
►  Implementation of the protocol increased 

uptake of HIV testing from 17% to 37%. 

►  Consent for HIV testing was poorly 

documented. 

►  Approximately 50% of acute (non-stroke) 

neurology admissions met the protocol criteria for 

HIV testing, which reflects the nature of acute 

neurological illnesses in such patients. 

►  The department’s “Neurology Clerking 

Proforma” has now been amended to alert 

admitting doctors to consider HIV testing for acute 

admissions as per the protocol, and to document 

consent accordingly (Figure 4).  

The “HIV Testing in Neurology” protocol 
was effective in increasing the uptake of 
opportunistic HIV testing in eligible 
patients admitted acutely to the local 
tertiary neurology centre. 

► Future work: We will re-audit HIV testing 

after implementation of the revised clerking 

proforma.  
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Background 
►  Approximately 1 in 4 HIV-positive patients 

remain undiagnosed in the UK; late diagnosis is 

associated with increased mortality [1,2]. 

►  HIV enters the nervous system in the early 

stages of infection. 10% of sero-converting cases 

develop acute neurological symptoms [3].  

►  A pure neurological presentation of HIV is an 

opportunity to diagnose HIV at an early stage.  

►  In Sheffield (HIV prevalence 1.4 per 1000), 

the Departments of Genito-urinary Medicine and 

of Clinical Neurology jointly formulated a local 

“HIV testing in Neurology” protocol (figure 1) 

using UK National Guidelines for HIV testing [4]. 

Hypothesis 
The development and dissemination of 
the “HIV testing in Neurology” protocol 
to all relevant clinical staff would 
increase HIV testing in appropriate 
patients admitted in an acute setting to 
the local tertiary neurology centre.  

Results 

►  “Pre-protocol” period:  
     75 patients admitted, 41 HIV test indicated,  

     of which 7 HIV tests performed (17%) 

►  “Post-protocol” period:  

     61 patients admitted,30 HIV test indicated,  

     of which 11 HIV tests performed (37%) 

►  5/18 patients who were tested for HIV had  

     consent documented clearly in the notes.  

►  All of the HIV tests performed were negative. 

►  The eventual neurological diagnoses of “post- 

     protocol” patients are shown in Figure 3 below. 

Figure 2: Summary of results of the audit 

Figure 3:  Frequency of Protocol Diseases (cf. Figure 1) 

Discussion 
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We collected data from case-notes for acute   

(non-stroke) neurology admissions over two three-

week periods   ►  before (“pre-protocol”)  

 ►  after (“post-protocol”) 

the dissemination of the protocol.  

►  For each patient, we recorded: 

(1)  patient eligibility for HIV testing 

(2)  whether the HIV test was undertaken 

(3)  result of the HIV test 

(4)  for “post-protocol” cases: 

            (a) documentation of verbal consent 

            (b)  eventual diagnosis. 

Methods 

Figure 1: The Sheffield “HIV testing in Neurology” Protocol 

Figure 4: Amended “Neurology Clerking Proforma” . 

CONTACT  
GUM OR ID SPR  

(on-call via switchboard;  
or GUM ext. 13528) 

Patient will be seen within 
24 hours 

If high risk for HIV or 
suspected seroconversion 

illness: 

REPEAT TEST IN  
3 MONTHS  

Test ALL with: 
Cryptococcal Meningitis 
Cerebral Abscess 
Cerebral Toxoplasmosis 
Aseptic Meningitis 
Encephalitis 
Leukoencephalopathy (including 
        Progressive Multifocal) 
Primary cerebral lymphoma 
Space occupying lesion 
       of uncertain cause 
Any neurological symptoms  
       with possible seroconversion 
       (fever, pharyngitis, rash, etc) 

CONSIDER testing if: 
Unexplained peripheral  
      neuropathy 
Guillain Barre Syndrome / CIDP  
      (especially if lymphocytic CSF) 
Myositis 
Transverse Myelitis 
Dementia (especially if subcortical,  
       or abnormal white matter)  

DOCUMENT REASON IF  
TEST NOT PERFORMED 

“We do a number of routine tests including for HIV is that ok?” 
(Formal pre-test counselling not required—verbal consent sufficient) 

DOCUMENT VERBAL CONSENT IN NOTES 
If patient requests more information, provide information leaflet 

(Or contact genito-urinary (GUM) / infectious diseases (ID) dept - below) 

REQUEST HIV TEST  yellow-top blood bottle  
(“Category 3 risk” sticker NOT required) 

NEGATIVE POSITIVE 

HIV testing in Neurology Protocol 

 Irrespective of patient’s age, gender and ethnicity:  

●   HIV test indicated and performed 
●   HIV test indicated, not performed 
●   HIV test not indicated	



Eligible 
patients 

17%            tested            37% 

Conclusion 
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