculate also this percentage for 
MSM and migrants separately?  
An interesting result may be the trend overtime (we hope 
increasing!) of the proportion of HIV-testing performed in GPs. The 
guidelines were published in 2009, and may be implemented 
progressively. The diffusion of information and the change in testing 
habits of GPs may take time.  
 
Discussion:  
The comparison of characteristics of HIV infected patients 
diagnosed by GPs in Athena cohort and people tested by GPs in the 
network is not discussed. What lessons have learned the authors of 
this comparisons? MSM are around 2% of the general population 
but 6% of the HIV tested population.  
 
About the comparison with the French study (a retrospective study in 
MSM diagnosed for HIV), what represents the '65%' obtained in the 
current study?  
 
It misses a part in the discussion about the GPs participating to the 
network. The patients of the GPs of the network are representative 
of Dutch general population, but are the GPs representative of 
overall GPs? probably not. It may be a convenience sample of GPs 
based on willingness to participate and interest in STI and HIV. They 
are probably more sensitive to HIV testing and the proportion of 
people tested for HIV may be a upper limit.  
 
There are very few references to works on GPs performed in other 
countries. Most barriers to HIV testing in physicians are known 
(Deblonde et al.) but are these barriers the same in Netherlands and 
other European countries? what is the opinion of Dutch GPs about 
their role in HIV-testing and prevention? This may be discussed. 
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VERSION 1 – AUTHOR RESPONSE 

Reviewer 1 (Dr. Richard Ma)  

 

General comments  

I agree this is an important research question particularly about the contribution of primary care in STI 

and HIV testing and diagnosis. However, I have a few concerns about the execution of this study.  

 

Answer: Thank you for your detailed comments and suggestions.  

 

Comment 1 (Reviewer 1): ‘Firstly I found the title confusing. The title suggests patients were being 

surveyed (“an observational patient survey”) but actually the survey was conducted in some GPs. I 

suggest it should change to reflect this more accurately. With regard to the design, I would suggest 

simply observational or cross-sectional study should suffice.’  

Answer: We changed the title. (line number 20-21)  

 

Comment 2 (Reviewer 1): Multiple comments were made about the content of the questionnaires.  

• ‘On several occasions, questionnaires were mentioned but there was very little detail about the 

design, pilot, validation, content, distribution and how it was collected.’  

• ‘The method states there were questionnaires sent out to GPs but they are not enclosed with the 

manuscript. I would like to see what was asked. Were they electronic or paper based? More 

questions about this later.’  

• ‘Line 215 – again, a questionnaire is mentioned but there is little information about the content and 

how it was distributed.’  

Answer: We included the reports forms and questionnaires in the new version of our manuscript. The 

editor can decide to include these in the final manuscript as a supplementary file. Also, we integrated 

these comments in the method section. (line numbers 217 – 244; supplementary file)  

 

Comment 3 (Reviewer 1): Multiple comments were made regarding doubt about the comparison of 

the two databases.  

• ‘I found the presentation of quantitative results a little disappointing and wondered if more analysis 

could be conducted. I struggle to understand the contribution of the HMF/ATHENA cohort on the 

results from NIVEL database other than being used as a reference group. Again, I would have liked to 

see more analysis made between the two groups.’  

• ‘I think the conclusions could be strengthened bearing in mind the potential to do more analysis.’  

• ‘Line 184 – I am not clear what you are comparing between these two groups? They might be two 

very different populations – one of HIV positive individuals and another who were tested – as you later 

say in the results the latter group is not necessarily the group that would benefit from testing as low 

risk.’  

• ‘Line 234 – use of HMF/ATHENA cohort- I am either not persuaded this is adds useful information to 

the study or the authors have not made adequate comparisons between this and the NIVEL data. As I 

mentioned before, this population – which is a group of people diagnosed with HIV – are clearly 

different to those people who are tested in general practices. If the authors are trying to demonstrate 

that the GPs are not testing those who are high risk then further analysis should be made with 

reference to this group.’  

• Table 2  

Is there anything statistical that can be done to look at the difference between the two groups?  

• There is no coherent argument for how the descriptive analysis of HMF/ATHENA is a useful 

contribution to the study.  

Answer: We agree that the two databases are not comparable. No further analyses were made 

between both databases. Our main goal for showing the ATHENA cohort study was to illustrate the 
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role of the GP as an important health care provider in diagnosing HIV positive patients in our country. 

We changed table 2 and included data about the profile of HIV positive patients referred by GPs to 

specialised HIV care with the characteristics of HIV positive patients diagnosed in STI clinics. In 

addition, more analysis were performed with the data of ATHENA cohort. (line numbers 186-187, line 

numbers 253-261, line numbers 357 – 369, Table 2)  

 

 

Comment 4 (Reviewer 1): The section on describing study limitations such as bias, confounding, lost 

to follow up and response rate to questionnaires is weak.  

Answer: We understand that the results of our study suffer from limitations of retrospective study 

(questionnaires). We expended this limitation section. (line numbers 407 - 436)  

 

Comment 5 (Reviewer 1): I think I am hearing the authors are suggesting that two other strategies 

should be used in addition to the current testing guidelines – is this because the Dutch primary care 

system is not picking up as many HIV cases as expected?  

Answer: In the Netherlands we still have a quarter that is undiagnosed and as first point of contact for 

care, GPs can play an important role in early case-finding. Treatment of STIs and care is mainly 

provided by GPs and STI clinics. Our results showed that more than 30% of the HIV patients in care 

are diagnosed in general practice. In addition, the NIVEL Primary care Database showed us that 

there are intrinsic limitations towards risk-based testing (reasons for not testing for HIV). New 

additional HIV testing interventions in primary care may contribute in reducing the number of 

undiagnosed HIV patients in our country.  

 

Specific comments (Reviewer 1):  

 

1. Line 164 – no need to capitalise sexually transmitted infections.  

Answer: we integrated your specific comment (line number 167)  

2. Line 169- new paragraph  

Answer: we integrated your specific comment  

3. Line 168 – not clear what the deductible amount OOP is for?  

Answer: We agree that this section is not clear and useful information for the study. Therefore, we 

removed this section.  

 

4. I would like to ask further about what is meant by “countries where STIs are endemic” – which 

prevalent STIs are the authors referring to and do they give equal weights to HIV, hepatitis, and other 

STIs? The definition only states “countries where the general population is known to have a higher 

percentage of STI” – but compared to which countries?  

Answer: Our national guidelines for GPs do not specify high-risk groups for different STIs including 

HIV. In high-risk groups GPs should test for chlamydia, gonorrhoea, syphilis, hepatitis B and HIV. STI 

endemic countries, are described on the website of the National Institute for Public Health and the 

Environment (RIVM); a pragmatic list of countries which are known to have a higher population 

prevalence for STI, including HIV, compared to countries with a lower STI prevalence that can be 

used for daily practice. (line numbers 201 - 213)  

 

5. Line 216 – please expand ICPC  

Answer: we integrated your specific comment (line numbers 222-223)  

6. Line 224 – ditto re “additional questionnaire”. What was “limited”- the number of questions asked?  

Answer: We reworded your specific comment. (line numbers 237-238)  

7. Line 230 – unclear how the GP would be able to answer why HIV test was not performed at follow 

up at a different STI-care facility. Or the sentence needs rephrasing.  

Answer: We reworded your specific comment. The questionnaire addressed whether patients had 

been tested recently, during a previous or follow-up consultation (within a time window of 6 months) or 
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at a different STI care facility and, if not, reasons for not testing for HIV. GPs collected the information 

retrospectively from the patient’s electronic medical record. (line numbers 240– 244)  

8. Line 232 – I am concerned about the patient confidentiality here- the authors stated ethical 

approval was not needed as anonymised data from routine surveillance was used but here the GP 

could identify the patient and the specific consultation that it related to.  

Answer: Formal approval for this research project by a medical ethics committee was not required 

under Dutch law. Patients in the participating practices are informed about the use of encoded patient 

data for NIVEL surveillance and research, and can opt out of participation, but rarely make use of this 

option. The NIVEL office requested the additional information from the GP by using an identifiable key 

(patient code, date of birth and date of consultation) based on which the GP could elicit the required 

information retrospectively from the electronic medical record. The researchers of the study were not 

permitted to trace the patient and participating GP records. The NIVEL Primary Care Database and 

RIVM extracts data according to strict guidelines for the privacy protection of patients and GPs. In 

addition, we sought and obtained permission for this work from the board of the NIVEL network.  

(line numbers 245 – 252, line numbers 527 - 531)  

9. Multiple specific comments were made regarding if STI consultations represents unique patient 

individuals.  

o Line 246 – I am concerned about the pooling of data over 6 years. The authors have not made it 

clear if all STI related consultations were counted, which means the same person could be counted 

several times depending on how many consultations they had over the 6 years. I don’t see how the 

study could have done so otherwise - which means some demographic data might be overestimated 

– unless the authors have made sure only unique individuals have been used for that analysis.  

o Line 259 – I am not sure if this line suggests there were 960 people who were tested for HIV in 

these 6 years or 960 tests that were performed.  

o Table 1  

Column totals are not given in table 1 – this would clarify a lot of issues for me e.g. if the categories 

were mutually exclusive and if there could have been double counting of demographic details due to 

the data based on STI consultations rather than individual patients.  

o Relationships – are these mutually exclusive categories? Reasons for STI consultations – are these 

mutually exclusive? Please comment on the large number of missing data for relationship, reason for 

STI consultation and no of partners.  

Answer: In our manuscript we included the number of patients with one consultation, two 

consultations and three or more consultations. (line numbers 275-279) Our analysis focused on the 

number of STI-related consultations and not on individual patients. As a result, persons may have 

been counted multiple times depending on how many consultations they had over the past six years, 

so that the socio-demographic profile of the patient population may be biased towards those testing 

multiple times. However, the majority of STI consultations represented unique patients (3006/3209). 

Moreover, our opinion is that consultation-based analysis is more accurate, because for each patient 

consultation the GP performed a new sexual risk assessment, so that one patient could be classified 

with a different risk profile when he/she came again. (line numbers 407-415)  

In table 1. The subcategories per risk group are mutually exclusive. Report forms were not complete 

for all variables as GPs sometimes lacked to obtain information from the patient. (line numbers 295-

396, line numbers 428 – 436, table 1)  

 

10. What were the adjustments used for ORs in multivariate analyses?  

Answer: Only variables from the univariate analysis with p > 0.2 were included in the multivariate 

analysis. (line number: 266-267)  

 

11. Multiple comments were about the flowchart.  

o Figure 1 –The flow chart is not clear to me and I am confused with the numbers and what they 

represent. Can this be redrawn so that all the numbers add up and the losses are accounted for? For 

example, the numbers after the box “Why are these patients not tested?” are all accounted for but not 
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the ones before this box.  

o The total of all the individual groups in box “Not tested for HIV” comes to 615 which is different to 

box total N=547 – does this mean the groups are not mutually exclusive?  

o Line 314 – you state response 164/233 but in flow chart it is N=146 out of 233 questionnaires  

o Line 323 – please include the questionnaire with your manuscript. I am not certain if the responses 

are supposed to be mutually exclusive or not.  

Answer: We understand the problem with flowchart. As the total numbers in the flowchart are unique 

STI consultations, where the consultations in high-risk groups could belong to multiple risk categories. 

We changed the flowchart. In the new flowchart we displayed the total STI consultations in high-risk 

groups. (line numbers 316- 344 , flowchart 1)  

 

12. Table 2 –the column totals are different for the different groups: e.g. for HIV pts column Age = 

2603, transmission group =2509 and ethnicity 2603 – why are totals given for ethnicity and not 

others?  

Answer: We changed table 2 and added also total numbers for each subgroup. The reason why the 

old table was different is because in the transmission group we had 94 missing. (table 2)  

 

13. Line 364 “GPs diagnosed more than 1/3 of HIV patients” - I think this point is repeated in lines 375 

to 377 too.  

Answer: We agree and changed this sentence. (line numbers 380– 394)  

 

14. Line 334 – ATHENA cohort The authors mentioned nearly 1/3 of patients diagnosed with HIV in 

this cohort were diagnosed in general practice but the NIVEL cohort only gave 7 new diagnoses in 6 

years. If NIVEL represents 0.8% of the Dutch population, we would expect 2603*0.008 = 21 cases – 

is this worth mentioning?  

Answer: First, both databases are not comparable. A relatively low number of participating general 

practices in the NIVEL network for investigating a rare disease like HIV, which has the profile of a 

concentrated epidemic in urban areas in our country. GP’s testing behaviour may be different in areas 

of higher prevalence, although the network is designed to be nationally representative by region and 

population density. Secondly, our analysis focused on the number of STI-related consultations and 

not on individual patients. As a result, persons may have been counted multiple times depending on 

how many consultations they had over the past six years, so that the socio-demographic profile of the 

patient population may be biased towards those testing multiple times. However, the majority of STI 

consultations represented unique patients (3006/3209). Moreover, our opinion is that consultation-

based analysis is more accurate, because for each patient consultation the GP performed a new 

sexual risk assessment, so that one patient could be classified with a different risk profile when 

he/she came again. Thirdly, we found seven positive patients in current STI consultations and around 

the time of the STI consultations six more HIV patients. (line numbers 407 – 415, line numbers 416- 

420)  

 

15. Line 380 – I don’t think I would claim as far as being “in-depth” – this study was based on 

questionnaire data – we do not have sight of this yet. I would reserve “in-depth” to describe a large 

scale questionnaire or interview.  

Answer: We agree and reworded this sentence. (line number 397)  

 

16. Line 390 – what about responder bias?  

Answer: Information from the report forms and additional questionnaires may not reflect all details of 

GPs’ clinical practice. Responder bias cannot be excluded as GPs filled in the report forms and 

questionnaires based on information from the medical files. (line numbers 425-427)  

 

17. Line 413 – I think this should be reworded as sounds quite judgemental.  

Answer: We removed this sentence as we also agree this is quite judgemental.  
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18. Line 443 – is this speculation or is there evidence for this statement from the questionnaires?  

Answer: We agree this is speculation and reworded the sentence. An underlying reason could be that 

GPs may not associate certain STIs with a risk for HIV. However, the notification for an STI and a 

patient belonging to a high-risk group should be signals to suggest an HIV test. (line numbers 454 - 

457)  

   

Reviewer 2 (Karen Champenois)  

 

The manuscript reports a study based on surveillance data about HIV testing in GPs. GPs have to 

play an increasing role in HIV testing and prevention in Western countries; this study draws the 

situation in Netherlands. This study is an update of a first paper published in BMJ Open in 2013. The 

main finding of the current manuscript is that one of the main reasons for not testing people from HIV-

risk groups is that an HIV test was done just before or planned just after the considered visit; it is 

therefore important for future studies to take into account the history of HIV testing in weeks around 

an indicator condition for HIV testing. The main strength and limitations of the study were well 

underlined.  

Answer: Thank you for your comments and suggestions.  

 

Comment 1 (Reviewer 2): I find surprising the low testing frequency in people HIV notified by a 

partner.  

Answer: We agree that this finding is surprisingly low. In our discussion we tried to explain what the 

underlying reason could be that no HIV tests is performed. (line numbers 454 - 457)  

 

Comment 2 (Reviewer 2): Abstract, design: the study is based on data collected prospectively and 

retrospectively (additional questionnaire). The main result of the study, based on the additional 

questionnaire, suffers of limitations of retrospective study: missing data and loss of follow-up / 

withdrawal.  

Answer: We agree that this study based on questionnaires suffers from limitations of retrospective 

study and tried to explain the limitations in the discussion section (line number 396 - 436)  

 

Comment 3 (Reviewer 2): Methods: The authors should specify when the additional questionnaire 

were sent to GPs and give in the results part the median time between the studied consultations and 

the additional questionnaire to better appreciate the quality of the data recorded (missing or wrong 

data).  

Answer: GPs had to look for additional information in patient medical record. Median time between 

the STI consultation date and date when the questionnaire was sent is 2 years (IOR 1-4). (line 

numbers 232 – 233, line number 329-330)  

 

Comment 4 (Reviewer 2): Results: a little confused about the numbers of consultations considered in 

each part (denominators). In the 'HIV testing: initiative and reason' part, N=803. What is the selection 

for these 803 consultations? only HIV-related consultations or STI-related consultations with some 

missing data about reasons for testing, …? And what about the n=705 in the same paragraph (lines 

295)?  

Answer: Regarding the initiative and reason for doing an HIV test in STI consultations, only STI 

consultations without missing data were included for the analysis. (line number 307 -314)  

 

 

Comment 5 (Reviewer 2): 'HIV testing in high risk groups' part: the authors should specify in the text 

that people could have multiple risks. It may be interesting to report in the test the % of people (MSM, 

…) not tested rather than the number like in Figure 1.  

Answer: Regarding the comments of reviewer 1. We decided to change the flowchart to make it more 
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clear. We added the percentages in the manuscript text. (line numbers 316- 322, flowchart 1)  

 

 

Comment 6 (Reviewer 2): 'Additional questionnaires sent to GPs' part: the authors presented the 

overall corrected percentage of people at high risk tested for HIV. It would be interesting to calculate 

also this percentage for MSM and migrants separately?  

Answer: Thank you for this suggestion. We added this in our manuscript. (line numbers 343-344 )  

 

Comment 7 (Reviewer 2): An interesting result may be the trend overtime (we hope increasing!) of the 

proportion of HIV-testing performed in GPs. The guidelines were published in 2009, and may be 

implemented progressively. The diffusion of information and the change in testing habits of GPs may 

take time.  

Answer: We understand that this is useful information but this is not the main goal of our study. In our 

study the GP took the initiative to discuss HIV in 23% of the HIV-related consultations. In the 

Netherlands provider-initiated testing has increased slowly in the period from 1988 to 2009 (from 11% 

in 1988 to 23% in 2009). A higher rate of testing might be achieved if provider-initiated HIV testing 

were to be more stimulated. (line numbers 458 – 461)  

 

 

Comment 8 (Reviewer 2):  

Discussion: The comparison of characteristics of HIV infected patients diagnosed by GPs in Athena 

cohort and people tested by GPs in the network is not discussed. What lessons have learned the 

authors of this comparisons? MSM are around 2% of the general population but 6% of the HIV tested 

population.  

Answer: The two databases were not comparable. No further analyses were made between both 

databases. Our main goal for showing the ATHENA cohort study was to illustrate the role of the GP 

as an important health care provider in diagnosing HIV positive patients in our country. We changed 

table 2 and included data about the profile of HIV positive patients referred by GPs to specialised HIV 

care with the characteristics of HIV positive patients diagnosed in STI clinics. In addition, more 

analysis were performed with the data of ATHENA cohort. (line numbers 186-187, line numbers 253-

261, line numbers 357 – 369, Table 2)  

 

 

Comment 9 (Reviewer 2): About the comparison with the French study (a retrospective study in MSM 

diagnosed for HIV), what represents the '65%' obtained in the current study?  

Answer: We agree that this section is not clear and reworded this section. (line numbers 438 - 439)  

 

Comment 10 (Reviewer 2): It misses a part in the discussion about the GPs participating to the 

network. The patients of the GPs of the network are representative of Dutch general population, but 

are the GPs representative of overall GPs? probably not. It may be a convenience sample of GPs 

based on willingness to participate and interest in STI and HIV. They are probably more sensitive to 

HIV testing and the proportion of people tested for HIV may be a upper limit.  

Answer: We understand this point, but the participating GPs of the NIVEL network were randomly 

selected and not only on STI/HIV prevention and control but also other health care topics.  

 

Comment 11 (Reviewer 2): There are very few references to works on GPs performed in other 

countries. Most barriers to HIV testing in physicians are known (Deblonde et al.) but are these barriers 

the same in Netherlands and other European countries? what is the opinion of Dutch GPs about their 

role in HIV-testing and prevention? This may be discussed.  

Answer: We agree that GPs barriers to HIV testing in primary care could be of influence of receiving 

an HIV test. We added the article of Deblonde in our manuscript. (line numbers 483 - 484) 
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VERSION 2 – REVIEW 

REVIEWER Richard Ma 
Imperial College London  
UK 

REVIEW RETURNED 24-Oct-2015 

 

GENERAL COMMENTS I am satisfied the authors have addressed my review comments 
adequately.  

 

REVIEWER Karen Champenois 
Laboratoire de recherche, EPS Maison Blanche  
Paris  
France 

REVIEW RETURNED 05-Nov-2015 

 

GENERAL COMMENTS This is the revised version of a manuscript reporting a study based 
on surveillance data about HIV testing in GPs in Netherlands.  
I thank the authors for answering to my issues.  
The most issues of the first reviewer and I have been taken into 
consideration and the authors have made changes to improve the 
quality of the manuscript.  
 
The study address the important topic of the role of GPs and primary 
care services in the detection of HIV undiagnosed people.  
It is an update of a first paper published in BMJ Open in 2013. The 
main finding of the current manuscript is that one of the main 
reasons for not testing people from HIV-risk groups is that an HIV 
test was done just before or planned just after the considered visit; it 
is therefore important for future studies to take into account the 
history of HIV testing in weeks around an indicator condition for HIV 
testing.  
 
However, the paper is quite long (more than 3750 words) and may 
gain in clarity in focusing on few points. For example, I am not 
convinced by the contribution of the data of the Athena cohort.  
 
Detailed comments:  
- Methods: consultation-based analysis is a good option, but given a 
patient could contribute to several consultations, mixed models 
could be used for the analysis  
 
- I did not keep in mind that the recommendation to propose an HIV 
test when an STI occurred relates only high-risk groups. Thus, I 
suggest that the analysis (#Table 1) be performed also in restricting 
the sample of consultations to high-risk people, at least the 
descriptive analysis. For example, it may be interesting to know the 
% of MSM with STI symptoms to whom an HIV test was offered.  
 
- Results: remove lines 296-7  
 
- Discussion: line 417-21: if the HIV epidemic is concentrated in 
urban area, why do not performed a sensitivity analysis in stratifying 
the sample of consultations on the urban / non-urban characteristic 
of the GPs? 
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VERSION 2 – AUTHOR RESPONSE 

Reviewer 1 (Dr. Richard Ma)  

 

Please leave your comments for the authors below  

I am satisfied the authors have addressed my review comments adequately.  

 

Answer: Thank you for your detailed comments and suggestions.  

 

 

Reviewer 2 (Karen Champenois)  

 

 

Please leave your comments for the authors below  

This is the revised version of a manuscript reporting a study based on surveillance data about HIV 

testing in GPs in Netherlands. I thank the authors for answering to my issues. The most issues of the 

first reviewer and I have been taken into consideration and the authors have made changes to 

improve the quality of the manuscript. The study address the important topic of the role of GPs and 

primary care services in the detection of HIV undiagnosed people. It is an update of a first paper 

published in BMJ Open in 2013. The main finding of the current manuscript is that one of the main 

reasons for not testing people from HIV-risk groups is that an HIV test was done just before or 

planned just after the considered visit; it is therefore important for future studies to take into account 

the history of HIV testing in weeks around an indicator condition for HIV testing.  

 

Answer: Thank you for your detailed comments and suggestions. We agree with the important value 

of the history of HIV testing in the weeks around an HIV testing related consultation.  

 

 

Comment 1. However, the paper is quite long (more than 3750 words) and may gain in clarity in 

focusing on few points. For example, I am not convinced by the contribution of the data of the Athena 

cohort.  

 

Answer: We think the ATHENA cohort provides interesting information and the manuscript fits within 

the word limit of the journal. Our main goal for showing the ATHENA cohort data was to illustrate the 

role of the GP in our country as an important health care provider in diagnosing HIV positive patients 

and to show that different groups of people are diagnosed in the general practice compared to 

patients diagnosed in STI clinics.  

As we know primary care in every country is different, we think that by providing descriptive 

information from the ATHENA cohort on all HIV-positive persons in care in the country, we give a 

more complete overview of general practitioners role in prevention and control in our country.  

 

Comment 2.  

- Methods: consultation-based analysis is a good option, but given a patient could contribute to 

several consultations, mixed models could be used for the analysis.  

 

Answer: Thank you for the suggestion. We have thought about this analysis, and decided that 

consultation-based analysis is more accurate, because for each patient consultation the GP 

performed a new sexual risk assessment, so that one patient could be classified with a different risk 

profile when he/she came again. Also, only 6.4% the patient had two or more consultations. We think 

it would be confusing to display both analyses. (line numbers 416 – 419)  

 

Comment 3.  

- I did not keep in mind that the recommendation to propose an HIV test when an STI occurred relates 
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only high-risk groups. Thus, I suggest that the analysis (#Table 1) be performed also in restricting the 

sample of consultations to high-risk people, at least the descriptive analysis. For example, it may be 

interesting to know the % of MSM with STI symptoms to whom an HIV test was offered.  

 

Answer:  

In high-risk groups GPs should test for chlamydia, gonorrhoea, syphilis, hepatitis B and HIV. Patients 

who are diagnosed with an STI, should be evaluated in terms of patient’s history and symptoms to 

determine whether they should be further tested for STIs. (line numbers 172-174, 207-210)  

We think it is essential that the information in Table 1 covers all STI consultations and is not restricted 

to those in high-risk groups only; to create a separate table for high-risk groups would make the paper 

longer. To provide the extra information the reviewer suggests, we added the % of MSM with 

symptoms to whom an HIV test was offered in the manuscript. MSM with symptoms were tested for 

HIV in 33% of the consultations and persons from STI-endemic countries with symptoms in 16% of 

the consultations. (line numbers 299 -300)  

 

Comment 4.  

- Results: remove lines 296-7  

 

Answer: We agree that this section can be removed.  

 

Comment 5.  

- Discussion: line 417-21: if the HIV epidemic is concentrated in urban area, why do not performed a 

sensitivity analysis in stratifying the sample of consultations on the urban / non-urban characteristic of 

the GPs?  

 

Answer: We understand this is useful information. However, it is not the main goal of our study. Our 

main aim was to collect information from GPs to find out more about HIV testing in high-risk groups 

during STI-related consultations. The option of stratified analysis is limited due to the low number of 

participating general practices (45). 
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