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Introduction

In-vitro testing for HIV is addressed by this guideline. 

Procedures addressed 

The inclusion of any procedure code in this table does not imply that the code is under 
management or requires prior authorization. Refer to the specific Health Plan's 
procedure code list for management requirements. 

Procedure addressed by this guideline Procedure code

Nucleic acid testing (NAT): HIV-1, direct 
probe technique 

87534

Nucleic acid testing (NAT): HIV-1, 
amplified probe technique, includes 
reverse transcription when performed 

87535

Nucleic acid testing (NAT): HIV-1, 
quantification, includes reverse 
transcription when performed 

87536

Nucleic acid testing (NAT): HIV-2, direct 
probe technique 

87537

Nucleic acid testing (NAT): HIV-2, 
amplified probe technique, includes 
reverse transcription when performed 

87538

Nucleic acid testing (NAT): HIV-2, 
quantification, includes reverse 
transcription when performed 

87539

What is HIV 

Definition

HIV natural history, diagnosis and treatment is the subject of a number of government, 
organizational and academic reviews, free online video courses, as well as 
guidelines.1-12 

HIV is an RNA retrovirus that attacks the immune system, making individuals more 
susceptible to infections. According to the CDC, HIV is transmitted from person to 
person as follows:2
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 “HIV is spread mainly by: 

o Having anal or vaginal sex with someone who has HIV without using a condom 
or taking medicines to prevent or treat HIV. 

 For the HIV-negative partner, receptive anal sex (bottoming) is the highest-
risk sexual behavior, but you can also get HIV from insertive anal sex 
(topping). 

 Either partner can get HIV through vaginal sex, though it is less risky for 
getting HIV than receptive anal sex. 

o Sharing needles or syringes, rinse water, or other equipment (works) used to 
prepare drugs for injection with someone who has HIV. HIV can live in a used 
needle up to 42 days depending on temperature and other factors. 

 Less commonly, HIV may be spread 

o From mother to child during pregnancy, birth, or breastfeeding. Although the risk 
can be high if a mother is living with HIV and not taking medicine, 
recommendations to test all pregnant women for HIV and start HIV treatment 
immediately have lowered the number of babies who are born with HIV. 

o By being stuck with an HIV-contaminated needle or other sharp object. This is a 
risk mainly for health care workers.” 

There are two main virotypes of HIV, HIV-1--which is the predominant infection in the 
United States occurring in more than 98% of infections--and HIV-2.  Within each 
virotype, there are multiple subtypes.6,10 

The CDC published the most recent prevalence statistics for HIV, which included data 
from 2015—the most current year for which statistics are available:2

 “There were an estimated 38,500 new HIV infections in 2015. Among all 
populations in the United States, the estimated number of annual infections 
declined 8% from 2010 (41,800) to 2015 (38,500).” 

 “An estimated 1.1 million people in the United States were living with HIV at the end 
of 2015, the most recent year for which this information is available. Of those 
people, about 15%, or 1 in 7, did not know they were infected.” 

The natural history of untreated HIV is a chronic infection that slowly disables the 
immune system. Patients are often symptom free for months or years as the virus 
progresses. During this period, individuals are infectious. Eventually, slow destruction 
of the immune system leads patients to become symptomatic and succumb to myriad 
different opportunistic infections or cancers. Less commonly, patients exhibit an acute 
HIV syndrome 2-4 weeks after infection with flu-like signs and symptoms including 
swollen lymph nodes, headache, sore throat, arthralgia, and rash.2,6 

The HIV mechanism of action is through the infection of CD4-positive (CD4+) T 
lymphocytes. HIV enters the cell after binding to an envelope protein. HIV then 
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manufacturers DNA via a reverse transcriptase, integrates the viral DNA into the host 
cell DNA through a viral integrase enzyme and eventually drives replication of the HIV 
virus with the integrated DNA.2,6 The formation of the virion inside the host cell is 
enabled by a protease.  Anti-retroviral therapy consists of a multidrug regimen with the 
drugs primarily targeting the reverse transcriptase and the protease. Alternative 
treatments, often employed if drug resistance develops, target the envelope protein 
and the integrase enzyme.7,8,9 

The 2014 CDC guideline describes the progression of HIV from acute to chronic 
infection and the characteristic findings of in-vitro blood testing associated with this 
progression. This includes the “window period” after patients have been infected but 
before their tests become positive.10,11 The CDC lists the effective timing of specific 
test’s ability to identify HIV infection:2

 “The time between when a person may have been exposed to HIV and when a test 
can tell for sure whether they have HIV is called the window period. The window 
period varies from person to person and depends on the type of test used to detect 
HIV. 

o A nucleic acid test (NAT) can usually tell you if you have HIV infection 10 to 33 
days after an exposure. 

o An antigen/antibody test performed by a laboratory on blood from a vein can 
usually detect HIV infection 18 to 45 days after an exposure. Antigen/ antibody 
tests done with blood from a finger prick can take longer to detect HIV (18 to 90 
days after an exposure). When the goal is to tell for sure that a person does not 
have HIV, an antigen/antibody test performed by a laboratory on blood from a 
vein is preferred. 

o Antibody tests can usually take 23 to 90 days to reliably detect HIV infection. 
Most rapid tests and home tests are antibody tests. In general, antibody tests 
that use blood from a vein can detect HIV sooner after infection than tests done 
with blood from a finger prick or with oral fluid.” 

During the window period, patients are infectious and pose a public health risk if they 
engage in behavior that can transmit the virus. It is important to detect HIV infection as 
early as possible since people in the window period are more infectious and 
responsible for a disproportionate amount of disease transmission. The earlier it can be 
determined whether an individual is infected, the earlier they can be counseled 
regarding initiating prophylactic treatment, retesting, and the high risk of infecting 
others in order to reduce disease transmission. Early treatment is strongly associated 
with better outcomes.2,8,9 

The natural history of untreated HIV in children is more variable than what is observed 
in adults. Whereas, in adults, clinical progression correlates with falling CD4 counts 
and rising HIV RNA levels, the relationship in children is not as direct with more 
exceptions than in adults. Some children with minimal disease burden have high HIV-
RNA levels while some with low RNA levels have significant clinical findings. In 
general, infants have higher viral loads than adolescents or adults.6,9 In children <18 
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months old, the basis of diagnosis is nucleic acid testing rather than combined 
antibody/antigen testing.4 

HIV transmission from mother to child has been dramatically reduced because of 1) 
early recognition of HIV infection during pregnancy because of more aggressive and 
widespread testing; 2) initiation of ART during pregnancy, and 3) Prophylactic 
antiretroviral treatment of infants at risk of infection.9 

Quantitation of HIV RNA in the blood by HIV-NAT and the quantification of CD4+ T 
cells are the foundation of the chronic monitoring of HIV infection.2,3,7-9 Quantitative HIV 
RNA assessment is also known as viral load testing. In adults, the natural history of 
infection is associated with rising quantities of HIV virus in the blood and falling CD4 
cell counts. In general, rising viral load and falling CD4 counts are associated with 
worse clinical disease and prognosis. Successful treatment is indicated by stabilizing or 
increasing the CD4 count with a corresponding decrease in HIV RNA levels, eventually 
lowering them below the limits of detection (<200 copies of virus per mL of blood) of 
the quantitative HIV-NAT. 

Over the last 30 years, HIV has been transformed from a fatal illness to a chronic 
disease through the development of multidrug, anti-retroviral therapy (ART) aimed at 
disabling various parts of the HIV infection and replication cycle.7-9,11 HIV can become 
resistant to these therapies. Resistance can be predicted and managed with the help 
of in-vitro blood testing for HIV genotype or phenotype. HIV genotypic testing is 
generally favored over phenotype testing. Resistance testing is performed at the 
beginning of therapy, and then used again if there is evidence of treatment failure. 

Test Information 

Introduction

The laboratory tests discussed in this policy play a foundational role in the diagnosis, 
treatment, and monitoring of HIV infection. Population screening for HIV disease by 
laboratory methods is important for reducing the spread of the disease and improving 
outcomes through the use of antiretroviral therapy (ART). The laboratory tests 
discussed below are all FDA-approved. They are offered by most of the major in-vitro 
diagnostic manufacturers and the instrument platforms vary from large high-throughput 
instruments for the commercial lab setting to small point-of-care instruments that can 
be used in ambulatory clinics and public health settings. The primary methods 
incorporated into these technologies are a variety of immunoassay formats (e.g. bead-
based, immunochromatography, microplate enzyme immunoassay, and others) or 
nucleic acid detection, also by a variety of formats.

Combined HIV assays that detect HIV-1 antigen and antibodies to HIV-1 and HIV-2 

CPT 87389, 87806, G0475

These are the most common tests for diagnosing HIV infection and are the first test 
recommendation in the CDC guideline and algorithm, which has been widely 
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adoapted.10,11 The most advanced of these are known as fourth or fifth generation 
antigen-/antibody tests. In the vast majority of patients, if a combined antigen-/antibody 
test is negative the patient has been ruled out for HIV and no further testing is 
necessary. The one exception is patients with a recent exposure who are in the window 
period. These patients require HIV-NAT (see below) for maximal sensitivity or they may 
need to be tested again if they are within the window period for HIV-NAT. Patients who 
test positive by the combined antigen--antibody assay then have confirmatory testing to 
establish the diagnosis.10,11 Combined tests are not used to monitor HIV treatment; 
monitoring is accomplished by quantitative HIV- NAT and the quantification of CD4+ T 
cells.3,7-9 

Nucleic acid testing 

HIV-1 detection by nucleic acid testing (CPT 87534, CPT 87535), HIV-2 detection by 
nucleic acid testing (CPT 87537, CPT 87538), and quantitative HIV RNA testing for 
HIV-1 (CPT 87536) or HIV-2 (CPT 87539) 

Nucleic acid testing (NAT) for HIV is referred to in guidelines as “virologic” testing 
because it directly detects virus.8,9 For diagnosing HIV infection, the main uses of NAT 
are: 1) diagnosing HIV in the window period before the combined antigen-antibody test 
turn positive,10,11 2) diagnosing HIV in infants and children < 24 months old (due to 
potential residual maternal HIV antibodies)9, and 3) resolving cases that are positive by 
the combined test but then have an indeterminate confirmatory test by another 
antibody- based method.10,11 In addition, nucleic acid methods are available on some 
point of care devices. The current CDC guideline recommends that patients testing 
positive by point of care devices then undergo testing based on the current algorithm--, 
which starts with the combined HIV-1/HIV 2 antibody plus HIV-1 antigen assay.10,11 

Quantitative HIV-NAT, which is often referred to as an HIV RNA viral load or HIV 
“quant” is the foundation of monitoring HIV treatment.7-9 The diagnostic uses of NAT 
described above involve setting a threshold for a positive test and then resulting the 
test as positive or negative. In contrast, quantitative HIV-NAT uses the same 
technology, but the assay is designed to give a quantitative result, in copies of the virus 
per volume (such as copies/mL) of blood. The goal of ART treatment is to drive the 
quantitative HIV RNA to undetectable levels. Patients who achieve undetectable levels 
of virus have a very good prognosis but are still monitored by quantitative HIV-NAT to 
monitor for changes in viral load.7-9 In general, rising HIV viral loads are a poor 
prognostic sign and indicative of disease progression, ART treatment failure, or non-
compliance. Falling levels are indicative of a treatment effect and slowing of disease 
progression.1-3,7-9 

HIV confirmatory test by Immunofluorescence Assay (IFA) or Western Blot 

CPT 86689

This older CPT code was in frequent use when HIV western blot was the predominant 
confirmatory test in the HIV guidelines with IFA being an alternative, less frequently 
used confirmatory method.14 The test has been largely replaced by automated, less 
subjective methods of antibody and antigen detection. It is still occasionally used and, 

© 2020 eviCore healthcare. All Rights Reserved. 5 of 12
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924 www.eviCore.com 

   
   

   
 In

 V
it

ro
 T

e
st

in
g

 -
 H

IV

http://www.eviCore.com/


Lab Management Guidelines V1.0.2021

although it is no longer in the current CDC guideline, it can still be appropriate in some 
settings as a backup test.  Moreover, although the newer guideline is more effective 
than the older guideline, which was based on an enzyme, immunoassay (EIA) followed 
by confirmation with Western Blot or IFA, the older guideline produced excellent results 
with very few false results.10,11 The CDC outlined the previously preferred testing 
algorithm for HIV as follows:14

 "Standard Testing Algorithm: HIV-1 testing consists of initial screening with an EIA 
to detect antibodies to HIV-1. Specimens with a nonreactive result from the initial 
EIA are considered HIV-negative unless new exposure to an infected partner or 
partner of unknown HIV status has occurred. Specimens with a reactive EIA result 
are retested in duplicate. If the result of either duplicate test is reactive, the 
specimen is reported as repeatedly reactive and undergoes confirmatory testing 
with a more specific supplemental test (e.g., Western blot or, less commonly, an 
immunofluorescence assay [IFA]).” 

In this older algorithm, HIV-NAT, which was new and less available when this guideline 
was published, was used to resolve the rare indeterminate cases. 

HIV-1 antibody, HIV-2 antibody, combined HIV-1 and HIV-2 antibody in a single 
test, HIV-1 antigen, HIV-2 antigen 

HIV-1 antibody (CPT 86701, G0432, G0433, G0435), HIV-2 antibody (CPT 86702, 
G0432, G0433, G0435), combined HIV-1 and HIV-2 antibody in single test (CPT 
86703), HIV-1 antigen (CPT 87390), HIV-2 antigen (CPT 87391). 

Before the advent of the new CDC guidelines which emphasize the 4th and 5th 
generation combined antibody/antigen assays described above, single antibody tests 
or single antigen tests were used alone or in combinations as a mainstay of HIV 
screening.10,11,14 Under the old algorithm, the antibody tests for HIV-1 were the 
foundation, and antigen testing for HIV-1 was used to improve detection in the window 
period for antibodies. HIV-2 testing, which was less frequent under the old guidelines 
and limited to cases where it was suspected, was accomplished using HIV-2 antibody 
testing primarily, with HIV-2 antigen testing performed in rare cases where patients 
were both HIV-2 infected and potentially in the window period for HIV-2 antibodies.  
Although they are not included in current guidelines, these single antigen and antibody 
tests are still effective and may be useful in selected settings. These settings include 
point of care testing in ambulatory clinics or in public health settings. The current CDC 
guideline recommends that patients testing positive by point of care devices 
subsequently undergo the current algorithm, which starts with the combined HIV-1/HIV 
2 antibody plus HIV-1 antigen assay.10,11 Similarly, the older combined HIV-1/HIV-2 
antibody without antigen (CPT 86703) can still be useful in that it tests for two 
antibodies in one assay.

Guidelines and Evidence 

Screening for HIV is broadly recommended. The United States Preventive Services 
Taskforce recommendation states:12
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 “The USPSTF recommends that clinicians screen for HIV infection in adolescents 
and adults aged 15 to 65 years. Younger adolescents and older adults who are at 
increased risk should also be screened.”

 “The USPSTF recommends that clinicians screen all pregnant women for HIV, 
including those who present in labor who are untested and whose HIV status is 
unknown."

This recommendation has become widely accepted and promulgated in the United 
States. For example, a recent HIV guideline from the International Antiviral Society 
USA (IAS-USA) Panel states:7

 “HIV testing is recommended at least once for anyone who has ever been sexually 
active and more often for individuals at ongoing risk for infection.”

The current recommendation from the CDC states:2

 “CDC recommends that everyone between the ages of 13 and 64 get tested for HIV 
at least once as part of routine health care.” 

Screening intervals for HIV testing are based on risk assessment and there is no “one 
size fits all” approach. The USPSTF summarizes the approach to screening intervals 
as follows:12

 The evidence is insufficient to determine optimum time intervals for HIV screening. 
One reasonable approach would be one-time screening of adolescent and adult 
patients to identify persons who are already HIV-positive, with repeated screening 
of those who are known to be at risk for HIV infection, those who are actively 
engaged in risky behaviors, and those who live or receive medical care in a high-
prevalence setting. According to the CDC, a high-prevalence setting is a geographic 
location or community with an HIV seroprevalence of at least 1%. … Given the 
paucity of available evidence for specific screening intervals, a reasonable 
approach may be to rescreen groups at very high risk …for new HIV infection at 
least annually and individuals at increased risk at somewhat longer intervals (for 
example, 3 to 5 years)….Women screened during a previous pregnancy should be 
rescreened in subsequent pregnancies.” 

The federal government website for HIV, recommends the following for screening:9

 “Everyone between the ages of 13 and 64 should get tested for HIV at least once. If 
your behavior puts you at risk after you are tested, you should think about being 
tested again. Some people at higher risk should get tested more often. 

 If your last HIV test result was negative, you should get an HIV test if you answer 
"yes" to any of the questions below about your risk since that test:

o Are you a man who has had sex with another man? 

o Have you had sex—anal or vaginal—with an HIV-positive partner? 

o Have you had more than one sex partner? 
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o Have you injected drugs and shared needles or works (for example, water or 
cotton) with others? 

o Have you exchanged sex for drugs or money? 

o Have you been diagnosed with, or sought treatment for, another sexually 
transmitted disease? 

o Have you been diagnosed with or treated for hepatitis or tuberculosis (TB)? 

o Have you had sex with someone who could answer "yes" to any of the above 
questions or someone whose sexual history you don't know? 

 Sexually active gay and bisexual men may benefit from more frequent testing (for 
example, every 3 to 6 months).” 

The CDC published a guideline and a brief update regarding the best approach to 
screening and diagnosis of HIV.10,11 The algorithm starts with screening for HIV-1 and 
HIV-2 with a 3rd, 4th, or 5th generation FDA-approved, combined antigen-antibody 
immunoassay (CPT 87389 or CPT 87806). If the testing is negative, there is no 
additional testing necessary unless there is evidence of recent exposure suggesting 
acute infection in in the window period before combined antigen antibody testing is 
positive.  This is when HIV-NAT is recommended (CPT 87534 or 87535 for HIV-1; CPT 
87537 or 87538 for HIV-2). The updated guideline states:11

 “Laboratories should conduct initial testing for HIV with an FDA-approved 
antigen/antibody immunoassay that detects HIV-1 and HIV-2 antibodies and HIV-1 
p24 antigen to test for established HIV-1 and HIV-2 infection and for acute HIV-1 
infection, respectively. No further testing is required for specimens that are non-
reactive on the initial immunoassay. However, if there is a possibility of very early 
infection leading to a non-reactive initial antigen/antibody immunoassay, such as 
when recent HIV exposure is suspected or reported, then conduct an HIV-1 nucleic 
acid test (NAT)…” 

When initial testing is positive, an assay is run to distinguish HIV-1 from HIV-2 since 
HIV-1 and HIV-2 may often have different treatments. The CPT coding for this will 
include some combination of immunoassay codes in the table above, but it will vary 
based on the exact methods use to distinguish the types of HIV. The guideline states:11

 “…accurate diagnosis of HIV-2 is clinically important because some antiretroviral 
agents effective against HIV-1 (including nonnucleoside reverse transcriptase 
inhibitors and some protease inhibitors) are not effective against HIV-2.” 

 “Specimens with a reactive antigen/antibody immunoassay result (or repeatedly 
reactive, if repeat testing is recommended by the manufacturer or required by 
regulatory authorities) should be tested with an FDA-approved supplemental 
antibody immunoassay that differentiates HIV-1 antibodies from HIV-2 antibodies” 

If the assay to distinguish HIV-1 from HIV-2 is indeterminate, then the guideline 
recommends that an HIV-NAT (CPT 87534 or 87535 for HIV-1; CPT 87537 or 87538 
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for HIV-2) be used to resolve the indeterminate result.11 

In infants and children up to 24 months of age, HIV-NAT (CPT 87534 or 87535 for HIV-
1; CPT 87537 or 87538 for HIV-2) is the test of choice for diagnosing or ruling out HIV 
infection, rather than HIV antibody and antigen testing.  This is because persistence of 
maternal HIV antibodies in the child’s blood makes it difficult to interpret results. 
Moreover, in children < 6 months old, the immune system is not mature enough to 
develop a detectable immune response by HIV antibody testing. According to the NIH 
pediatric guideline:9

 “Virologic assays (i.e., HIV RNA and HIV DNA nucleic acid tests) that directly detect 
HIV must be used to diagnose HIV infection in infants and children younger than 18 
months with perinatal and postnatal HIV exposure; HIV antibody tests should not be 
used.” 

 “Positive virologic tests (i.e., nucleic acid tests [NAT]—a class of tests that includes 
HIV RNA and DNA polymerase chain reaction [PCR] assays, and related RNA 
qualitative or quantitative assays) indicate likely HIV infection. The first test result 
should be confirmed as soon as possible by a repeat virologic test on a second 
specimen…” 

For ruling out HIV infection, HIV-NAT tests (CPT 87534 or 87535 for HIV-1; CPT 87537 
or 87538 for HIV-2) are relied on before age 6 months, and then antibody tests or 
combined antigen-antibody tests (see table for list of possible CPT codes) can be used 
after 6 months to rule out disease as these children can mount a sufficient immune 
response to the virus. Nevertheless, HIV-NAT is still needed to rule in disease in 
patients of age > 6 months. The guideline states:9

 “Definitive exclusion of HIV infection in non-breastfed infants is based on 2 or more 
negative virologic tests, with 1 obtained at age ≥1 month and 1 at age ≥4 months, 
or 2 negative HIV antibody tests from separate specimens obtained at age ≥6 
months …Some experts confirm the absence of HIV infection at 12 to 18 months of 
age in children with prior negative virologic tests by performing an HIV antibody test 
to document loss of maternal HIV antibodies.” 

Monitoring antiretroviral treatment for HIV infection using quantitative HIV NAT 

CPT 87536 for HIV-1 or CPT 87539 for HIV-2

The 2018 NIH guideline on the use of antiretroviral treatment (ART) in adolescents and 
adults gives an overview of treatment criteria and describes the goal of treatment.8 

ART is universally recommended to patients diagnosed with HIV. 

The 2018 guideline on ART from the International Antiviral Society USA (IAS-USA) 
Panel summarizes the widely accepted role that laboratory testing plays throughout 
treatment for monitoring the success of ART.  For example, at the initiation of ART the 
guideline makes the following recommendation:7

 “Samples for HIV-1 RNA level; CD4 cell count; HIV genotype for NRTI, NNRTI, and 
PI; laboratory tests to exclude active viral hepatitis; and chemistries should be 
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drawn before beginning ART, but treatment may be started before results are 
available. Result of testing for HLA-B*5701 allele should be available if an abacavir-
containing regimen is anticipated…” ( NRTI=Nucleoside Reverse Transcriptase 
Inhibitor; NNRTI= Non Nucleoside Reverse Transcriptase Inhibitor; PI=Protease 
Inhibitor) 

During treatment, ART is monitored serially with laboratory testing. Monitoring for 
treatment failure is important because changing treatment may re-establish control of 
the infection and produce good clinical outcomes. The NIH guideline summarizes the 
widely accepted, evidence-based approach regarding monitoring ART with laboratory 
testing using HIV RNA level and CD4 counts:9

 “Evaluation of virologic failure should include an assessment of adherence, drug-
drug and drug-food interactions, drug tolerability, HIV RNA level and CD4 T 
lymphocyte (CD4) cell count trends over time, ART history, and prior and current 
drug-resistance test results.” 

For patients who become drug resistant, the goal is to change therapy and drive down 
the quantitative HIV RNA level.  The NIH guideline states:8

 “The goal of treatment for ART-experienced patients with drug resistance who are 
experiencing virologic failure is to establish virologic suppression (i.e., HIV RNA 
levels below the lower limits of detection of currently used assays)” 

Monitoring of an early HIV infection is carried out in a similar fashion. The guideline 
states:8

 “Once initiated, the goal of ART is to suppress plasma HIV-1 RNA to undetectable 
levels…Testing for plasma HIV-1 RNA levels, CD4 T lymphocyte cell counts, and 
toxicity monitoring should be performed as recommended for patients with chronic 
HIV-1 infection.” 

The NIH guidelines for adolescents and adults (see table at: 
https://aidsinfo.nih.gov/guidelines/htmltables/1/6341 ) and pediatrics give 
recommended intervals for testing for quantitative HIV viral load.8,9  In adults, after 
initiation of ART or change in ART due to treatment failure, RNA viral load testing 
occurs at 2-8 weeks and again in 4 to 8 week intervals until viral load is sufficiently 
suppressed. After suppression is achieved, then repeat testing is every 3-6 months. 
The adolescent and adult guideline states:8

  “If HIV RNA is detectable at 2 to 8 weeks, repeat testing every 4 to 8 weeks until 
viral load is suppressed to <200 copies/mL. Thereafter, repeat testing every 3 to 6 
months.” 

The pediatric guideline is similar with slightly more frequent monitoring of viral load. 
The guideline states:9

  “After initiation of ART, or after a change in ART regimen, children should be 
evaluated for clinical adverse effects and to support treatment adherence within 1 to 
2 weeks, with laboratory testing for toxicity and viral load response recommended 
at 2 to 4 weeks after treatment initiation” 
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 “Viral load measurement every 3 to 4 months is generally recommended to monitor 
ART adherence and disease progression.” 

Criteria 

Introduction

This guideline outlines coverage criteria for molecular testing for HIV. It does not 
address drug resistance testing as this is addressed by the guideline HIV Tropism 
Testing for Maraviroc Response. 

HIV nucleic acid testing (NAT) 

CPT 87534, 87535, 87536, 87537, 87538, 87539 

Medical necessity requirements

HIV nucleic acid testing (NAT) is indicated in the following circumstances: 

o Screening for a diagnosis of HIV in any individual 13 years or older

o Screening for a diagnosis of HIV in any individual with a potential HIV exposure 
or engaging in behavior associated with increased risk of HIV infection who is 
within the window period when standard combined antibody/antigen screening 
may not be effective.

o Screening for a diagnosis of HIV in pregnancy

o Monitoring treatment of HIV

Billing and reimbursement

HIV screening by NAT is allowed up to 4 times per year for screening for new 
cases. 

Monitoring HIV treatment with NAT is allowed up to 9 times per year.
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