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WHY IS THERE A NEED FOR ROUTINE
HIV AND STI TESTING IN ABORTION
SERVICES?
We describe our experience of embedding
routine comprehensive HIV and sexually
transmitted infection (STI) screening in an
abortion service. The British HIV
Association (BHIVA) recommended that
HIV testing should be offered to all
women attending abortion services in the
UK National Guidelines for HIV Testing
2008.1 Reducing undiagnosed HIV infec-
tion is a public health priority.2 HIV is a
treatable medical condition; an individual
diagnosed with HIV now should remain fit
and well on treatment with a normal/near
normal life expectancy.2 Despite this, 24%
of the estimated 107 800 people living
with HIV in the UK are undiagnosed.2

Whilst unaware of their diagnosis,
HIV-positive people are unable to access
care to prevent morbidity, mortality and
onward transmission of infection. In 2013,
42% of HIV infections were diagnosed
late, and this is the greatest cause of mor-
tality in HIV-positive patients nationally.2

The Royal College of Obstetricians and
Gynaecologists (RCOG) Guideline,
November 2011, on the Care of Women
Requesting Induced Abortion3 states that
“all women should be screened for
Chlamydia trachomatis and undergo a
risk assessment for other STIs (e.g. HIV,
gonorrhoea, syphilis), and be screened
for them if appropriate”. However, uni-
versal opt-out HIV testing compared
with targeted testing according to risk
assessment takes less time per patient,4

results in better uptake of testing5 and is
less stigmatising. Opportunities for HIV
testing and early diagnosis are currently
being missed in women attending abor-
tion services in England6 and will con-
tinue to be missed until services offer
routine HIV testing instead of targeted
HIV testing according to risk assessment.

The impact of STIs remains greatest in
young heterosexuals aged <25 years and
chlamydia is the most commonly diag-
nosed STI.7 Other STIs (gonorrhoea and
syphilis) are subject to wide geographical
variation. However, diagnosing and treat-
ing gonorrhoea appropriately is becom-
ing increasingly important with the
emergence of resistant strains. An out-
break of high-level azithromycin-resistant
gonorrhoea was reported in the North of
England recently.8

All women attending abortion services
should be being screened for chlamydia
as advised by the RCOG. It is a simple
matter to screen for gonorrhoea using
the same sample as part of dual (chla-
mydia and gonorrhoea) nucleic acid amp-
lification tests (NAATs). Consequently
gonorrhoea will not be missed or treated
inappropriately via routine prophylactic
antibiotics given to women undergoing
abortion, which should mean less chance
of the emergence of high-level resistant
strains of gonorrhoea.

HOW DID WE INTRODUCE ROUTINE
HIV AND STI SCREENING?
We are an abortion service provider in a
large secondary care National Health
Service trust located in the South West
Public Health England (PHE) Centre of
the UK. Benchmarking the South West’s
Sexual and Reproductive Health Profiles9

with England, most parameters are
similar or better. The HIV diagnosed
prevalence is low at 0.99 per 1000 indivi-
duals aged 15–59 years.
The UK National Guidelines for HIV

Testing were produced in 2008.1 At that
time we had a local issue with late HIV
diagnosis and rising STIs, especially in
young heterosexual patients. From 1
January 2009, we have operated an
opt-out testing policy for HIV and STIs
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(chlamydia, gonorrhoea and syphilis) for all women
attending our service.
Our abortion service is co-located with the genito-

urinary medicine (GUM) service. This meant there
were no major training issues as some staff work in
both services and they are accustomed to undertaking
routine HIV and STI screening in all patients.
Screening for gonorrhoea is undertaken on the same
sample as the chlamydia sample as part of the dual
NAATs by either a physician-taken vulvo-vaginal swab
(without speculum) or a patient self-taken vulvo-
vaginal swab. Screening for syphilis is undertaken on
the same blood sample as the HIV test. Women with
STI-related symptoms are offered examination with
diagnosis/treatment and a follow up is arranged at the
GUM service.
We say to women: “As part of your routine tests you

will be screened for STIs, including HIV – is that
alright?”. No particular pre-test counselling is given,
although we have an HIV pre-test information leaflet
available and any questions are answered on a
case-by-case basis as they arise. Women are advised
that they will receive a telephone call if there is an
issue with the tests and will receive a text if all the
results are negative. All women are treated with anti-
biotic prophylaxis in line with RCOG recommenda-
tions, namely doxycyline 100 mg orally twice daily
for 7 days to commence on the day of the procedure
(plus metronidazole 1 g rectally for all surgical abor-
tions).3 Patients with positive results are contacted by
our health advisers, who ensure that the correct treat-
ment has been/is given and partner notification is
completed. The care pathways are in place to ensure
rapid access to trained staff if a positive or equivocal
result is obtained.

WHAT TRAINING NEEDS WERE IDENTIFIED?
It has been shown that resistance to increased HIV
testing may be related more to healthcare workers
rather than to patients.10 Perceived barriers include
concerns about raising the issue of HIV, misconcep-
tions that HIV testing is complicated, and doubts
about how to deal with a positive result.
All healthcare professionals should be able to obtain

informed consent for an HIV test in the same way
that they currently do for any other medical investiga-
tion.1 The significant issues are that women should
consent to an HIV test being taken and know how
they will receive their results. The result of a positive
HIV test should be given directly to the patient by the
testing clinician or team.1 Care pathways should be in
place to ensure rapid access to trained staff if a
positive or equivocal result is obtained. Local GUM
services should be able to see any woman with an
initial positive HIV result that same day or the next
working day.
We had no major training issues as our abortion

service is co-located with GUM and some staff work

in both areas. Initially all women underwent a risk
assessment before HIV testing, but now we undertake
the HIV test after gaining consent without necessarily
recording a risk assessment. It is more important that
the HIV test is undertaken.

HOW DID WE ENSURE SAFE GOVERNANCE AND
TRANSFER TO CARE?
Because our abortion service is co-located with GUM
and some staff work in both areas there were already
good working relationships between the abortion
service staff and the GUM health advisers. Therefore
abortion service staff knew whom to communicate
with in the event of a positive or equivocal result. All
women with positive results are contacted by our
health advisers, who ensure that the correct treatment
has been/is given and partner notification is
completed.
If other abortion services are considering introdu-

cing routine HIV and STI screening it is essential that
there are systems in place to identify all positive
results to ensure none are missed. Also care pathways
should be pre-defined for prompt onward referral to
GUM staff for appropriate treatment and partner
notification.

WHAT QUALITY INDICATORS HAVE WE USED TO
TRACK PROGRESS?
Quality indicators used to track progress are the
uptake of HIV testing and numbers of new HIV and
STI diagnoses.

What are the outcomes and how have they changed over
6 years?
Between 1 January 2009 and 31 December 2014 a
total of 7026 women attended the abortion service.
The mean age was 26 (range 13–49) years.

Table 1 Uptake of HIV testing in the women attending the
abortion service compared with genitourinary medicine (GUM)
clinic attenders in Plymouth, UK (all attenders and heterosexual
women attenders)

Abortion service uptake
of HIV testing

GUM uptake of HIV
testing*

Year All (%)
Heterosexual
women (%)

All
(%)

2009 54 61 64

2010 53 59 63

2011 53 61 65

2012 67 67 72

2013 64 74 78

2014 73 77 77

Mean 61 67 70

*Figures taken from the local Genitourinary Medicine Clinical Activity
Dataset (GUMCAD).
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HIV testing was offered to all women attending
from 1 January 2009. Table 1 shows the uptake of
HIV testing in the women attending the abortion
service compared with Genitourinary Medicine
Clinical Activity Dataset (GUMCAD) reporting for all
Plymouth GUM clinic attenders and heterosexual
women attenders. Uptake of HIV testing has
improved over the 6 years, reaching 73% in 2014. For
the first 6 months of 2015 uptake of HIV testing in
the abortion service was 77% and is now approaching
similar levels to that which we achieve in the GUM
service.
During the 6 years there were four new HIV infec-

tions diagnosed from 4179 tests. Two women were
aged <25 years and two were 25+ years of age. Two
women came from countries of high HIV prevalence;
of the other two women, one had a risk identified in
the pre-test HIV risk assessment, whereas the other
woman had no such risk identified. Not only did
these four women benefit from earlier diagnosis, but
also some onward transmissions may have been
avoided. In addition, three women, who had previ-
ously been diagnosed as HIV-positive, confirmed their
positive status to the healthcare practitioner during
the consultation. The total observed HIV prevalence
was 7/7026 [0.1%, 95% confidence interval (95% CI)
0.0–0.2], which is comparable with the South West
PHE diagnosed prevalence of 0.99/1000 individuals
aged 15–59 years.9

Table 2 shows the number and prevalence of all
new STIs diagnosed at the consultation by examin-
ation or by screening. A total of 313 new STIs were
diagnosed in 304 women, giving an overall STI preva-
lence of 4.5% (95% CI 4.0–4.9). There were 282
cases of chlamydia, six cases of gonorrhoea and one
new case of syphilis. All new STIs were treated in line

with national guidance and partner notification was
undertaken. Women aged <25 years were more likely
(p<0.00001) to have an STI (228/3657, 6.2%, 95%
CI 5.5–7.0) compared with those aged 25+ years (85/
3369, 2.5%, 95% CI 2.0–3.1). In both age groups the
most commonly diagnosed infection was chlamydia.

CONCLUSION
Routine screening for HIV and STIs in abortion ser-
vices is feasible. Routine testing takes less time than
targeted testing, is less stigmatising, results in higher
uptake of testing and offers a higher-quality service
provision.
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Table 2 Number and prevalence of all new sexually transmitted
infections diagnosed with 95% confidence intervals

Infection
Tests/
patients (n)

Number
(n)

Prevalence
(%)

95%
CI

Chlamydia 6950 282 4.1 3.6–4.5

Gonorrhoea 6944 6 0.09 0.0–0.2

Syphilis 4185 1 0.02 0.0–0.1

Herpes 7026 7 0.10 0.0–0.2

Warts 7026 11 0.16 0.1–0.2

Non-specific
cervicitis

6950 2 0.03 0.0–0.1

HIV 4179 4 0.10 0.0–0.2

Total 7026 313 4.5 4.0–4.9

CI, confidence interval.
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