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ABSTRACT
Background  A significant challenge to achieving global 
2030 elimination goals for blood-borne viruses (BBVs) 
is identifying undiagnosed individuals and relinking 
those who are no longer in care. To address this, the 
UK government has implemented opt-out BBV testing 
in emergency departments (EDs) to increase access 
to BBV testing in high prevalence areas. All adult ED 
patients having a routine blood test are automatically 
tested for HIV, hepatitis B and C, unless they opt out. This 
study aimed to identify barriers and facilitators to the 
implementation of ED opt-out BBV testing and provide 
recommendations for future rollouts.
Method  Semi-structured interviews with 23 staff 
members across five ED sites in very high HIV prevalence 
areas were analysed thematically, informed by 
Normalisation Process Theory.
Results  While there was some variation in staff 
knowledge and understanding of the programme, 
overall acceptance of the opt-out testing approach was 
found to be high. Training had a positive impact on 
staff understanding of the purpose of the intervention 
and the correct process, including the opt-out model. 
High workloads and competing priorities in EDs were 
significant barriers to testing. However, some specific 
systems and processes that facilitated the uptake of 
testing included automation and BBV champions. Giving 
the programme time to embed into practice and ensuring 
feedback loops and flexibility to ’tweak’ the process was 
also essential to sustaining the programme.
Conclusion  To embed opt-out testing into emergency 
care, sites should implement automated test ordering, 
staff training, clear communication and dedicated 
champions, which can help to support earlier diagnosis, 
reduce inequalities and improve patient outcomes.

INTRODUCTION
The UK government has set a goal to reach both 
national and WHO targets of zero new HIV trans-
missions and eliminating hepatitis C virus (HCV) 
and hepatitis B virus (HBV) as a public health threat 
by 2030. A key challenge in reaching these targets 
is identifying individuals who remain undiagnosed. 
An estimated 4700 people in England are living 
with undiagnosed HIV1 and 76 820 people remain 
undiagnosed with HBV.2 In 2024, approximately 
40% of HIV diagnoses in England were made at an 
advanced stage of HIV disease (CD4 count below 

350 cells/mm³),3 which increases the risk of hospi-
talisation and mortality, reduces life expectancy and 
results in higher treatment costs.4 5 Prompt HIV 
diagnosis and initiation of antiretroviral therapy 
reduces viral load, improves life expectancy6 and 
prevents onwards transmission.7 Both HBV and 
HCV can lead to chronic liver disease and cirrhosis, 
and antiviral treatment can cure most cases of 
HCV.8

New and innovative approaches are needed to 
reach undiagnosed populations. Emergency depart-
ment (ED) opt-out blood-borne viruses (BBV) 
testing (hereafter, ‘the programme’) is one such 
approach. Opt-out BBV testing involves all adult 
ED patients who are having a blood test as part 
of their care automatically receiving an additional 
blood test for BBVs, unless they opt out. Patients 
are informed via posters, leaflets and video screens 
about the testing.

WHAT IS ALREADY KNOWN ON THIS TOPIC
	⇒ To achieve the UK’s 2030 blood-borne virus 
(BBV) elimination goals, opt-out BBV testing 
has been introduced in emergency departments 
(EDs) in high-prevalence areas.

	⇒ EDs are well positioned for this approach 
given their high patient volume and ability to 
reach underserved populations, but successful 
implementation requires staff awareness, 
engagement and support.

WHAT THIS STUDY ADDS
	⇒ This study provides qualitative insight into the 
implementation of opt-out BBV testing in EDs, 
highlighting staff acceptability and identifying 
barriers to achieving wider test coverage.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

	⇒ Findings offer practical recommendations to 
optimise delivery, strengthen staff engagement 
and address operational challenges in future 
rollouts.

	⇒ These insights can guide the expansion of opt-
out BBV testing in lower-prevalence EDs and 
other healthcare settings, supporting progress 
towards national elimination targets.
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EDs are well-positioned to implement opt-out BBV testing due 
to their high patient volumes and their ability to reach people 
underserved by traditional health services.9 These populations 
often face significant health inequalities, making robust systems 
for linkage to care essential.10 The opt-out testing model also has 
the potential to reduce the incidence of missed opportunities of 
diagnosing BBVs.11

The UK government allocated funding for ED opt-out testing 
in two waves; Wave 1 in April 2022 to 33 sites in areas with 
very high HIV prevalence in England (defined as >5 per 1000 
in the local population) (across London, Manchester, Blackpool 
and Brighton) and Wave 2 in April 2024 to 45 sites in areas with 
high HIV prevalence across England (defined as >2 per 1000 in 
the local population).

Evidence from previous ED BBV testing implementation pilots 
has identified barriers to testing, which are attributed to staff 
not offering the test rather than patients actively opting out. In 
fact, there is high public acceptability of BBV testing.12 13 Tradi-
tionally, BBV testing focused on patient risk factors (including 
country of birth, sexual behaviour and history of injecting drug 
use). Evidence suggests that healthcare workers’ assumptions 
or unconscious biases may, in some cases, affect whether BBV 
testing is offered to patients in a routine and equitable way.14 15

HIV care has traditionally been provided separately from 
other medical services, with enhanced privacy and confidenti-
ality.16 This approach emerged in response to significant stigma 
faced by people living with HIV, a phenomenon often referred 
to as the ‘exceptionalism’ of HIV.17 As a result, many general 
National Health Service (NHS) staff have had limited experi-
ence treating individuals living with HIV or accessing current 
information about care and treatment, which can contribute to 
outdated and stigmatising views.16 In contrast, universal opt-
out testing removes the need for such judgements, helping to 
normalise BBV testing and reduce stigma.15 The introduction of 
changes in practices needs to ensure that staff are well supported 
and aware of the rationale behind the opt-out approach.12

There is overlap between populations at risk of HIV and HBV 
and HCV, supporting the public health opportunity and impor-
tance of combining the three BBV tests in this programme. Early 
pilots of opt-out testing in EDs focused solely on EDs testing 
for HIV, missing the opportunity to diagnose viral hepatitis. For 
example, one study showed that a single week of testing in an 
ED revealed that 54 viral hepatitis diagnoses would have been 
missed if testing had been limited to HIV alone.18

ED presents unique challenges related to testing implementa-
tion, uptake and connecting patients to ongoing care, compared 
with other BBV screening programmes in antenatal and prisons. 
The current study aimed to evaluate the implementation by 
investigating ED staff views and experiences of opt-out ED BBV 
testing, as well as the facilitators and barriers to implementation, 
and provide recommendations to sites.

METHODS
Study design
The research employed a qualitative design using semi-structured 
remote interviews with 23 members of staff involved in the 
delivery of opt-out BBV testing in Wave 1 sites. Interviews were 
conducted between April and September 2024.

Participants and recruitment
Staff were recruited from five ED sites in areas with very high 
HIV prevalence. Sites were selected based on their geograph-
ical location, organisational practices and opt-out testing 

models/processes. Recruitment involved site principal investiga-
tors informing eligible staff members about the project, either 
by email or face-to-face, and placing recruitment materials in 
staff areas (eg, staff rooms). Staff were eligible to participate if 
they were (1) employed by a site situated in a very high HIV 
prevalence area that was implementing and delivering the ED 
opt-out testing programme, and (2) a member of staff involved 
in the implementation and delivery of ED BBV testing, from 
blood collection to laboratory testing to management. We were 
particularly interested in speaking to patient-facing staff who 
were taking the blood, such as healthcare assistants and nurses. 
The recruitment materials included a QR code linking to a web 
page with study information and a section for interested staff to 
log their contact details. A member of the research team later 
contacted them to arrange a suitable interview time. Purposive 
sampling was used by the researchers to select a diverse range 
of staff based on their role (eg, ED staff, laboratory staff, care 
pathway facilitators) and level of experience (including time in 
post and current NHS band). Analysis was conducted alongside 
recruitment, and the data was continuously assessed to ensure 
that the study objectives were being met and ‘information 
power’ had been achieved.19

Data collection
Interviews were conducted by SA and TM via telephone or 
video call. Written consent was obtained through an online 
(Qualtrics) consent form prior to the interview, which the partic-
ipant completed. At the start of each interview, the researcher 
confirmed that the consent form had been completed and that 
the participants had no further questions. A flexible topic guide 
was developed, informed by Normalisation Process Theory 
(NPT)20 21 and included open-ended questions to elicit views on 
opt-out testing, including its acceptability, perceived organisa-
tional barriers, aspects that worked well and areas for improve-
ment. All interviewees were offered a £10 voucher as a thank 
you.

Theoretical framework
NPT is an implementation theory used to understand how new 
interventions are adopted, embedded and sustained in routine 
healthcare practices. NPT proposes that the implementation of 
interventions is dependent on the ability of participants to fulfil 
four criteria presented in figure 1. NPT informed data collection 
and analysis by guiding exploration of how staff made sense of, 
engaged with, operationalised and appraised the programme.20 21

Figure 1  Outlines the Normalisation Process Theory constructs.21
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Data analysis
With participant consent, interviews were audio recorded, tran-
scribed, anonymised and uploaded to NVivo V.12 for analysis. 
Thematic analysis, using a data-driven inductive approach,22 was 
applied to identify and examine patterns and themes significant 
to participants and across the dataset. Three transcripts were 
initially inductively coded independently by two researchers 
(TM and SA) who discussed any new codes of potential signif-
icance to the research objective. TM and SA are experienced 
qualitative health researchers, educated to at least a postgraduate 
level. TM is a research fellow with a background in social and 
behavioural science, and SA is a senior research assistant who 
is also an HIV nurse but has no connection to any of the sites 
or individuals involved in this study. Analysis began with open 
coding to generate an initial coding framework. This was then 
refined through NPT constructs to further investigate devel-
oping themes across the data set. The analysis was conducted 
concurrently with the interviews and was iterative, allowing for 
further development of the topic guide and coding framework. 
The coding framework was then applied to the remaining tran-
scripts by SA. Codes were built into broader categories through 
comparison across transcripts and higher-level recurring themes 
were developed informed by the NPT constructs. The multidis-
ciplinary research team discussed the data and development of 
themes to ensure credibility and confirmability, with relevance to 
the research objectives.

Findings
23 interviews were conducted with staff from five sites involved 
in delivering the programme, including one with a senior 
National Health Service England (NHSE) stakeholder over-
seeing the project. Interviews lasted between 14 and 45 min 
(average 30 min). Staff represented a range of roles related to the 
delivery of the programme (figure 2).

Themes developed from the analysis aligned with four primary 
NPT constructs, which are used to structure the findings below, 
alongside verbatim quotes.

Coherence
Purpose of the intervention
Many staff understood the purpose of the intervention, the 
programme’s benefits to patients and contributions toward 
public health elimination goals:

I think it’s really good. Especially from the point of view of hepa-
titis C, a lot of people have been found and diagnosed through ED 
that would otherwise potentially never have been tested… because 
they’re not necessarily within a demographic that would be target-
ed for testing, so I think it’s been really positive. (Hep C Nurse, 
Site 2)

However, some individuals misunderstood the programme’s 
purpose. For example, one healthcare assistant described the 
reassurance that opt-out testing provided in the context of 
potential needle stick injuries:

For somebody who’s continuously in contact with patients and han-
dling sharps, it is comforting to know that if I accidentally end up 
with a needle stick injury, most of my patients agree to have the 
test, and then I know that I’m…if I’m going to be okay or if there’s 
any risks. (ED HCA, Site 1)

New concepts
Most staff appeared to support the introduction of the 
programme. However, not all fully understood the concept of 
opt-out testing, including that patients were informed via posters 
and verbal consent was not required. Patient-facing staff were 
therefore required to familiarise themselves with new concepts 
associated with an opt-out model:

And there were a couple of people [ED staff] that said not sure if 
patient consents to it [testing]… which I suppose there’s still a ques-
tion from staff about what is the consent process? I can’t remember 
exactly how it was phrased but it was that they weren’t quite sure if 
proper consent had been done. (ED Doctor, Site 1)

Some staff believed that patients should be informed that 
they were having a BBV test, and that verbal consent should 
be sought. This was often due to a lack of familiarity with the 
opt-out model, including the shift away from requiring verbal 
consent:

I’m not doing [BBV test] without consent– you know – because I 
dunno what’s gonna happen. Is my name on that? (HCA, Site 1)

For others, normal practice involved obtaining verbal consent 
for all blood tests, including BBVs:

Oh of course, we always gain consent when – we gain consent for 
even before getting bloods, we always gain consent if they’re happy 
for us to take the bloods. (ED Nurse, Site 3)

The need to change previously learnt behaviours regarding 
which regular blood tests they would be requesting posed a 
barrier to the programme’s delivery, particularly among specific 
staff groups:

And that is a really hard thing to do if people, you know, it’s chang-
ing someone’s learnt behaviour that they always just request their 
normal bloods and go and the sample. Even though it’s such a sim-
ple extra it’s hard to change that little bit of behaviour, especially in 
doctors I feel. (ED Doctor, Site 1)

Value in the intervention
Staff recognised the potential value, benefits and importance 
of implementing the programme. This was often aligned with 
existing evidence of its effectiveness or benefit to patients:

We’ve been told like there are – like we have had people who have 
been tested, and they’ve come back positive, and it’s changed their 
lives in the positive, in the fact that they’ve got, in some cases, early 
diagnosis. (HCA, Site 1)

For ED staff in particular, it was seen as an opportunity to 
contribute to population-level preventive medicine, an area they 
felt was often overlooked in emergency care:

It’s something I don’t think A&E does enough of, is preventative 
medicine. (ED Doctor, Site 4)

Figure 2  Outlines the roles of the staff who were interviewed. ED, 
emergency department.
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Cognitive participation
Key individuals
Implementation demanded considerable time and effort to 
set-up from the service level down to the ward level, including 
information technology (IT) and laboratory services. Key indi-
viduals played a central role in ensuring the successful imple-
mentation of BBV testing. Some sites had formal roles such as 
champions. For others, it was carried out as an informal role in 
addition to their existing workload. Both were key in supporting 
implementation efforts:

One of the HIV clinical nurse specialists has really taken a lead. 
(HCV Nurse, Site 2)

These key individuals helped to foster participation across 
different staff groups:

We’ve developed, kind of ED opt-out champions in the emergency 
department. So we’ve got a handful of healthcare assistants and 
nurses who were really almost, kind of empowering to role model 
the whole service and really encourage it … I think, working more 
with the BBV champions over there will just make the process more 
streamlined. (HCV Nurse, Site 2)

Buy-in
Education and training were key components in ensuring staff 
engagement and buy-in, as understanding the purpose of the 
intervention helped staff to engage with it:

But once the kind of process and theory behind it was explained, 
I think that they [staff members] were very much on board. (ED 
Doctor, Site 1)

Staff discussed how the intervention and training had shifted 
their perceptions of BBVs. By implementing an opt-out method, 
the focus shifted away from individual risk onto the importance 
of universal testing:

I can remember sort of older people in resus having heart attacks, 
and you take their blood and it … you’d find out later that they’re 
HIV positive and it wasn’t the ones you’d expect, you know … the 
young homosexuals or the drug users … those people stand out as 
maybe being HIV positive. So I think it’s very useful to think that … 
anybody could be HIV positive. (ED Consultant, Site 4)

Collective action
Performing intervention tasks
The intervention required staff to order, collect and send an 
additional blood sample to the laboratory. In some sites, BBV 
tests were automatically included in the standard blood set, 
and the electronic ordering system (EOS) included the BBV test 
in all blood orders. However, staff remained responsible for 
physically collecting the sample. Initial training was valuable in 
ensuring staff understood the importance of including the test. 
To maintain uptake, particularly at sites without automated 
ordering, where staff had to manually request the BBV test via 
the EOS staff huddles, post-it notes and other verbal and written 
reminders proved effective:

It’s also being done [reminder about testing] by word of mouth … 
and then they continuously updated in our handover in the early 
morning before we start our shift. (ED Nurse, Site 5)

It is recommended that patients who return to the ED within a 
12-month period do not undergo a repeat BBV test unless there 
is a clinical reason. Ideally, the ordering systems would automat-
ically ‘block’ the test being ordered. If blocking is not in place, 
patients who attend the ED regularly may have unnecessary 

tests, incurring extra cost and time. Not all sites had this mecha-
nism in place, and staff raised this as a concern:

And that would also skew your results, because all the tests that you 
do, like a chunk of them will be in the same patient within a certain 
time frame … I don’t think there’s any sort of blocking in A&E. 
(ED Doctor, Site 3)

Some ED staff highlighted potential positive adjustments to 
their daily practice, including the removal of the need to risk-
assess patients, along with the potential biases associated, which 
helped to simplify their workflow:

I’m not having to double-think it and say ooh, is this the type of 
person that might have it? Cause, for one, I know that there is no 
specific type of person, and two, I know that, yeah, that’s not ex-
pected of me, just send it. (ED Doctor, Site 1)

Confidence in the opt-out model
The opt-out model relied on the accessibility of the posters 
explaining the intervention to patients. Some staff had confi-
dence in the posters and relied on them to inform patients:

We just let the posters do the talking. (ED Nurse, Site 1)

In contrast, other staff were concerned that patients had not 
seen or understood these posters, and therefore sought verbal 
consent from patients for each individual test:

They [patients] could have not seen the poster and they don’t know 
they’re being tested for HIV, so it could be that we should mention 
it when we say, ‘We’re taking blood. We’re also testing for HIV. (ED 
Doctor, Site 3)

Good working relationships and links between the different 
departments involved (HIV, hepatitis and laboratories) ensured 
the programme continued to run smoothly and allowed issues to 
be resolved quickly:

But I think overall, it works well. I think there’s good communication 
between hepatology, sexual health, the labs. We often sort of meet and 
chat, and sort of like tweak things to see how we can get them to work 
better. So, I think that yeah, it is working well. (HCV Nurse, Site 2)

Collaboration across specialist teams also provided support 
and advice during the initial stages, which was useful for 
responding to any modifications to the programme (eg, integra-
tion of HCV testing):

When it came to adding in hep C testing … I introduced our HIV 
and our hep C leads for testing, so that they could work together, 
because they had so many commonalities. And, actually, that’s been 
brilliant because er it just means that they can work synergistically 
and save an awful of time. (HIV Doctor, Site 2)

Consistent messaging and training
There were inconsistencies both between and within sites 
regarding whether training was provided and who received it. 
This led to staff not having the confidence to speak to patients 
about follow-up care they may receive if they had a reactive test:

None of us actually know what the next steps are for that patient. 
So we kind of say to them … that’s something if you bring that up 
to your doctor, your doctor will be able to give you more advice on. 
But us personally don’t know the next steps to be able to advise the 
patients on what the next steps would be if they was to be tested 
positive. (HCA, Site 1)

Staff were, at times, only given limited information from 
senior staff about what was required of them to carry out testing:
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You were told in passing [about BBV testing] that you know, to 
see whether they had anything and it was just a screening to catch 
people that didn’t know. (ED Doctor, Site 5)

Workforce and context
EDs experienced high volumes of patients, and staff experienced 
high workloads, which impacted delivery of BBV testing. Sites 
reported high staff turnover alongside shift work, with some 
staff only working night shifts. This led to some staff lacking 
accurate information about opt-out testing:

It’s not going well with doctors because we only see new doctors. 
When we have locums doctors … they don’t know. So I think the 
doctor needs to have more knowledge about this. Because every 
week someone came to me, what is red for? Oh it’s for HIV. Oh, so 
you have to do it for everyone? Yes you have to do it for everyone? 
You don’t have to ask just do it … so I’m sure most of them they 
don’t really … know about this. (HCA, Site 2)

There were some initial concerns about the additional work-
load associated with introducing another blood test:

Initially, it kind of felt a bit like that [extra work] because it was 
another label, another blood bottle … But now it’s just like I said, 
automatic. (Nurse, Site 4)

Reflexive monitoring
Feedback and impact stories
When sites provided staff with feedback on number of BBV tests 
conducted, new diagnoses and personal stories, staff found these 
messages engaging and felt motivated by the positive impact of 
the tests:

I think it’s the patient stories that were more convincing, rather than 
the numbers, to sort of say here’s someone actually who came here, 
you know, actually a new diagnosis who was started on treatment that 
never, you know, wouldn’t have known without this project, I think 
that’s quite, quite a powerful teaching tool. (ED Doctor, Site 1)

Staff reflections
Staff reflected on the effectiveness of the programme and 
offered recommendations to enhance future rollouts. Key 
suggestions included comprehensive training, ensuring staff are 
well-informed about follow-up care and able to address patients 
concerns and providing regular feedback including patient 
stories:

Yeah, so the training, have somebody, you know, to go through the 
training with you. But also have somebody who’s living with the 
virus, do a talk and meet some of the staff. (HCA, Site 4)

Others suggested having a champion role, collaborating with 
experienced sites, fostering teamwork and engagement:

I think it is probably good to have a dedicated member of staff 
for that role, because sometimes […] it can be time intensive. So, 
I think to have that established person with that role, being aware 
of what their role is within that is an important thing. (HCV Nurse 
2, Site 2)

Overall, staff encouraged new sites to integrate the opt-out 
testing approach into routine practice:

Just do it. You know you’re gonna get reluctance by staff. You’re 
gonna get reluctance by patients so just do it. Just do it and just get 
it over with and it’ll become be a routine, like routine so we just 
crack on. It’s automatically done so yes. (ED nurse, Site 1)

Staff reflected that there was potential to achieve more 
through the programme. Stigma and a lack of knowledge among 
patients were highlighted as an issue. Staff considered whether 
more could be done in educating patients and increasing under-
standing of BBVs. One participant suggested providing patients 
with information about BBVs:

I think if we come with some, leaflets, to give to them when they’re 
leaving, after the blood test… they can read about HIV, why it’s 
so important having bloods, and then why is the treatment. So I 
think if we give them to the patient at the end… they will be more 
knowledgeable about what we’re doing. (HCA, Site 2)

However, this did not seem feasible to some staff. Even though 
they recognised the benefits, they questioned whether ED was 
the right environment:

I don’t know whether A&E is the best place to give education. You 
know, we have lots of patient leaflets that we hand out … but you 
walk outside the hospital and the bin’s full of them. (ED Consul-
tant, Site 4)

Others suggested other forms of health promotion ideas, 
such as videos on television (TV) screens in the ED and other 
forms of communication, to increase awareness of BBVs and the 
programme:

TV running with some up to date information and maybe some 
links attached to that. (ED Consultant, Site 4)

Personal sense of accomplishment and purpose
Overall, being part of the programme for some individuals was 
important and gave them a sense of accomplishment:

It’s a sense of achievement because that’s what we’re trying to do, 
we’re trying to reach elimination. (HCV Nurse, Site 2)

Initiating change
ED staff took ownership of identifying issues and making 
changes to improve the intervention. For example, a healthcare 
assistant (HCA) identified a problem with staff forgetting to fill 
the second yellow-top vial and described modifications their site 
had introduced to address this:

With the two yellow you used to get confused before. People, es-
pecially the doctors, they used to send one and they thought it’s 
including HIV in the other bloods. So … I said, can we change, can 
we do something here so we can void, so they can see one different 
colour. Which the red I think it’s more … yes it’s red, it’s more 
obvious. (HCA, site 1)

DISCUSSION
This study builds on existing evidence on the acceptability 
and effectiveness of ED opt-out testing by identifying quali-
tative insights into the implementation of opt-out testing in 
EDs.10 12 15 18 23–28 Findings identified widespread support and 
acceptance of BBV testing among staff, despite initial concerns 
regarding its delivery but also some variation in how staff under-
stood and conceptualised opt-out testing. Staff reported how, 
over time, training and key individuals helped foster staff buy-
in, and the programme became routine once fully implemented 
and established in their EDs. Collaboration across teams also 
played a key role in refining the programme and sustaining staff 
engagement. Regular feedback on results and impact stories 
promoted staff reflection on the impact of the programme and 
helped to maintain staff engagement. This study provides further 
context to the interim data from the public health evaluation 
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of the programme, which indicates promising results for the 
programme29 by showing the acceptability of the programme 
among staff and what barriers may need to be addressed to 
increase test coverage.

Overall, acceptance of the opt-out testing approach was 
found to be high, which aligns with existing evidence on staff 
acceptability of opt-out testing in EDs, staff were particularly 
focused on the value to individuals’ health.15 28 Nevertheless, 
this study identified how the intervention required a change in 
staff practices as the opt-out model differed from previous blood 
taking routines. This demonstrates how fostering a strong under-
standing of the programme among staff through training and 
regular staff meetings not only enhances adherence to the model 
but helps to normalise the process of additional BBV testing.28

The exceptionalism of HIV testing remains a barrier to 
testing.12 24 30 Some staff in this study still viewed HIV testing 
as ‘different’ to other blood tests they took, with the view that 
explicit consent was needed.12 24 This ambiguity is echoed in 
the literature,23 but as the opt-out model becomes more estab-
lished, staff confidence is expected to grow.25 Training impacted 
positively on staff understanding of the purpose of the interven-
tion and the correct processes, including the way patients were 
informed of the opt-out test. Providing staff with clear, concise 
language to inform patients, particularly in situations where 
patient awareness is uncertain, may help staff communicate 
effectively without the need for lengthy consent discussions. It 
is important that training informs staff of situations (eg, visual 
impairment or language barriers) in which the reminders may 
be helpful and appropriate, but that reminders are not necessary 
for every patient. This can help to normalise and streamline BBV 
screening in EDs.23 Posters and other visual material informing 
patients about opt-out BBV testing should be on display in prom-
inent positions throughout the ED and not lost among other 
posters.12 This will not only ensure patients are informed but 
also reassure staff that patients are aware.

High workloads and competing priorities in EDs were a signif-
icant barrier to testing.23 28 However, there were specific systems 
and processes that facilitated the uptake of testing. Automation was 
found to support higher testing uptake, aligning with findings from 
previous studies,12 15 23 31 although was not possible across all sites 
(two out of five sites did not have automation). IT systems could 
not facilitate automation, or additional resources were not avail-
able for set-up. By removing the need for staff to manually order 
tests, automation helped to streamline the process and reduced 
reliance on individual discretion. One study found that test uptake 
doubled when automation was introduced, compared with when 
nurses were required to order tests manually.32 Automation also 
helped overcome barriers linked to stigma and risk profiling,15 
contributing to the normalisation of BBV testing. By embedding 
testing into routine care, automation can help to reduce the influ-
ence of staff biases in deciding who should be tested.23

Healthcare staff stigma towards people living with HIV remains 
an issue today.33 This programme has the potential to shift perspec-
tive and reduce stigma by normalising BBV testing and increasing 
knowledge through the training provided in the programme. 
Research has shown that education, including stigma reduction 
messaging, is a powerful tool for reducing HIV stigma which in 
turn would engage staff in the intervention.15 23 33

Giving the intervention time to embed into practice and 
ensuring feedback loops and the flexibility to modify programme 
components was essential to sustaining the programme. Cham-
pions and key individuals appeared to play a vital role in main-
taining staff motivation in the programme. These roles were at 
times ‘official’ roles but often relied on individuals’ willingness 

and personal interest to drive the intervention. Key individuals 
facilitated effective communication between staff and created 
pathways for staff to provide feedback when issues arose, which 
facilitated adapting the intervention (eg, a change in blood 
bottles). Data shows that although sites in the study were not 
consistently reaching 90% testing targets, staff nonetheless 
reported that they felt testing was embedded in practice.29 
This was in contrast to staff in one study who viewed the test 
as a ‘disruption’.28 Time may be a factor here, as interviews in 
that study were conducted early in the implementation phase, 
whereas some sites in the current study had been testing for over 
2 years, highlighting the importance of allowing sufficient time 
for the intervention to embed.28

Sites aiming to implement or scale up similar programmes 
should consider investing in automated test ordering, staff 
training, clear communication tools and dedicated individuals 
or champions who can maintain staff momentum and motiva-
tion (see table 1). This can support the implementation of opt-
out testing as an accepted part of emergency care that facilitates 
earlier diagnosis, reduces inequalities and ultimately improves 
patient outcomes.

Further research is needed to explore the patient experience of 
opt-out testing, including how those with different experiences 
and results (eg, diagnosed, indeterminate, no result) respond to 
the intervention. This study found that outdated views on BBVs 
still existed among staff. Further in-depth exploration is needed, 
alongside the development of interventions aimed at increasing 
knowledge and reducing stigma in healthcare and the general 
public.

Strengths and limitations
The sample in this study included a wide range of staff from 
HCAs to NHSE staff providing a varied and diverse view on 
implementation of the programme. The data was collected in 
5 of the 32 sites, selected purposively to reflect geographical 
location, organisational practices and opt-out testing processes, 

Table 1  Recommendations for sites

Implementation 
planning

1.	 Foster early connections between hospital management, EDs, 
laboratories, HIV and hepatitis services, IT teams and clinical 
governance to streamline workflows and resolve issues efficiently.

2.	 Leverage national and regional NHSE networks by having a 
designated staff member attend meetings and sharing insights 
locally.

3.	 Engage staff early with regular updates, including testing figures 
and impactful case studies, to build understanding and sustain 
involvement.

4.	 Identify and support staff champions to drive momentum and 
promote programme adoption.

Staff training and 
feedback

1.	 Provide accessible, practical and knowledge-based training for all 
staff groups that includes content on the programme’s aims, local 
processes for test delivery, IT systems, care pathways for reactive 
results and up-to-date virus knowledge and stigma reduction.

2.	 Incorporate lived-experience stories in training to enhance staff 
understanding of the programme’s impact.

Delivery of 
testing

1.	 Share practical solutions to barriers from existing sites, such as 
modified vials and visual prompts, to improve test coverage.34

2.	 Use simple scripts to reinforce the opt-out process and address 
staff concerns about patient communication.

Reflection 1.	 Allow time for the programme to embed, enabling staff to adapt to 
new workflows.

2.	 Maintain ongoing communication about progress (including 
numbers of people detected, cost-effectiveness and contributions 
toward elimination plans) and provide opportunities for staff to 
share feedback to support long-term sustainability.

ED, emergency department; IT, information technology; NHSE, National Health Service 
England.
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and only evaluated staff views of implementing the programme 
within ED. The use of NPT allowed for examination of issues 
with both the design of the intervention and its implementation. 
Interview data indicated that the NPT constructs of coherence 
and cognitive participation were well fulfilled for staff with 
positive consequences for implementation. Some findings may 
be site-specific and shaped by local characteristics or the length 
of time the programme had been running. It did not explore 
patients views and linkage to care; these will be explored in 
more detail in the Wave 2 evaluation.
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