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ABSTRACT
Objectives The 2008 UK National Guidelines for HIV
testing recommended HIV testing should be offered to
all general medical admissions aged 16–60 years in high
prevalence areas, and that this should be evaluated to
ensure this was effective in diagnosing previously
undiagnosed HIV.
Methods HIV testing was introduced as a routine test
for all patients admitted to the acute medical admissions
unit, comparisons were made between the testing rates
before, during and after this intervention.
Results The pilot was initiated in August 2009. Prior to
the pilot the unit was carrying out 15 tests per month.
However, when the pilot was introduced 82 tests were
being carried out per month with a total of 10 new
diagnoses since the start of the pilot. The proportion of
patients tested versus those eligible for testing remained
low varying between 6% and 22% month by month. 10
patients we found to be HIV positive with a prevalence of
approximately 1%, 10 fold higher than the cut off for cost
effectiveness used in the guidelines.
Conclusions Overall the pilot showed that HIV testing
could be delivered without the use of extra resources and
is acceptable to patients.
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3In September 2007, the Chief Medical and Chief
Nursing Ofﬁcers sent out a letter to all doctors in the
UK calling for ‘a special effort’ to improve rates of
HIV diagnosis.1 This appeared to have little impact.2
A national audit looking at causes of death in
patients living with HIV showed that presenting for
care too late for effective treatment was signiﬁcantly associated with subsequent death.3
These HIV infected patients who are unaware of
their status are at particular risk of harm as they
can present late to care without the diagnosis being
immediately apparent to those caring for them, and
may have had repeated contact with health care
professionals without being offered an HIV test.4
In 2008 new National Guidelines for HIV
testing5 were issued which stated that▸ HIV is now a treatable medical condition with a
good prognosis if detected early
▸ Improving levels of detection will help reduce
onward transmission
▸ HIV testing should be offered as routine in
certain clinical settings or when patients present
with particular indicator conditions
▸ It should be within the competence of any
doctor, midwife, nurse or trained healthcare

worker to obtain consent for and conduct an
HIV test.
The guidelines suggested that testing should be
considered in all general medical admissions where
prevalence is greater than 2 per 1000.6
Leicester City had a prevalence of 2.83/1000 so we
decided to introduce HIV testing on the acute
medical admissions unit at Leicester Royal Inﬁrmary
as part of the DH HIV testing pilot scheme.
Permission was sought from the local ethics committee, and we were advised that as this pilot was
implementing national guidance no ethics submission was required.

OBJECTIVE
The objective of this pilot study was to establish
whether a routine offer of an HIV test in a busy
Acute Medical Admissions unit could be practically
implemented without additional resources.

METHODS
Following discussions with relevant members of the
AMU staff including medical, nursing and clinical
aides and with the virology dept. the following
model was agreed.
We reviewed the number of HIV tests performed
on AMU for 12 months prior to the pilot.
We then introduced routine testing of all patients
admitted and used the funding from the DH for
the pilot to pay for the laboratory cost of the tests.
All consultants working on AMU were contacted
by email and all junior doctors were informed of
the pilot at their induction to AMU and of their
role in obtaining verbal consent to test.
Separate discussions were had with all other
nursing and clinical aides working on AMU.
Patients were informed of the pilot by posters on
the ward and information sheets that were modiﬁed
to include the routine offer of an HIV test and
made available in several different languages,
The admissions proforma was modiﬁed to include
a routine offer of an HIV test and verbal consent to
test for HIV was obtained during admission.
AP or one of the GU registrars visited the AMU
at least once a week during the pilot to remind the
consultants and junior staff about the need to offer
an HIV test to all patients.
For the 12 months from August 2009–July 2010,
we collected data on the number of HIV tests
done, the number of positives and the testing rate
per consultant team by analysing requests and
results from the laboratory.
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RESULTS
We looked at three time periods
1. Pre-pilot: September 2008–August 2009, 5484 patients aged
15–59 years were admitted and 205 tests were done—mean
of 17 tests per month. 3.7% of eligible patients tested with
four diagnoses made.
2. Pilot: from September 2009–August 2010, 5517 patients
aged 15–59 years were admitted and 938 tests were done—
mean of 78 tests per month. 17.0% of eligible patients
tested with 10 new diagnoses made and one equivocal
result. 5/10 had an HIV indicator disease, four were originally from sub Saharan Africa and six had a CD4 count below
350. See table 1 The proportion of patients tested versus
those eligible for testing varied between 6% and 22% month
by month.
The proportion tested by consultant team also exhibited
variance between 3% and 22%
3. Post pilot September 2010–August 2011, 6225 patients aged
15–59 years were admitted and 1399 tests were done—
mean of 117 tests per month. 22.5% of eligible patients
tested with 15 diagnoses made.
The differences in testing rates between the three time
periods were highly statistically signiﬁcant with p>0.0001
between the pre-pilot and the pilot and between the pilot and
post pilot time periods (χ2 using Yates correction).
All patients diagnosed positive were promptly referred as inpatients to the infectious diseases unit for appropriate management.

DISCUSSION
This pilot study found a higher prevalence of HIV in the population studied (1–3%) than reported by the HPA in the local
population (0.28%).
We demonstrated a signiﬁcant increase in HIV testing rates
and subsequent diagnosis but patients may have been offered
testing throughout all periods of the study to exclude HIV infection due to the presence of HIV indicator diseases or other
reasons. It may have been possible to increase the HIV diagnosis
rate by focusing just on indicator diseases but in our pilot 3 out
of the 10 diagnosed did not have an indicator condition. Some
patients may have known that they were HIV infected but not
disclosed this to the admitting doctor, and some patients may
have disclosed their status and had this conﬁrmed by testing.
The signiﬁcant increase in testing and positive diagnoses suggest

Table 1 Characteristics of patients diagnosed as HIV positive
(n=10)
Characteristic

n

Aged >45 years
Male
Female
AIDS defining presentation
Indicator disease at presentation
High prevalence area
CD4>200
CD4>350
Survived

7
7
3
3
4
4
6
6
9

that many of the diagnosed patients would have been missed on
that admission had their physicians not tested them as part of
this pilot.
These patients might well have been diagnosed on a subsequent admission as their disease progressed but later presentation with a lower CD4 count carries a worse prognosis.7
The proportion of patients tested remains low, as many
patients who were admitted to the unit having had blood tests
done in the Accident and Emergency department and no
further bloods were taken before they were discharged.
There also appears to be a large variation of testing between
consultants, which suggests the problems lie more with doctors
offering tests than patients accepting them. We have provided
individual feedback to particular consultants but have no evidence that this changed practice.
The proportion of positive patients who do not come from
areas where HIV is endemic (deﬁned for the purposes of this
study as being from sub-Saharan Africa) highlights that using
country of origin, as additional risk assessment to decide whom
not to test is potentially risky.
The ages of patients diagnosed surprised many physicians on
AMU, all were over 45 years and 5 were in their 50s. The
cohort of patients in the UK is now aging as patients survive
longer, and the cut off at aged 59 years for offering testing is
probably wrong.
The numbers of patients admitted to AMU over 60 is much
greater than those under 60 and the local prevalence of HIV in
this population in unknown; however, we have now change the
policy on AMU to test up to aged 79 years.
There are currently no data on cost effectiveness of HIV
testing in the UK; however, US data suggest testing at an undiagnosed prevalence of 1/1000 would be cost effective.8
(Assuming that two out of three individuals with HIV are
diagnosed (as was presumed to be the case in 2007 in the UK)
then a diagnosed prevalence of 2/1000 would equate to an
undiagnosed prevalence of 1/1000.)
Nice guidance published in 2010 states that HIV testing
should be offered whenever anyone presents to care in an area
of undiagnosed prevalence >1/1000.9
Since the pilot concluded the medical director has sent a
letter to all consultants emphasising the success of this pilot
scheme and instructing all consultants working on AMU to test
everybody admitted for HIV.
The AMU pilot in Leicester has demonstrated that HIV
testing is acceptable and deliverable and sustainable in a busy
medical admissions unit without signiﬁcant extra resources.
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From the pilot phase from July 2010 to date we stopped visiting AMU to remind the staff to test and collected the number of
tests performed and the positive results as above.
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