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ABSTRACT
Background  Women and girls are relatively under-
represented across the HIV treatment cascade. Two conditions 
unique to women, pregnancy and cervical cancer/dysplasia, 
share a common acquisition mode with HIV. This scoping 
review aimed to explore HIV testing practices in voluntary 
termination of pregnancy (TOP) and colposcopy services.
Methods  The scoping review was conducted according 
to the Preferred Reporting Items for Systematic Reviews 
and Meta-Analyses extension for Scoping Reviews. We 
searched articles published up to 20 December 2020 using 
three electronic databases (PubMed/Medline, Embase, 
Google Scholar) and including the keywords “HIV Testing”, 
“Abortion, Induced”, “Colposcopy”, “HIV screen*” and 
“termination of pregnancy”.
Results  A total of 1496 articles were identified, of which 
55 met the inclusion criteria. We included studies providing 
background HIV prevalence in addition to prevalence in 
the study population and studies of women seeking TOP 
rather than presenting with TOP complications. This limited 
our review to high-income, low HIV prevalence settings. We 
observed two study phases: studies pre-antiretroviral therapy 
(ART) using unlinked anonymous testing data and examining 
HIV risk factors associated with positive HIV tests and studies 
post-ART using routine testing data and exploring HIV testing 
uptake. HIV prevalence was estimated at >0.2% in most 
TOP settings and >1% (range 1.7%–11.4%) in colposcopy 
services. Many TOP providers did not have local HIV testing 
policies and HIV testing was not mentioned in many specialist 
guidelines. Testing uptake was 49%–96% in TOP and 
23%–75% in colposcopy services.
Conclusion  Given the estimated HIV prevalence of >0.1% 
among women attending TOP and colposcopy services, HIV 
testing would be economically feasible to perform in high-
income settings. Explicit testing policies are frequently lacking 
in these two settings, both at the local level and in specialist 
guidelines. Offering HIV testing regardless of risk factors could 
normalise testing, reduce late HIV presentation and create an 
opportunity for preventive counselling.

INTRODUCTION
In the past four decades, thanks to antiretroviral 
therapy (ART), HIV infection has shifted from 
being a fatal disease to a chronic condition with 
an excellent life expectancy.1 Over this period, the 
epidemiology of people living with HIV (PWH) has 
changed. Globally, women and girls now make up 
over half of the 38 million PWH.2

Despite the growing number of women with 
HIV (WWH), women and girls are relatively 

under-represented across the HIV treatment cascade.3 
In Switzerland, women are more likely to be diagnosed 
as late presenters (having  <350 CD4 cells/mL or an 
AIDS-defining condition at HIV diagnosis), suggesting 
insufficient access to testing or inadequate testing poli-
cies.4 Among people aged 35–44 years old with new 
HIV diagnoses in Switzerland in 2019, over a third 
were heterosexual women.5 Two frequently encoun-
tered conditions unique to women, pregnancy and 
cervical cancer/dysplasia, share a common acquisition 
mode with HIV. It is surprising therefore that, while 
numerous studies have examined these two conditions 
among WWH,6 7 there is scant information on HIV 
detection or prevention measures among women of 
negative or unknown HIV status.

HIV testing is the only means of diagnosing PWH 
who are unaware of their HIV status, enabling 
treatment and prevention of onward transmission. 
Current HIV testing recommendations differ in the 
degree to which pregnancy and cervical pathology 
are mentioned. In the UK, the British HIV Asso-
ciation (BHIVA) has explicitly recommended HIV 
testing of all pregnant women since 2008, whether 
they present for antenatal care (ANC) or voluntary 
termination of pregnancy (TOP).8 The National 
Institute for Health and Care Excellence endorsed 
testing in TOP in 2011 (online supplemental table 
1). The guidelines of the British Royal College of 
Obstetricians and Gynaecologists delegate HIV 
testing protocols to local care providers.9 The Swiss 
Federal Office of Public Health HIV testing recom-
mendations advise testing of pregnant women but 
make no explicit mention of TOP (online supple-
mental table 1). Cervical dysplasia has been iden-
tified as an HIV indicator condition and yet few 
specialist (gynaecology or gynaecological oncology) 
guidelines recommend HIV testing.10 11

For some reproductive-age women, particularly 
those in vulnerable groups, TOP and colposcopy 
visits may be their first, if not their only, interaction 
with a healthcare system.12 The aim of this scoping 
review was therefore to explore HIV testing prac-
tices in voluntary TOP and colposcopy services, 
examining HIV prevalence, HIV testing policies 
and testing uptake in these two settings.

METHODS
Design
Scoping reviews aim to map the key concepts 
within a specific research area by collating literature 
from related disciplines. This scoping review was 
conducted according to the Preferred Reporting 
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Items for Systematic Reviews and Meta-Analyses extension 
for Scoping Reviews13 (online supplemental material 2). We 
performed a search of published studies and conference abstracts 
using three electronic databases (PubMed/Medline, Embase, 
Google Scholar). Our keywords included the medical subject 
heading (MeSH) terms “HIV Testing”, “Abortion, Induced” and 
“Colposcopy”, and the free terms “HIV screen*”, “HIV test*”, 
“HIV opt in”, “HIV opt out”, “termination of pregnancy”, 
“post abortion”, “colposcopy service”, “HPV service” or similar 
non-MeSH terms. The search ran from 23 November to 20 
December 2020.

Articles were eligible for inclusion if they were published in 
English or French, regardless of geography, and presented (1) 
HIV prevalence, (2) HIV testing strategies, (3) HIV testing offer, 
(4) HIV testing uptake, (5) barriers to HIV testing or (6) other 
relevant information related to HIV testing in TOP and colpos-
copy services. Articles were screened initially by title with a bias 
towards inclusion and then evaluated by abstract. The main 
text of retained articles was reviewed. When multiple articles 
referred to the same study population, we included either the 
most comprehensive or the original article published. Reference 
lists were examined for relevant articles not identified in the 
original search.

Analysis
Publication year and type, study period, number of partici-
pants, geographical location, study objective, and contribution 
to the scoping review were extracted from included articles 
and tabulated separately for TOP and colposcopy services. 
HIV prevalence and testing offer/uptake rates were expressed 
as percentages. We did not appraise the methodological quality 
or risk of bias of included articles, consistent with guidance on 

scoping review conduct.14 All authors contributed to the discus-
sion of the scoping review and to the bibliographic search.

Definitions
Diagnostic HIV testing refers to testing based on clinical signs 
or symptoms believed to be due to HIV infection. Targeted HIV 
screening refers to the selection of patients for testing who are 
believed to be at risk of infection. Non-targeted HIV screening 
refers to the selection of patients for testing without respect to 
risk. The terms ‘opt-in’ and ‘opt-out’ refer to the default assump-
tion of patient willingness to undergo testing: not testing unless 
the patient agrees and testing unless the patient declines, respec-
tively. For studies not using these terms, HIV testing offered to 
all patients attending a specific service (TOP, ANC or colpos-
copy) is referred to as routine testing. The term ‘opt-out’ is used 
in table  1 (routine HIV testing in TOP) and when describing 
HIV testing policy. We found no instances of opt-out testing in 
colposcopy settings.

RESULTS
Of 1496 articles identified through database searches and refer-
ence tracing, 949 articles were screened after removing dupli-
cates. Fifty-five articles were selected as potentially relevant 
based on titles and abstracts, comprising articles and letters 
published in peer-reviewed journals and abstracts presented 
at specialist conferences. Twenty-five articles were excluded 
(related to existing articles or examining populations out 
with the scope of this review), leaving 30 articles for analysis 
(figure 1). Of the 25 articles rejected, 10 (conducted in South 
America, Africa and Asia) reported high HIV prevalence without 
always providing the HIV prevalence in the local population. 
Some of these studies were conducted among women presenting 

Table 1  HIV prevalence among women attending termination of pregnancy (TOP) services

Authors, publication 
year

Publication 
type

Geographical 
location

Study 
period

Total participants, n 
(TOP/delivery)

Overall HIV 
prevalence 
in TOP (%)

Prevalence 
of new HIV 
infections in TOP 
(%)

HIV prevalence 
in women 
delivering (%)

HIV prevalence 
in general 
population* 
(%)

Unlinked anonymous testing studies

Goldberg et al, 199221 Article Dundee, Scotland 1988–1990 6228 (1535/4693) 0.85 – 0.13 –

Couturier et al, 199217 Article Paris, France 1990–1991 11 593 (2718/7261) 0.7 – 0.28 –

Obadia et al, 199418 Article France (Southeast) 1991–1992 11 056 (2298/7301) 0.56 – 0.22 –

Remis et al, 199523 Article Montreal, Canada 1989–1993 12 017 – 0.18 – 0.21

Abeni et al, 199719 Article Rome, Italy 1989–1994 218 357 (61 777/138 359) 0.49 – 0.18 –

Goldberg et al, 200034 Article Dundee, Scotland 1993–1997 17 899 (4650/13 249) 0.15 – 0.11 –

Drey et al, 200524 Article San Francisco, USA 2002–2003 1992 0.55 – – –

Thornton et al, 200722 Abstract London, UK 2005 Not available 1.01 – 0.44 –

Carnicer-Pont et al, 
201120

Article Catalonia, Spain 1999–2006 581 593 (31 904/549 689) 0.13 – 0.18 –

Routine testing studies†

Crowe, 200826 Abstract London, UK 2003–2007 1618 0.77 0.45 – –

Creighton et al, 200925 Abstract London, UK 2008 699‡ 0.6 – – –

Garrard et al, 201028 Abstract London, UK 2008–2009 2831‡ – 0.52 – –

Rosenvinge et al, 201027 Abstract London, UK 2009 844 0.56 – – –

Creighton et al, 201231 Letter London, UK 2008–2011 4326 0.82 0.3 – 0.8

Articles are listed in chronological order of publication.
Created by the authors.
*Measured in the same geographical region and period.
†For routine testing studies, the number of participants refers to the number of women offered HIV testing in TOP settings whether they accepted or declined testing; prevalence 
refers to the proportion of participants who tested positive for HIV infection out of the participants who accepted HIV testing.
‡Opt-out testing.
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with TOP complications rather than presenting for voluntary 
TOP. As these studies varied widely in terms of geography and 
healthcare setting (urban vs rural), we excluded them in order to 
focus on studies that were comparable between populations and 
over time. The retained studies were conducted in high-income, 
lower HIV prevalence settings in Europe and North America. 
Among these, we included nine unlinked anonymous testing 
(UAT) studies and five routine testing studies (table 1). Finally, 
although we searched the terms ‘termination of pregnancy’ and 
‘abortion’, we use the former term in our review in keeping with 
the position statement of the British Royal College of Nursing.15

TOP services
We observed two phases of TOP studies: a first phase from the 
early 1990s to the early 2000s, presenting data from UAT studies, 
taking blood samples drawn for other purposes after they had 
been permanently stripped of identifying information,16 and a 
second phase from the early 2000s onwards, presenting data 
from routine testing (table 1).

HIV prevalence
While HIV prevalence in TOP services will be influenced by that 
in the general population, several studies reported higher prev-
alence in women seeking TOP than those in ANC. In France in 
1990–1991, a UAT study of 11 593 blood samples from Paris 

and surrounding districts taken at the end of pregnancy reported 
that HIV prevalence among women seeking TOP was over twice 
that among women in ANC (0.7% vs 0.28%; relative risk: 2.54, 
95% CI 1.36 to 4.75, p<0.05).17 A similar ratio was reported 
in Southeast France during the same period: 0.56% in TOP vs 
0.22% among women in ANC.18 In Italy, in 1989–1994, HIV 
prevalence was 0.49% in TOP vs 0.18% among women in ANC 
(OR: 2.72, 95% CI 2.29 to 3.22).19 A later study in Catalonia, 
conducted between 1999 and 2006, found no significant differ-
ence in HIV prevalence between women seeking TOP (0.13%) 
and those in ANC (0.18%) (p=0.06), but rates of tests offered 
and performed were lower in TOP than in ANC.20 In the UK, 
HIV prevalence among women seeking TOP in Dundee in 
1988–1990 was 0.85% compared with 0.13% of women in 
ANC (p<0.001).21 In London, HIV prevalence in TOP services 
was over double that among women in ANC and increased with 
time up to 1.01% in 2005.22 In North America, HIV prevalence 
from UAT studies in TOP ranged from 0.18% to 0.55% during 
two different time periods (1989–1993 and 2002–2003).23 24

Most studies examining HIV prevalence in TOP services 
from routine testing were conducted at London teaching hospi-
tals and North America. Overall HIV prevalence was estimated 
to be 0.56%–0.82%25–27; the prevalence of new HIV infec-
tions was 0.3%–0.52%.26 28 As with UAT studies, one routine 
testing study reported higher prevalence in TOP versus ANC 

Figure 1  PRISMA flow diagram of the article selection process (created by the authors). PRISMA, Preferred Reporting Items for Systematic Reviews 
and Meta-Analyses.
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and genitourinary medicine services (0.6% vs 0.2% and 0.5%, 
respectively)25 (table 1).

Testing policy, offer and uptake
In the UK in 2013, 5 years after the 2008 BHIVA testing guide-
lines,8 only 38% of TOP services had an HIV testing policy.29 In 
terms of testing practice, 41% of TOP services stated that HIV 
testing was offered to all women and 18% stated testing was 
offered to selected women29 (table 2). In Scotland in 2015, 59% 
of TOP services had an existing HIV testing policy or one in 
development, the policy being opt-out testing in 70% of cases.30 
In centres with HIV testing policies, perceived barriers to testing 
included lack of time or staff resources, insufficient training of 
clinical staff and patient knowledge.30 In centres within London, 
uptake of HIV testing offered varied from 49% to 96.4%25–27 31 32 
(table 3). The most frequent reason for women declining testing 
was having recently been tested.32

One study examined differences in HIV testing rates between 
women seeking TOP and those in ANC. In Southeast France 
in 1992, 61.7% of 2825 women in ANC reported being tested 
during their pregnancy compared with 24.1% of 764 women 
seeking TOP (p<0.001).33 Women seeking TOP also reported 
less prior testing (45.8% vs 58.8%, p<0.001). The two groups 
of women were similar in terms of the low refusal rate of testing 
offered (<2% in both groups) and of knowledge about HIV 
transmission, but risky behaviours were more frequent among 
women seeking TOP (38.9% vs 17.7%, p<0.001).33

HIV prevalence over time in TOP services (UAT data)
In Dundee, Scotland, a decrease in HIV prevalence was described 
among women seeking TOP from 1988–1990 to 1993–1997, 
from 0.85% to 0.15% (p<0.05), related to community inter-
ventions among people who inject drugs.34 In London, HIV 
prevalence at sentinel TOP clinics increased from 0.64% to 
1.01% between 1996 and 2005.22 In Catalonia, HIV preva-
lence decreased in TOP services from 0.23% to 0.1% between 
1999 and 2006, although increased among women born outside 
Spain (from 0.22% to 0.3%).20 In Montreal, Canada, overall 
HIV prevalence among 12 017 women attending a TOP service 
between 1989 and 1993 was 0.18% (95% CI 0.11% to 0.28%) 

and did not vary significantly by study year. However, HIV prev-
alence was 147 times higher among women born in Haiti than 
among those born in Canada (0.016% vs 2.35%, p<0.0001).23

TOP history among WWH and missed opportunities for earlier HIV 
diagnosis
Several studies described the proportion of WWH who reported 
TOP occurring prior to their HIV diagnosis. Among 463 WWH 
enrolled in the European Study on the Natural History of HIV 
Infection in Women (including participants since 1993), who 
had been at risk of pregnancy in the 4 years before their HIV 
diagnosis, 115 reported 179 pregnancies, of which 75 (42%) 
had been terminated.6 Among 161 women enrolled in the cohort 
in the Spanish AIDS Research Network between 2011 and 2012, 
29.3% reported TOP prior to HIV diagnosis.35 In an Italian 
multicentre study conducted among 585 WWH between 2010 
and 2011, 57.9% reported TOP prior to HIV diagnosis.36

Regarding missed opportunities, a British case notes review 
of 60 women diagnosed with HIV between 2006 and 2009 
reported that HIV testing at the time of TOP may have resulted 
in earlier HIV diagnosis in 5% of cases.37 In Lausanne, Swit-
zerland, among 75 women newly diagnosed with HIV between 
2011 and 2015, 34 had presented at least one missed opportu-
nity for earlier HIV diagnosis, of whom 5 (14.7%) had not been 
tested when seeking TOP (Lhopitallier L, personal communica-
tion, 2021).38

Colposcopy services
We observed fewer studies examining HIV prevalence and 
testing among women attending colposcopy services compared 
with women seeking TOP (table 4).

HIV prevalence
In North America, HIV prevalence in women attending colpos-
copy services with any grade of dysplasia ranged from 6% to 
11.4% between 1988 and 1991.39–41 Among women accepting 
HIV testing, the prevalence of new HIV infections ranged from 
3.3% to 6.1%41 42 (table 4).

Table 2  HIV testing performed among women attending termination of pregnancy (TOP) services

Authors, publication year Publication type Geographical location Study period Participants (n)
Rate of HIV tests 
offered (%)

Rate of HIV tests 
performed (%)

Garrard et al, 202028 Abstract London, UK 2008–2009 2831 100 36.9

Creighton et al, 201231 Letter London, UK 2008–2011 4326 100 60

Steedman et al, 201530 Abstract Scotland 2013 Not available* Not specified 0–10

Articles are listed in chronological order of publication.
Created by the authors.
*This study examined testing policy among TOP providers; 17 provider organisations participated.

Table 3  HIV testing uptake among women attending termination of pregnancy services

Author, publication year Publication type Geographical location Study period Participants (n) Uptake of HIV testing (%)

Crowe, 200826 Abstract London, UK 2003–2007 1618 96.4

Creighton et al, 200925 Abstract London, UK 2008 699 49

Rosenvinge et al, 201027 Abstract London, UK 2009 844 87

Madge et al, 201132 Abstract London, UK 2010 202 84.2

Creighton et al, 201231 Letter London, UK 2008–2011 4326 60

Articles are listed in chronological order of publication.
Created by the authors.
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The first report we identified on HIV prevalence in colposcopy 
services was a letter by Maiman et al40 published in 1988: UAT 
of 66 women attending a colposcopy clinic at a public hospital 
in New York demonstrated an HIV prevalence of 10.6%. This 
prevalence compared with 2.0% in the hospital’s ANC and 3.0% 
at a sexual health clinic in Baltimore.40

Subsequent studies can broadly be grouped into those 
published pre-ART, which provide evidence that cervical 
dysplasia is a marker of HIV infection, and those published 
post-ART, which focus on HIV testing offer and uptake. In 
the pre-ART era in New York (1991), Dottino et al39 offered 
screening for chlamydia, gonorrhoea, syphilis and HIV over a 
4-month period to 116 primarily black and Hispanic women 
with condyloma (21%) or abnormal Papanicolaou (Pap) smears 
(79%) and identified 7 WWH (6.4%), of whom 3 had cervical 
intraepithelial neoplasia (CIN) stage 1–3. During the same time 
period, Spitzer et al41 offered testing to 140 women attending 
colposcopy services for condyloma or CIN and identified 8 
women with undiagnosed HIV (6.1%), of whom 6 had no defin-
able HIV risk factors; comparable HIV prevalence in the ANC 
population from UAT data was 1.6%. Among the WWH, 68.8% 
had low-grade squamous intraepithelial lesions (SIL); the others 
had high-grade lesions.41 Between 1990 and 1994, Jennings et 
al42 offered HIV testing to 1908 women referred to colposcopy 
services for abnormal Pap smears, 50.4% of whom accepted. 
Of women screened, 3.3% tested positive. The authors noted 
that the final histological diagnosis in WWH did not differ from 
women testing HIV-negative. In the post-ART era (2010–2011), 
studies from London teaching hospitals showed an overall prev-
alence of 2.2%–3% in women with cervical dysplasia of any 
grade43 and of 1.7% in women with high-grade SIL44 (table 4).

HIV testing
In Lausanne, Switzerland, we reported an HIV testing rate of 
11% among 58 women undergoing treatment for invasive 
cervical carcinoma between 2002 and 2012.45 As with TOP, 
having recently been tested was one of the most frequent reasons 
for declining HIV testing in colposcopy services.43 44 Testing 
uptake rates are shown in table 5.

Concerning barriers to testing, a small qualitative study in 
Liverpool in 2015 reported that willingness and acceptance of 
testing among patients were high, but that service providers’ 
unfamiliarity with HIV testing discussions and time constraints 
presented significant barriers.46

Concerning missed opportunities for earlier HIV diagnosis, 
the British case notes review mentioned above reported at least 
one missed opportunity in women diagnosed with CIN ≥2 prior 
to HIV diagnosis.37 In Lausanne, Switzerland, among 34 WWH 
with at least one missed opportunity for earlier HIV diagnosis, 3 
(8.8%) had undergone treatment for cervical dysplasia prior to 
HIV diagnosis (Lhopitallier L, personal communication, 2021).38

DISCUSSION
While TOP and colposcopy services may receive different 
women at different periods of their lives, this scoping review 
reveals parallels between the two settings. We observed two 
distinct article categories: those reporting epidemiological risk 
factors for having a positive HIV test (mostly pre-ART) and those 
reporting HIV testing offer and uptake rates (mostly post-ART). 
The former category served to justify HIV testing at a time when 
HIV infection held a poor prognosis. Among pregnant women, 
the focus of care was on fetal well-being, with higher rates of 
HIV tests being offered and performed in ANC compared with 

Table 5  HIV testing uptake among women attending colposcopy services

Authors, publication year Publication type Geographical location Study period Participants (n) Uptake of HIV testing (%)

Previous testing given 
as reason for declining 
testing (%)

Spitzer et al, 199341 Article New York, USA 1990–1991 208 67.3 –

Jennings et al, 199642 Article New York, USA 1990–1994 1908 50.4 –

Rosenvinge et al, 201144 Abstract London, UK 2010 829 23.4 90

Creighton et al, 201243 Letter London, UK 2010–2011 687 75 55

Articles are listed in chronological order of publication.
Created by the authors.

Table 4  HIV prevalence among women attending colposcopy services

Authors, publication year
Publication 
type

Geographical 
location

Study 
period

Participants 
(n)

Overall HIV 
prevalence
(measured) %)

Overall prevalence of 
HIV infection
(patient-reported and 
measured) (%)

Prevalence of new HIV 
infections
(among women 
accepting testing) (%)

CD4+ <200/mm3 
on HIV diagnosis 
(%)

No or low-grade 
dysplasia* on HIV 
diagnosis (%)

Testing in any grade of cervical dysplasia (no dysplasia, LSIL, HSIL)

Maiman et al, 198840 Letter New York, USA 1988 66 10.6 – – – –

Dottino et al, 199139 Abstract New York, USA 1991 116 6 – – NA NA

Spitzer et al, 199341 Article New York, USA 1990–1991 208 11.4 – 6.1 – 68.8

Jennings et al, 199642 Article New York, USA 1990–1994 1908 – – 3.3 11.8 74.3

Creighton et al, 201243 Letter London, UK 2010–2011 687 – 2.2 0.19 0 100

Testing in patients with HSIL

Rosenvinge et al, 201144 Abstract London, UK 2011 829 – 1.7 0 NA NA

Mosimann et al, 201445 Article Lausanne, 
Switzerland

2002–2012 58 1.7 – 0 – –

Articles are listed in chronological order of publication.
Created by the authors.
*Cervical intraepithelial neoplasia stage 1 or LSIL.
HSIL, high-grade squamous intraepithelial lesion; LSIL, low-grade squamous intraepithelial lesion; NA, not applicable.
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TOP, even if HIV prevalence was higher among women seeking 
TOP.17 18 21 22 25 HIV prevalence rates in TOP services were above 
the threshold of 0.1% for routine testing to be cost-effective in 
high-income settings in the era of ART47 48 (table 1). HIV prev-
alence in colposcopy settings was also above this threshold, and 
yet mention of HIV testing in specialty guidelines is lacking.

We made an active choice to include articles from the pre-
ART era to provide a historical context. The language used at 
this time reflects how HIV medicine has evolved: women were 
described as ‘admitting’ to having HIV risk factors or under-
going ‘therapeutic abortion’ when diagnosed with HIV during 
pregnancy. While ART has changed HIV management and prog-
nosis, HIV testing recommendations have lagged behind. The 
BHIVA guidelines explicitly recommend testing in both TOP 
and ANC. Other guidelines are more ambiguous. The European 
Centre for Disease Prevention and Control public health guid-
ance on HIV, hepatitis B and hepatitis C testing recommends 
testing in pregnant women in the context of ANC; there is no 
mention of TOP in the main text (online supplemental table 
1). The EuroTEST panel on Guidance on Indicator Condition-
Guided HIV Testing in Adults lists ‘pregnancy’ as an indication 
for HIV testing but puts in brackets ‘implications for the unborn 
child’, suggesting ANC settings only (online supplemental table 
1). The Swiss Society of Gynaecology and Obstetrics manual on 
counselling before TOP does not mention HIV (online supple-
mental table 1).

Given the high rates of TOP among women subsequently diag-
nosed as HIV-positive6 35 36 and missed opportunities for earlier 
HIV diagnosis in this group of women,37 38 we would argue that 
offering HIV testing to all women seeking TOP as routine could 
normalise testing and avoid the sense of stigma or discrimination 
that comes with testing based on risk factors.49 Indeed, since the 
advent of ART, it makes no sense to offer testing to pregnant 
women in ANC but not to pregnant women seeking TOP when 
HIV prevalence is the same or potentially higher in the latter 
population. Barriers of time and lack of healthcare professional 
training can be addressed by embedding testing into the standard 
package of care and training staff, but HIV testing and specialty 
guidelines need to be explicit. Even if the majority of women 
tested at TOP will be negative, HIV testing provides an opportu-
nity to examine options for HIV prevention; women with nega-
tive HIV tests at TOP but ongoing HIV risk could be candidates 
for pre-exposure prophylaxis.

While much has been published on cervical pathology in 
WWH, data on HIV risk in women attending colposcopy 
services are sparse. Despite the heterogeneity of the populations 
in the articles we reviewed, several trends were observed. As with 
TOP, older studies reported HIV risk factors, while subsequent 
studies described testing uptake. HIV prevalence among women 
attending colposcopy services was high compared with ANC 
services and the general population.40 41 The non-association 
between HIV and cervical pathology stage41–43 suggests that 
routine testing could be adopted in colposcopy services regard-
less of the ultimate cervical diagnosis, especially as the latter is 
usually available only after the colposcopy visit. As with TOP, 
attending colposcopy services is in itself an indication for testing. 
As with TOP, explicit mention of HIV testing in colposcopy 
services in specialist guidelines is absent.10 The European Society 
of Gynaecological Oncology guidelines on cervical carcinoma 
do not mention HIV testing, nor does the expert opinion on 
cervical screening published by the Swiss Society of Gynaecology 
and Obstetrics (online supplemental table 1).

This study has limitations. First, as described in the Results 
section, this review presents data from high-income, low HIV 
prevalence settings in Europe and North America and does not 
therefore represent women attending TOP and colposcopy 
services globally. Second, studies conducted in urban settings 
where HIV prevalence in the local population is  >0.2% may 
report higher prevalence rates than would be observed else-
where in the same country. Third, TOP study data came from 
accredited TOP services or obstetric hospitals; we did not 
include data from women undergoing TOP at illegal estab-
lishments and this may have introduced bias in the prevalence 
figures we have presented. Finally, despite a wide and inclu-
sive literature search, all but one of the articles and abstracts 
we identified for this scoping review were published before 
2016. These are the data available at the time of writing, and 
while they provide a historical perspective on testing in TOP 
and colposcopy services, they do not provide insight into how 
testing practices may have changed since the recommendation 
of ART regardless of CD4 count or since the concept of U=U 
(undetectable=untransmittable).

CONCLUSION
This scoping review confirms that, among women attending for 
TOP or colposcopy services, HIV prevalence is higher than that 
of the general population and above the 0.1% threshold for HIV 
testing to be economically feasible in high-income settings. In 
the current post-ART era, identifying HIV risk factors in women 
should be to prevent future HIV acquisition and not to justify 
testing; pregnancy is the indication, whether carried to term or 
not. If specialist guidelines state explicitly that HIV testing is 
indicated in all pregnant women, whether attending for TOP 
or ANC, and in women undergoing colposcopy, HIV testing 
could be optimised and missed opportunities which impact on 
women’s health could be reduced. TOP or colposcopy services 
provide not only an opportunity for HIV testing but for conver-
sations on HIV prevention.
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