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Antenatal HIV testing: current problems, future solutions.
Survey of uptake in one London hospital
Teresa A Duffy, Charles D A Wolfe, Claire Varden, Jane Kennedy, Ian L Chrystie, Jangu E Banatvala

Pregnant women attending Guy’s and St Thomas’s
Hospitals Trust have one of the highest prevalence
rates for HIV-1 in inner London (0.53% in 1996).1 In
1992 we showed that this was associated with African
ethnic origin.2 However, despite the Department of
Health’s recommendations that named HIV testing be
made available to all pregnant women in areas of rela-
tively high prevalence, uptake in our trust is
disappointingly low—about 30%—as elsewhere in
inner London. In 1995, throughout London, only 26 of
205 (13%) HIV positive pregnant women had been
identified antenatally.3 Most were therefore almost cer-
tainly unable to benefit from recent advances in
treatment and in the prevention of mother to child
transmission of HIV.

Subjects, methods, and results
This paper describes uptake of HIV testing among
pregnant women between 1991 and 1996 and includes
a detailed survey of 789 women, of whom 428 attended
antenatal clinics at Guy’s Hospital, 310 attended six
community clinics, and 51 attended a midwifery group
practice between 5 March and 20 December 1996. Of
the antenatal population, 50% were white, 24% were
black African, and 13% were black Caribbean. Before
booking, women were sent a locally produced leaflet
about HIV. At booking, midwives—49 of 51 (96%) of
whom had had specific training about HIV—initiated a
pretest discussion, and before and after booking
women were invited to complete questionnaires
relating to attitudes towards HIV testing.

Although 35% of 789 women accepted the offer of
an HIV test, over a third of those who had intended to

be tested changed their mind during the booking
interview; only a few of those not intending to be tested
did so (table). Multivariate analysis showed that being
non-white was a significant predictor of uptake
(P = 0.044) and that uptake was higher in the hospital
based clinic (41%) than in the community clinic (30%)
or midwifery group practice (10%) (P = 0.0001).

Comment
Since the start of antenatal HIV testing in 1985, uptake
at St Thomas’s Hospital has risen from 5% to about
30%. In 1992-4, of those identified on a named basis,
14/18 (78%) were identified via the genitourinary
medicine clinic; in 1995-6, 19 of 32 (65%) were identi-
fied in antenatal clinics.

Although our results may seem disappointing in
terms of uptake, the value of midwifery staff trained in
HIV is emphasised by differences in HIV detection
rates between Guy’s and St Thomas’s Hospitals before
their unification in 1995. Between 1991 and 1995,
Guy’s, which had no midwifery staff trained in HIV,
failed to identify any of the HIV positive pregnant
women identified by the Public Health Laboratory
Service’s unlinked anonymous survey; at St Thomas’s,
however, which had an HIV specialist midwife
counsellor and trained staff, 39 of 105 (37%) were
identified.

Merely achieving higher uptake rates may not
increase the proportion of women positive for HIV-1
identified, as many may decline testing. Indeed, in the
past 8 months, we know of three pregnant women who
knew they were HIV positive at booking but declined
testing without divulging their serostatus.
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Britain is lagging behind other European countries
and some American states in detecting HIV positive
pregnant women.4 Furthermore, even in locations such
as ours, where current Department of Health
recommendations are being implemented, uptake is
disappointingly low. As a matter of urgency, multidisci-
plinary research needs to be directed towards discover-
ing why pregnant women seem to feel that the social
consequences of being identified as HIV positive
outweigh the advantages of high quality management
for mother and baby. In the meantime the Department
of Health should strongly support the recommenda-
tions of the Intercollegiate Working Party for Enhanc-
ing Voluntary Confidential HIV Testing in Pregnancy,
and consideration should be given to implementing an
opt-out approach to HIV testing, as approved by the
working party of the Institute of Medical Ethics in
1990.5

We thank colleagues involved in the European study on
antenatal HIV testing—policies and procedures (EU grant SOC
95200587 05F202) for their help.
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Late diagnosis of paediatric HIV infection in south west
London
M P Richardson, M Sharland

The family clinic at St George’s Hospital provides care
for HIV positive children throughout south west
London. We are increasingly concerned about the late
presentation of many children. This is particularly wor-
rying because in 1992 the Department of Health
recommended that all women attending antenatal
clinics in areas of higher prevalence (such as Greater
London) should be offered an HIV test.1 If these guide-
lines had been effective we would have expected most
HIV infected children to be recognised in the perinatal
period. To assess the scale of the problem we reviewed
the method of presentation of vertically infected
children in our area.

Patients, methods, and results
We studied the hospital notes of all children who
attended our clinic between 1986 and 1996 and identi-
fied 48 children with vertically acquired HIV infection.
(None of these children had risk factors for
horizontally acquired HIV infection.)

Presentation was defined as perinatal if the child
was referred at, or around, the time of birth; asympto-
matic if the child was referred after the identification of
another infected family member or after the incidental
finding of signs suggestive of HIV infection; and symp-
tomatic if the child’s initial complaint was a clinical

manifestation of HIV infection. Severity of symptoms
and immunological status at diagnosis were staged
according to the revised CDC classification.2 To
determine the effect of the Department of Health
guidelines, we compared children born before or dur-
ing 1992 (n = 24) with those born after 1992 (n = 24).

Age at presentation for the whole group ranged
from birth to 9 years (median 19 months). The table
shows that a significantly higher proportion of children
were born in London after 1992 (5/24 v 17/24; ÷2 =
2.1, P < 0.001). The mode of presentation and disease
stage at diagnosis were similar in the two groups (÷2 for
trend < 1.0, P > 0.2). Twenty-three children (48%; 95%
confidence interval 34% to 62%) presented with infec-
tions and 16 (33%; 20% to 46%) presented with mani-
festations of organ involvement such as lymphadeno-
pathy and parotitis. On examination, 31 children (65%;
52% to 78%) had signs of organ involvement.

Comment
In our area the Department of Health guidelines on
antenatal testing have had no effect on the method of
presentation of paediatric HIV infection. Since the
guidelines were issued in 1992, the mother’s HIV
infection had been detected by antenatal testing in only
one (6%) of the 17 children born in London.

Intention to take HIV test before and after prebooking discussion. Values are numbers
(percentages)*

After discussion with midwife

Yes No Don’t know Total

Yes 206 (64) 70 (22) 44 (14) 320

No 13 (5) 238 (90) 12 (4) 283

Don’t know 51 (26) 90 (46) 54 (28) 195

Total 270 (35) 398 (51) 110 (14) 778

*Some questionnaires were not completed fully.

Before
discussion
with
midwife
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