
Although poor, this detection rate is no worse than
that calculated from unlinked anonymous testing in
London and south east England as a whole.3 In 1995
the estimated proportion of HIV positive women
giving birth who were aware of their diagnosis was
13%. The proportion detected by antenatal testing was
4.8%. These figures are particularly disappointing
because antenatal diagnosis allows the use of perinatal
antiretroviral therapy, an intervention that dramatically
reduces the transmission of HIV from mother to child.4

In addition, HIV positive mothers can be advised to
avoid breastfeeding as this will also reduce the risk of
the infant being infected.

Most HIV positive children in this study were diag-
nosed after the first year of life. Most presented with

symptomatic disease, usually in the form of repeated or
opportunistic infections, but signs of organ involve-
ment (such as lymphadenopathy, parotitis, and
hepatosplenomegaly) were identified in two thirds of
the children. Prospective studies have shown that 80%
of vertically infected children show such signs during
infancy.5 Wider recognition of these manifestations,
together with the awareness that, in London at least,
most HIV infected children are of black African
origin,3 would probably result in more children being
identified before they develop symptoms. Early
diagnosis of HIV infection is important because it
allows children to benefit from interventions such as
prophylaxis against opportunistic infections (especially
pneumocystis pneumonia), prompt treatment of estab-
lished infections, parental education, and social
support. Early diagnosis may also be associated with a
better response to antiretroviral drugs. It is likely that
combination antiretroviral therapy will be most
effective in children who start treatment before their
immune systems are severely damaged.
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Does uptake of antenatal HIV testing depend on the
individual midwife? Cross sectional study
Simon Jones, Tonya Sadler, Nicola Low, Maggie Blott, Jan Welch

The risk of vertical transmission of HIV infection can
be reduced by at least two thirds with perinatal
interventions, including antiretroviral treatment and
abstention from breastfeeding.1 The Department of
Health recommends offering HIV testing to all
pregnant women in areas of high seroprevalence,2 but
uptake and detection rates remain low, with wide varia-
tion between centres.3 In 1994-5 only 16% (65/401) of
pregnant women infected with HIV in London and
south east England were recognised before the birth.4

As uptake varies with factors such as the ethnic group
of the midwife,5 we examined the effect of the
midwives’ characteristics and site and duration of pre-

test discussion on uptake of testing in an area of high
seroprevalence.4

Subjects and methods
An antenatal HIV testing programme was introduced
in June 1995. All women at their booking visit were
offered an HIV test by midwives trained about HIV
infection and how to discuss testing. Each midwife was
allocated a number (by a senior midwife not involved
in the study) and gave details of age, year of
qualification, self defined ethnic group, and site of
work. For each pregnant woman the midwife’s number,

Patients’ characteristics, method of presentation, and stage of disease at diagnosis of
48 children with vertically acquired HIV infection

Year of birth

Total

Before or
during 1992

(n=24)

After
1992

(n=24)

Characteristics

Born in Greater London 5 17 22

Born elsewhere in the United Kingdom 5 1 6

Born in sub-Saharan Africa 14 6 20

Mother of African origin 21 23 44

Mother known to be HIV positive antenatally 2 1 3

Mother confirmed HIV positive 24 24 48

Presentation

Perinatal 1 1 2

Asymptomatic 3 4 7

Symptomatic 20 19 39

Clinical stage

N (not symptomatic) 8 5 13

A (mildly symptomatic) 5 4 9

B (moderately symptomatic) 7 7 14

C (severely symptomatic) 4 8 12

Immunological stage

1 (no evidence of immunosuppression) 8 7 15

2 (moderately suppressed CD4 count) 12 10 22

3 (severely suppressed CD4 count) 4 7 11
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duration of pretest discussion, decision about testing,
and whether the result was to be posted or collected
were recorded. Only negative results were sent by post.
Uptake was calculated as the percentage of women
booked who accepted an HIV test. Logistic regression
models for grouped data (stata version 4.0, Austin,
TX, USA) were used to estimate odds ratios.

Results
During the first year of the programme 3420 women
were booked for antenatal care. Data from 61 forms
with no midwife code were excluded, leaving 3359
women of whom 794 (24%) had an HIV test. Of
women accepting a test, 739 (93%) elected to receive
the result by post. Midwives booked a median of 22
women (range 1-545). Uptake of individual midwives
booking more than ten women ranged from zero to
100% (median 25%).

HIV testing was twice as likely if pretest discussions
lasted longer than 5 minutes (odds ratio 2.19, 95%
confidence intervals 1.82 to 2.62). The table shows the
effect of midwives’ characteristics on uptake. After all
measured characteristics were controlled for, age,
experience, and ethnic group remained associated
with acceptance of testing. Uptake with midwives aged
over 40 and those qualified more than ten years ago
was similar to uptake with the youngest and most
recently qualified, but testing was significantly less likely
when offered by midwives of intermediate age and
experience. Tests offered by midwives describing them-
selves as white were about half as likely to be accepted
as those offered by midwives from other ethnic groups.
Overall, white women were least likely and black
African women most likely to accept HIV testing, but
there were no consistent trends when uptake by differ-
ent ethnic groups was examined according to the eth-
nicity of the midwife (data not shown).

Comment
The extremely wide variation in HIV testing rates
between midwives suggests that acceptance depends

greatly on how the test is offered. Uptake was higher
for pretest discussions lasting longer than 5 minutes
and for midwives qualified under 5 or over 10 years
ago. The most experienced midwives may be more
confident in their counselling abilities, or the women
may be too daunted to decline any tests they offer.
Recently qualified midwives may have received more
up to date training about HIV infection. As reported
previously, midwives from black ethnic groups had
higher uptake rates.5

Overall uptake was low compared with countries
such as France and Sweden, where most pregnant
women are tested for HIV. Qualitative studies could
usefully explore differences in attitudes and
approaches of midwives towards antenatal HIV testing.
Effective support and training for midwives will
address anxieties about offering antenatal testing and
update midwives about recent advances to ensure that
women are not discouraged from accepting an HIV
test.
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Uptake of antenatal HIV testing according to booking site and personal characteristics of midwives

Characteristic of midwives
No of midwives

(n=56)
No of women

booked (n=3359)

No (%) of
women testing

(n=794) P value*

Odds ratio (95% CI)

Unadjusted Adjusted†

Booking site:

Hospital 26 2708 592 (22) <0.001 1 1

Community 30 651 202 (31) 1.60 (1.34 to 1.94) 1.19 (0.92 to 1.55)

Age group:

20-29 16 948 237 (25) <0.001 1 1

30-39 23 1450 241 (17) 0.60 (0.49 to 0.73) 0.51 (0.35 to 0.74)

>40 17 961 316 (33) 1.47 (1.20 to 1.79) 1.02 (0.66 to 1.57)

Years since qualification:

0-4 24 1196 320 (27) <0.001 1 1

5-9 12 1204 144 (12) 0.37 (0.30 to 0.46) 0.37 (0.28 to 0.50)

>10 20 959 330 (34) 1.44 (1.19 to 1.73) 0.83 (0.54 to 1.26)

Ethnic group:

White 32 1643 336 (20) <0.001 1 1

Afro-Caribbean 18 1197 281 (23) 1.19 (1.00 to 1.43) 2.52 (1.90 to 3.33)

Black African 4 437 147 (34) 1.97 (1.56 to 2.49) 2.01 (1.34 to 2.98)

Other 2 82 30 (37) 2.24 (1.41 to 3.57) 2.04 (1.22 to 3.41)

*÷2 for heterogeneity.
†Adjusted for booking site, age group, years since qualification, ethnic group.
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