
Review of HIV Care & Support Provision (LSL) - November 2011 
 

                                                                            
 
 
 
 

 
 
 
 
 

      

 
 
 

 
 

REVIEW OF HIV CARE & SUPPORT PROVISION 
(LAMBETH SOUTHWARK AND LEWISHAM) 

 
 
 

November 2011 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 



Review of HIV Care & Support Provision (LSL) – November 2011                                                                              
 

 

1 
 

CONTENTS Page No’s 

Executive Summary 3-9 

Chapter 1.  Introduction 
1.1 Rationale 
1.2 Aims & Objectives 
1.3 Governance 
1.4 Project Scope & Service Portfolio 
1.5 Financial Context 
1.6 Project Outline & Report Purpose 

10-13 
10 
10 
11 
11 
12 
13 

Chapter 2.  Epidemiology: People living with HIV in LSL 
2.1   Population Demographics of PLHIV 
2.2   The Changing face of HIV 
2.3   Late Diagnosis 
2.4   Usage of treatment services 
Key Finding & Implications for future planning 
Consultation Questions 

14-23 
14 
16 
18 
18 
22 
23 

Chapter 3. Needs & Evidence Review 
3.1   Needs of PLHIV 
3.2   Review of Evidence 
3.3   Learning from other Long Term Condition (LTCs) 

     Key Finding & Implications for future planning 
Consultation Questions 

24-29 
24 
25 
27 
29 
29 

Chapter 4.  Review of Current Service Provision 
4.1   Portfolio & Processes 
4.2   Stakeholder mapping of care pathways 
4.3  Statutory Social Care Provision 
4.4  Analysis of Current Provision by Service Profile 
Key Finding & Implications for future planning 
Consultation Questions 

30-50 
30 
31 
34 
37 
50 
50 

Chapter 5.  Going Forward: Service Model & Recommendations 
5.1   Proposed Service Model 
5.2   Defined Care Pathways 
5.3   Options Appraisal for Current Service Provision 
5.4   Summary of Commissioning Intentions 
5.5   Financial Implications 
Consultation Questions 

50-69 
51 
60 
66 
67 
68 
69 

Chapter 6. Consultation Process & Questions 
6.1  Consultation Process 
6.2   Consultation Questions 
6.3  Equality & Equity Impact Assessment Screening 

 

70-71 
70 
70 
71 

Glossary of Terms 

 

73-74 



Review of HIV Care & Support Provision (LSL) – November 2011                                                                              
 

 

2 
 

 

 

 

 

 

 

 

 

 

 

Acknowledgments: 

This report has been compiled by LSL HIV & Sexual Health Commissioners; Ali Young, Senior 
Commissioner- HIV & Sexual Health (NHS Lambeth) & Jess Peck, Commissioning Manager, HIV & 
Sexual Health (NHS Lambeth).  Thank you to the HIV Care & Support Review Steering Group and  
all those that have contributed to the production of this report.  Specific acknowledgments to   
Gary Alessio, SEL HIV & Sexual Health Network Co-ordinator, Ruth Hutt, Public Health Consultant 
(NHS Lewisham), Dr Murad Ruf (Previously Public Health Consultant for NHS Lambeth), Dr Marie 
Vieu, Public Health Consultant (NHS Lambeth).  In addition, many thanks to Dr Chantal Ferguson 
and colleagues at Imperial Health Professionals, Public Health Consultancy who were 
commissioned to provide the epidemiology and review of needs and evidence used within this 
report.  Finally, many thanks to the Service User Reference Group, whose input has informed the 
proposed service model detailed in this report. 
 

  

Appendices: 

Appendix A: Portfolio of Services 
Appendix B: Project Scope: Mapping of HIV Care & Support Needs in-scope 
Appendix C: Lewisham NRPF Pathway 
Appendix D: Service Review Framework 
Appendix E: Table of Patient Profile Needs & Care Pathways 
Appendix F:  Options Appraisal of current service provision  
Appendix G: Equality & Equity Impact Assessment Screening 

75-107 
 

75 
77 
82 
83 
87 
94 

102 



Review of HIV Care & Support Provision (LSL) – November 2011                                                                              
 

 

3 
 

Executive Summary 

Background and Rationale: LSL Commissioners are in the process of reviewing and remodeling 
the HIV care pathway across prevention, treatment and care.  A previous review of local HIV 
prevention identified normalisation and expansion of HIV testing and linkage to treatment as a 
local priority.   It is now acknowledges that early diagnosis and access to treatment (which 
reduces onward transmission of HIV) are key components to a HIV prevention strategy. This 
subsequent project reviews local HIV care and support services to ensure that LSL provision is 
modernised to reflect the changing needs of HIV positive patients in line with epidemiological 
changes of HIV and biomedical advances of treatment.  This review has involved a review of 
epidemiology, needs, evidence and local service provision.  From this a proposed service model 
has been developed with identified commissioning intentions.  This report presents the findings 
and proposals from the review for public consultation.  

This project is accountable to a project steering group which reports to the LSL Sexual Health & 
HIV Programme Board.  In addition, a Service User Reference Group has been set up to shadow 
the project steering group to ensure that the ‘service user voice’ is central to all stages of the 
review and will ensure co-production of the future landscape of services.   Following 
consultation, final recommendations for future commissioning intentions will be made to 
Lambeth, Southwark & Lewisham Clinical Commissioning Boards and Local Authority 
Commissioners across LSL.  

Epidemiology: Lambeth, Southwark & Lewisham (LSL) have exceptionally high levels of people 
living with HIV (PLHIV), which together consist of 11% of the national/23% of the London 
caseload of HIV patients accessing treatment. There are two key routes of infection across LSL, 
Men who have sex with Men (MSM) which is most common amongst white men and 
Heterosexual transmission which predominately affects Black African Communities. These 
populations have very different service usage, residency patterns and needs.   MSM populations 
are the largest proportion of PLHIV in Lambeth and Southwark and predominately reside in the 
north of the boroughs, two thirds of these patients access care outside of LSL.  In contrast, the 
Black African Heterosexual communities are more dispersed across the three boroughs and are 
largely congruent with the most deprived areas.    Over three quarters of heterosexual PLHIV 
access care from local LSL treatment providers. 

Treatment and biomedical advances have transformed HIV infection from a fatal disease to a 
chronic condition.  Today, people diagnosed and treated in the early phase of HIV infection can 
expect a near normal life span and experience fewer side effects compared to previous 
treatment regimes.  What this means is that there is a growing population of people living with 
HIV who are relatively well and likely to live older.  There is therefore a drive to develop models 
of care for HIV in line with other long term conditions.   Late diagnosis continues to be the most 
important factor associated with HIV-related morbidity and mortality and is a significant concern 
across LSL where just under half of new diagnoses are diagnosed late.   

Review of Evidence & Need: The review of evidence highlights the paucity in evidence that exists 
in relation to cost effectiveness of HIV care & support services.  However, there is stronger 
evidence base for interventions focusing on adherence, case management, psychological 
interventions, and peer led programmes.  Needs of PLHIV also cross the spectrum of generic 
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health and social care needs and specific HIV related needs. It is recognised that the needs of 
Black African and MSM communities differ and that individual needs change at different 
points/life events along the disease progression. i.e. diagnosis, start of treatment, pregnancy, 
development of a morbidity etc.  Therefore services need to be targeted and responsive to such 
significant events. 

Service Review: The service portfolio reviewed within this project includes a range of statutory 
and voluntary sector services providing specialist HIV care and support services (not including 
specialist HIV treatment services which are commissioned by the London Specialist 
Commissioners and subject to a London wide review).  Stakeholder engagement, mapping of 
services and analysis of current service provision has been completed to inform this service 
review.  This process has identified key themes or issues of concern amongst the current service 
provision.  These include a lack of defined care pathways resulting in difficulty navigating the 
system and consistency in access to care, lack of clear thresholds of care amongst specialist 
services, duplication across services and case management functions, and a tendency to rely on 
specialist services for PLHIV resulting in inequality of access to mainstream health & social care 
services.  In conclusion, a need has been identified for improved access to mainstream services, 
more effective use of specialist services/resources, better defined care pathways and thresholds 
of care, and stronger commissioning based on outcomes related to the changing needs 
associated with varying stages of the disease progression. 

Proposed Service Model: Taking this forward, commissioners have developed a proposed service 
model to modernise services to reflect the changing needs of PLHIV and address the issues 
identified through the service review.  This has enabled identification of future commissioning 
intentions.  

The proposed service model aims to deliver the following principles: 

• Ease of navigation across services through clear defined and well published care 
pathways 

• Use of appropriate levels of care in response to the individuals needs during the 
progression of their disease 

• Equality of access to mainstream health & social care services 
• Effective and appropriate use of resources 
• Shift of care from specialist services into generic provision (with support) where clinically 

appropriate 
• Phased implementation of the new system to ensure continuity of patient care and 

sustainability of specialist knowledge and skills 

The service model has been broken down into four specific components: accessing care, 
improving access to mainstream services,  provision of interim specialist support services to 
facilitate the mainstreaming of HIV as a long term condition, and specialist services for specific 
HIV related needs.  These components of the service model have been briefly detailed below:  
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i) Accessing Care: 

 Assessment: As first point of contact following diagnoses, HIV treatment 
centres are considered the lead agency for an individual’s holistic assessment.  
The proposed service model suggests that where possible (and patient 
consent is given) this assessment should be shared and used by other care & 
support agencies to minimise the need for duplication of assessments, 
requiring only service specific further assessment questions.  This will require 
the development of a multi-agency confidentiality and information sharing 
protocol across all LSL (or potentially London wide) commissioned services.    

 Case management: There is a need for the development of a clear case 
management protocol agreed across LSL which clearly defines responsible 
agencies to lead on case management, it is proposed that GP's should take the 
default case manager role (unless registration/disclosure is an issue), shifting 
to either HIV specialist treatment services or other Specialist HIV services (i.e. 
HIV Community Nursing) where these agencies are more actively involved in 
an individual’s care. 

ii)  Access to mainstream services:  

This report proposes that mainstream health and social care services should be considered 
the primary option for all non-complex care needs of PLHIV.  The model specifically identifies 
access to primary care, mental health, community services, intermediate and palliative care 
as care needs that should be prioritised for improved access to mainstream services. This will 
require varying degrees of service redesign across these care pathways which may include 
raising awareness amongst specialist HIV agencies as referring agents, development of 
referral protocols, and training and development of the workforce within mainstream health 
& social care services.  Implementation Plans will need to be developed across each care 
pathway and the development of shared care arrangements across primary care and 
specialist HIV treatment services will be prioritised within this programme of work  

iii) Provision of interim specialist support services to facilitate the mainstreaming of HIV as a 
long term condition: 

 There is a long term commitment to ensure PLHIV have appropriate and equitable access to 
mainstream health and social care services in line with other long term conditions.  However, 
it is acknowledged that this change in culture and shift of care pathways will take some time.  
It is therefore proposed that certain specific care needs will require specialist resources 
during a development phase but that these services are interim services that will be 
decommissioned over time as mainstream pathways become embedded.  The care needs 
identified for this specialist resourcing in the development phase include:  counselling/low 
level psychological support for mild and moderate anxiety and depression, specialist mental 
health services for PLHIV and day care services for physical rehab. 

iv)  Specialist services for specific HIV related needs:  

It is recognised that there are specific HIV related needs, specifically at significant points of an 
individual’s disease progression or with complex patients, which require specialist services that 
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cannot be provided within mainstream health & social care.    It is therefore proposed that such 
specialist services remain an essential part of the local service models.  

 The following services are considered essential services:  

• Specialist HIV treatment services (responsible for prescribing of anti-retro viral treatment 
and other medical interventions) 

• Specialist advice & advocacy services for PLHIV (acknowledging the complexity and 
discrimination involved with PLHIV accessing health & social care services) 

• Specialist Peer Led/Mentoring Programmes for PLHIV (commissioned with clear health & 
social care outcomes such as expert patient programmes, newly diagnosed courses, and 
positive self management) 

• Specialist Family Support for PLHIV (providing support to pregnant women and a holistic 
family approach to families infected and affected by HIV), Specialist Community Nursing 
Services for PLHIV (providing intense case management and community nursing services 
to complex patients) 

• Specialist services for HIV related cognitive impairment (providing specialist HIV related 
cognitive impairment interventions.  

In addition to these specific services a number of core standards have been identified as a 
requirement for all commissioned specialist HIV services, these include adherence, disclosure, 
discrimination, confidentiality, safer sex and working with cultural and faith specific issues 
related to HIV. 

Implementation of this service model through specific care pathways has been developed for 
four defined patient pathways ‘newly diagnosed’, ‘stable’, ‘co-morbid’ and ‘complex social 
problems’ which identify patient journeys according to service user needs.  These pathways 
identify specific needs for each patient profiles and identification of which services are 
commissioned to respond to which needs. 

It is acknowledged that this service model sits across a number of responsible commissioners 
including specialist HIV commissioners, local Sexual Health & HIV commissioners, primary care 
commissioners and generic health and social care commissioners.  This has significant 
implications for implementation and requires effective integrated commissioning across the care 
pathway.  Further work will be required across commissioners to ensure a shared vision for the 
local service model and specific implementation plans. 

Impact on Current Service Provision & Future Commissioning Intentions:  Following the 
development of the above proposed service model a detailed options appraisal was conducted 
on the current service provision to identify commissioning intentions for each of the existing 
commissioned providers.  The options appraisal considered the risks and benefits of three 
options for each of the existing services within the reviewed portfolio; maintain status quo/no 
service change, remodel & redesign, decommission/re-commission.  These options were 
discussed and preferred options endorsed by both the Project Service User Reference Group and 
Project Steering Group.   
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The table below summaries the endorsed recommendations for each of the current 
commissioned services reviewed within this project. 

 
 

Summary of options appraisal of current service provision 
Current Service (Provider) Recommendations for future commissioning: 
CASCAID (SLAM) Remodel & respecify to provide an interim service which support 

shift to & capacity building within mainstream services.  Release 
efficiencies from immediate shift/decommissioning and plan for 
phased reduction in service/contract value.  Future direction of 
travel to explore need for specialist service to provide HIV specific 
Mental Health Services not delivered in mainstream mental health 
services such as HIV related cognitive impairment services 

HIV CNS (GSTT Community Services) Remodel & Respecify to ensure delivers to most complex services 
focusing on hospital discharge planning, provision of step down 
community nursing packages, case management of co-morbid and 
complex social issues, complex adherence programmes.  Review case 
mix and required capacity for services in line with remodelling, 
potential reduction in contract value. 

Family Support (Positive Parenting & 
Children) 

Remodel & Respecify, maintain contract value but respecify to 
improve outcomes and focus existing service. 

Mildmay Residential & Day Care 
(Mildmay) 

Inpatient HIV related neuro-cognitive impairment (HNCI): maintain 
status quo of cost & volume arrangements and placement panels. 
Outpatient HNCI: maintain status quo of cost & volume 
arrangements and placement panels.  Potential to reduce activity 
levels through shift to CASCAID/existing community physical rehab 
services. 
Inpatient Physical Rehab: maintain status quo of cost & volume 
arrangements and placement panels.  Immediate Reduction in 
activity levels through shift to intermediate care services with 
intention to decommission over time 
Outpatient Physical Rehab: maintain status quo of cost & volume 
arrangements and placement panels.  Immediate reduction in 
activity levels through shift to community rehab services/CNS with 
intention to decommission over time 

Muslin Peer Support (AAF) Decommission existing provision, consolidate with other peer 
support, Recommission: design and tender for new peer 
led/mentoring programme. 

Christian/Faith Based Per Support 
(LEAT) 

Decommission existing provision, consolidate with other peer 
support, Recommission: design and tender for new peer 
led/mentoring programme. 

First Point (Metro- SLHIVP)* Decommission, mainstream assessment & referral service in 
Specialist HIV treatment services. 

Advice & Advocacy (THT- SLHIVP)* Decommission & recommission advice & advocacy service 
Counselling (THT- SLHIVP)* Decommission & recommission interim service with phased 

reduction and intention to decommission over time 
Health Trainer (THT-SLHIVP)* 
 

Decommission, mainstream provision through specialist HIV 
treatment agencies/Health Advisors/Peer led newly diagnosed 
programmes 

Peer Support (THT- SLHIVP) Decommission existing provision, consolidate with other peer 
support, Recommission: design and tender for new peer 
led/mentoring programme. 
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Recommendations for service developments and commissioning intentions have been 
highlighted throughout the report. The table below summaries how the proposed service model 
will be implemented under the three key components of the model: Improving Access to 
Mainstream Services, Provision of Interim Specialist support services to facilitate mainstreaming 
HIV as a long term condition, and Specialist services for specific HIV related needs.  
 

 
* Future work is required on assessing the need for community services for HIV specific Mental Health needs ie. 
HNCI long term 

Commissioning Intentions associated with the proposed service model 
Services Delivery Mechanism Financial Implications/ funding source 
i) Improving access to mainstream services 

Primary Care Pilots of ‘shared management’  to: 
• Improve access to primary care 

services 
• Develop involvement in case 

management 

 
• Cost neutral 
• Potential need for pump 

priming 

Mental Health Shift of activity from specialised services 
to: 

• IAPT 
• Community Mental Health 

Services 

Potential need for  transfer of 
resources from specialist HIV services 
to mainstream services 

Community Services Access to mainstream services Potential need for  transfer of 
resources from specialist HIV services 
to mainstream services 

Intermediate Care Access to mainstream services Potential need for transfer of 
resources from specialist HIV services 
to mainstream services 

Palliative Care Access to mainstream services Minimal activity hence expected to 
have no significant cost pressure 

ii) Provision of interim specialist support services to facilitate mainstreaming HIV as a long term condition 
Counselling Potential renegotiation of existing 

provider/Tender for new service 
Reduction in existing contract value 

Specialist Mental Health 
Services for PLHIV* 

Redesign/Respecify Reduction in existing contract value 

Day care for physical 
rehab 

Maintain cost & volume arrangements 
with reduction in activity 

Potential for reduction in existing 
contract value 

• Specialist services for specific HIV related needs 
HIV Treatment Services Service Improvement through specialised 

commissioning 
To be included in costs under national 
tariff, potential for short term funding  

Advice & Advocacy Potential renegotiation with existing 
provider/Tender for new service 

Within existing contract value 

Peer Led/Mentoring 
Programme 

Tender for new service Need to cost up new service, shift of 
£86k from existing peer support 
provision  

Family Support Redesign/Respecify Maintain existing contract value 
HIV Community Nursing 
Services 

Redesign/Respecify Potential for reduction in existing 
contract value 

Community & Inpatient 
HNCI 

Maintain cost & Volume contracting 
arrangements 

Within existing contract value 
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Financial Implications: It is not yet possible to ascertain accurate financial implications of the 
proposed service model and this is further work which will be undertaken during the 
consultation process.   No additional cost pressures are envisaged as a result of the proposed 
recommended service changes.  The initial financial assumptions regarding the proposed service 
changes have been highlighted in the table above outlining the proposed commissioning 
intentions. 
Key areas that require immediate further work include: 
 

• Scoping of potential efficiencies to be released from shift of activity over three years 
• Efficiencies released from decommissioning and redesign of services 
• Cost of shifted activity in mainstream services 
• Costs of re-tendered service provision 

 
It is recognised that there is potential to release productivity and efficiency savings from the 
proposed service changes.  Such efficiencies will be prioritised in the following areas: 
 

• Reinvestment in the expansion of HIV testing  as the key HIV prevention strategy across 
LSL 

•  Investment in mainstream services to increase capacity required to manage with shift 
from specialist HIV services to mainstream services 

• Reinvestment into the HIV care pathway to mange growth in new infections 
• Efficiencies required as a reduction to the Comprehensive Spending Review 

 
Consultation Process:  The service model and commissioning intentions proposed in this report 
are open for three months public consultation from the 7th November 2011 until 6th February 
2012.  A list of consultation questions can be found in the report which stakeholders are invited 
to comment on.  As part of the consultation process six public events targeted at stakeholders, 
patients and public are being held across LSL on the following dates:  

• 9th December 2011, 9.30am-12.30pm, Guys Hospital, Robens Suite, 29th Floor, Tower 
Wing, SE1 9RT 

• 12th December 2011, 2-5pm, Assembly Rooms, Lambeth Town Hall, Brixton Hill, SW2 1RW 
• 13th December 2011, 9.30am-12.30pm, Committee rooms 1 & 2, Civic Suite Lewisham 

Town Hall, Catford, SE6 4RU 
• 5th January 2012, 6-9pm, , Guys Hospital, Robens Suite, 29th Floor, Tower Wing, SE1 9RT 
• 9th January 2012, 6-9pm, Assembly Rooms, Lambeth Town Hall, Brixton Hill, SW2 1RW 
• 10th January 2012, 6-9pm, Committee rooms 1 & 2, Civic Suite Lewisham Town Hall, 

Catford, SE6 4RU 
 
In addition, focus groups are currently being arranged across LSL to ensure effective engagement 
with PLHIV.  An initial Equality & Equity Impact Assessment Screening has been completed which 
will be expanded on in more detail during the consultation phase. 
 
A list of consultation questions can be found in section 6 of this report. All consultation 
responses should be emailed to Patricia.Riley@lambethpct.nhs.uk by 5pm on 6th February 2012.   
 

mailto:Patricia.Riley@lambethpct.nhs.uk


Review of HIV Care & Support Provision (LSL) – November 2011                                                                              
 

 

10 
 

Chapter 1:  Introduction 

1.1  Rationale: 
 
HIV remains an important public health issue both worldwide and in the UK, but especially in 
London where new cases represent just under 50% of the total national caseload.  Lambeth, 
Southwark, Lewisham (LSL)  have some of the highest levels of HIV in the country and together 
constitutes 23% of the total London caseload of diagnosed HIV (Lambeth 10%, Southwark 8% and 
Lewisham 5%).  Due to the high level of local need, LSL Commissioners are in the process of 
reviewing and remodelling the HIV care pathway across prevention, treatment and care.  A 
previous review of local HIV prevention identified normalisation and expansion of HIV testing 
and linkage to treatment as a local priority.  This subsequent project reviews local HIV care and 
support services to ensure that LSL provision is modernised to reflect the changing needs of HIV 
positive patients in line with epidemiological changes of HIV and biomedical advances of 
treatment. 
 
Treatment advances have transformed HIV from an almost universally fatal illness to a 
manageable chronic condition, if diagnosed early. However, some individuals will continue to 
have complex medical and social needs which impact on health outcomes and onward HIV 
transmission. Additionally, new HIV diagnoses are increasing with an 8% average annual increase 
in numbers diagnosed and accessing care. This raises a major concern in terms of managing a 
larger HIV positive population with changing needs and within existing financial envelopes. 
 
Whilst specialist HIV treatment centres are funded by the London Specialised Commissioning 
Group, PCT’s and Local Authorities make considerable investment into additional non-HIV 
treatment support services and the time is now right to review the current portfolio of 
commissioned services to ensure that LSL has an appropriate portfolio of modernised, outcome 
focused services in place to meet the current and future needs of a changing HIV positive 
population.   
 
This review began in summer 2011 and will inform commissioning intentions and therefore 
service models from April 2012 and beyond.   
 
1.2  Aims & Objectives: 
 
This project aims to review local HIV care and support services to ensure that LSL provision is 
modernised to reflect the changing needs of HIV positive patients in line with epidemiological 
changes of HIV and biomedical advances of treatment.  The objectives of the review were to: 

 
• Carry out a comprehensive needs assessment for care & support needs of HIV positive 

service users reflecting the changing face of HIV as a long term condition 
• Review current provision of HIV care & support services to identify gaps and the 

effectiveness of current provision  
• Identify future commissioning intentions for LSL services commissioned by PCTs and Local 

Authority AIDS Support Grant funded services 
• Review current investment & release efficiencies for re-investment in HIV test & link 

strategies 
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• Mainstream HIV care & support within generic health & social care where appropriate as 
part of the normalisation agenda and recognition of HIV as a chronic long term condition. 

 
1.3 Governance:  
 
This project is accountable to a project Steering group that has been set up across LSL. This group 
is chaired by Ruth Wallis, Lambeth DPH and membership includes LSL Sexual Health (SH) & HIV 
Commissioners, representatives of all LSL Public Health departments, Local Authority 
Commissioners, Clinical leads from all Local HIV Treatment Centres and NHS Patient & Public 
Engagement Leads. This group reports progress to the LSL Sexual Health & HIV Programme 
Board.   
 
In addition to the core steering group a Service User Reference Group (SURG) comprising of LSL 
residents living with HIV has been formed to shadow the Project Steering Group to ensure that 
the service user ‘voice’ is central to all stages of this review.   This group intends to continue 
through the consultation and implementation stage to facilitate coproduction and engagement 
with local people living with HIV in the design of future service provision.  
 
Recommendations for future commissioning intentions will be made to PCT Clinical 
Commissioning Boards and Local Authority Commissioners across LSL  
 
1.4 Scope and Service Portfolio: 
 
This project has focused on reviewing the portfolio of HIV Care & Support services (excluding 
Specialist HIV treatment services) commissioned across LSL.  
 
The services within the portfolio under review include: 
 

Service Name Provider Description 
CASCAID SLAM Special HIV Mental Health Service providing 

psychological (including counselling) , psychiatric and 
case management support for adults & children 
infected and affected by HIV 

HIV (Clinical 
Nurse 
Specialists) 

GSTT 
(community 
Contract) 

Case Management and ongoing medical support for 
people living with HIV 

South London 
HIV Partnership 

Partnership of 
voluntary 
sector 
agencies 

Provision of comprehensive care & support services 
through  including advice & advocacy, counselling, 
service user feedback, health trainers & peer support. 

Family Support Positive 
Parenting & 
Children 

Providing family support services including Peer 
support through a social work model (case 
management) for infected and affected parents and 
children and adolescents  

Mildmay- 
Residential 

Mildmay Services for HIV related cognitive impairments & HIV 
related rehab 
 

Mildmay- Day 
Care 

Mildmay Services for HIV related cognitive impairments & HIV 
related rehab   
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Peer support African 
Advocacy 
Foundation 

Muslim Peer support service  

Peer support London 
Ecumenical 
Aids Trust 
(LEAT)  

Christian / Faith based Peer support service  

   
An outline of contract values, funding sources and activity levels for this portfolio of services can 
be found in Appendix A. 
 
During the course of this project it has become increasingly difficult to remain focused on these 
specific services without considering the wider health and social care needs of people living with 
HIV (PLHIV).  The wider needs of PLHIV crosses over both generic health and social care needs 
including primary care and social care and the more specialist provision of HIV treatment 
centres.  Although these services are not included in the portfolio of services under review there 
are clear interfaces that need to be considered and as a result direct impacts from future service 
changes and recommendations.  For this purpose these services have been considered in the 
future proposed service models for HIV care and support services and will need to be explored 
further with relevant commissioners to ensure the whole care pathway works and operates in 
partnership and shares a consistent vision for the provision of care locally.  
 
To aid the project development a table of identified service user needs has been mapped against 
what is within or out of scope of this project (see Appendix B).   
 
In addition, it should be noted that the portfolio of services does not include all social care 
funded services for PLHIV (i.e. supported housing) as these services sit within a separate 
commissioning portfolio.  
 
1.5 Financial Context: 
 
This project is being conducted at a time of immense financial pressure on both health and social 
care, which although not a driver for this work must be taken into account.   As a result of the 
Comprehensive Spending Review 2011, Local authorities are facing reductions in grants in the 
region of 28% by April 2014.  In addition, the NHS are required to make £20bn efficiency savings 
nationally over this same period of time whilst also dealing with increasing demands on service 
due to increasing and ageing populations.   
 
The portfolio of services being reviewed within this project are funded by both health and local 
authority monies.  It is currently unclear on how specifically these financial pressures will 
translate in terms of the current financial envelopes from each Local Authority and PCT funding 
levels, however the following assumptions can be made: 

• Local Authority contribution’s may reduce by 28% by April 2014. This would translate to 
an estimated 3.5% reduction on the current total financial envelope invested in HIV care 
& support services across LSL. 

• Both increased detection of HIV as a key local prevention strategy and the ageing 
population of PLHIV as a result of improved life expectancy will result in growth in the 
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numbers of PLHIV.  Therefore efficiency and productivity savings must be released for 
reinvestment across the HIV care pathway to deal with this growth in demand.   

 
1.6  Project Outline & Report Purpose: 
 
The purpose of this report is to catalogue the composite stages of the project which include:  
 

• Review of Epidemiology 
• Needs and Evidence Review  
• Service Review  
•  Proposed Future Service Model & Commissioning Intentions     

 
This report provides stakeholders with the details of the finding from the review and presents 
the vision for the future service model and commissioning intentions for implementation of this 
model for public consultation.   
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Chapter 2.  Epidemiology: People living with HIV in LSL 

 
Lambeth, Southwark and Lewisham (LSL) have some of the greatest numbers of HIV positive 
individuals in the UK.  Based on SOPHID in 2009, the 6,400 patients in LSL accounted for 
approximately 11% of the total caseload in England and 23% (almost one quarter) of all cases in 
London (Fig 2.0). For people aged 15 – 59 years, the prevalence of diagnosed HIV in 2009 was 
1.3% in Lambeth (highest in the UK), 1% in Southwark (2nd highest in the UK) and 0.7% in 
Lewisham (8th highest in the UK), all of which are significantly higher than the average prevalence 
of HIV in London at 0.5%. Furthermore, undiagnosed HIV is estimated to account for one in three 
infections in London.  
 
Fig 2.0: Percentage of persons with HIV, by residential locality in England 2008 (based on SOPHID)  

 
 
2.1 Population Demographics of PLHIV 
 
Lambeth had 2,844 residents accessing HIV care in 2009 - 2,294 males and 550 females; the 
highest PCT number in the South East London (SEL) sector and equating to a prevalence rate of 
10 per 1000 population (16 and 4 per 1000 population for males and females respectively). 
Compared with 2008, increased rates were seen in both male (4% increase) and female patients 
(1%). In both sexes, most people accessing HIV care were in the 35-44 age group. The highest 
numbers of patients were white males and black African females. In terms of route of infection, 
the largest proportion Lambeth’s HIV positive population was infected via the Men who have Sex 
with Men (MSM) route (63%, n=1,778). Infection via heterosexual transmission was responsible 
for 28% (n=788). Other routes of infection accounted for a further 3% (n=99). 

 
Southwark had 2,197 residents accessing HIV care in 2009 - 1,597 males and 600 females; the 
second highest PCT number in the SEL sector and equating to a prevalence rate of 11 and 4 per 
1000 population for males and females respectively. Compared with 2008, increased rates were 
seen in both male (4% increase) and female patients (3%). In both sexes, most people accessing 
HIV care were in the 35-44 year group. The highest numbers of patients were white males and 
black African females. Southwark also had the highest known HIV prevalence rate in Caribbean 
males in the SE London sector. In terms of route of infection, the largest proportion of 
Southwark’s HIV positive population was infected via the MSM route (52%, n=1,135). Infection 
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via heterosexual transmission was responsible for 39% (n=860). Other routes of infection 
accounted for a further 4% (n=85). 
 
Lewisham had 1,330 Lewisham residents accessing HIV care in 2009 - 804 males and 526 females, 
the third highest PCT number in the SEL sector and equating to a prevalence rate of 5 per 1000. 
Compared with 2008, increased rates were seen in both male (4% increase) and female patients 
(1%) and as in Lambeth and Southwark, most people accessing care were in the 35-44 age group. 
The highest numbers of patients were white males and black African females. In terms of route 
of infection, unlike Lambeth and Southwark, the majority of patients resident in Lewisham were 
infected via heterosexual transmission (57%, n=759) with MSM infections accounting for 35% 
(n=469). Other routes of infection accounted for a further 4% (n=54). 
 
It is acknowledged that current national surveillance data for HIV (and hence figures above) do 
not include individuals aged over 59 who are diagnosed with HIV, highlighting a gap in local 
knowledge regarding the need of older people living with HIV.  To address this gap, the HPA has 
provided LSL with the current snapshot of people living with HIV in LSL aged over 60 (fig 2.1a) for 
service planning purposes. 
 
Figure 2.1 a:  Residents of LSL aged 60+ living with diagnosed HIV 
 
 PLHIV aged 60-64 PLHIV aged 65+ 
 Male Female Male Female 
Lambeth 53 9 32 14 
Southwark 36 11 29 7 
Lewisham 15 11 21 6 
 
Annually there were between 550-600 new diagnoses among LSL residents. While heterosexually 
acquired diagnoses have steadily decreased since 2004, new diagnoses for MSM have remained 
stable. These local trends are in line with trends across England and the decrease in 
heterosexually acquired infections, largely acquired in sub-Saharan Africa, is thought to be due to 
changes in national immigration regulations.  
 
In terms of route of infection for patients resident in LSL in 2009, the MSM group accounted for 
53%, followed by heterosexually acquired infections (38%). Other infection routes only 
accounted for only 9%, of which the route of infection was unknown in 5% of cases.  People of 
different ethnic groups living with HIV are likely to have acquired their infections via different 
routes. In 2007-2009 in SEL, MSM was the most common route of acquisition for white males 
(82%), while black African patients of both sexes were more likely to have been infected via 
heterosexual transmission (90% of all infections in those of BA ethnicity). The majority of black 
Caribbean patients were infected via sex between men and women (55%) but there was also a 
significant number in the black Caribbean male population who were infected via MSM (40%).  
 
There is a distinct residential area distribution for both groups. The MSM epidemic is largely 
concentrated around north Lambeth and Southwark (which has a large resident MSM 
community, up to 16% of the male population in Lambeth) and clustering in these areas is likely 
to continue. In contrast, the residential distribution of black Africans HIV is more dispersed 
across LSL, with higher concentrations around mid Lambeth and Southwark, and Northern and 
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Southern Lewisham. The distribution of black Africans living with HIV is largely congruent with 
the most deprived areas in LSL.  The map below shows the diagnosed HIV prevalence in persons 
aged 15-59 years by Middle Layer Super Output (MSOA) level. In particular, the northern parts of 
Lambeth and Southwark had a diagnosed HIV prevalence greater than 1%, making HIV a common 
chronic condition in those areas. 
 
Fig 2.1b: Map HIV Prevalence in Lambeth, Southwark and Lewisham by Middle Layer Super 
Output Area (MSOA) 

 
 
2.2 The Changing face of HIV 
 
Anti-retroviral therapy (ART) has transformed HIV infection from a fatal disease to a chronic 
infection.  ART is highly effective but also expensive; based on 2009 cost estimates, the lifetime 
drug treatment cost total £200,000 - £360,000 per patient.  Today, people diagnosed and treated 
in the early phase of HIV infection can expect a near normal life span with fewer side effects 
compared to earlier drug regimens. Consequently, services are seeing fewer people with AIDS 
defining conditions and the need for inpatient care has declined significantly with the service 
needs of most patients having changed to an outpatient model.  Figure 2.2 illustrates this 
reduction in AIDS defining illnesses and deaths over the last decade. 
 
Fig 2.2a: Number of new HIV cases, AIDS diagnoses and deaths among PLHIV, by year of 
diagnosis in London, 1994 – 2009 
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A key feature, aside from the growing numbers, is the shift in age distribution of the cohorts. 
Since 2000, there has been a significant increase in the number of 35 to 49 year olds and older 
adult patients. This is a function of the shift in age distribution of new diagnoses and improved 
life expectancy associated with the wide availability of ART.  The age distributions show clear 
signs of an ageing cohort. The number of older patients is likely to grow substantively over the 
next 5- 10 years, as the high numbers of patients in older age groups (40-49 years in 2009) are 
ageing (Figure 2.2b). Of particular concern is the rapid increase in patients over 50 years, 
(approximately 1,000 patients in 1999; 5,000 patients in 2009), as these patients are likely to be 
affected by both long-term ART side effects and age related chronic conditions. 
 
Figure 2.2b: Age distribution of patients accessing HIV care in London, 1999, 2004, 2009; and 
estimated for 2014 

 
 



Review of HIV Care & Support Provision (LSL) – November 2011                                                                              
 

 

18 
 

There is increasing evidence on the incidence and prevalence of co-morbidities in long-term 
treated patients (e.g. ART side effects, drug-drug interaction, co-infections) in addition to 
common age-related co-morbidities of an ageing patient population (e.g. cardio-vascular disease, 
chronic obstructive pulmonary disease and diabetes), leading to a need to manage HIV as a long-
term condition with greater involvement of primary care, particularly as the number of patients 
aged over 55 years will increase rapidly over the next 5-10 years.  
 
The second key observation is the increase in patients aged 15-24 years, which is likely to be a 
cohort effect from children with HIV growing older rather than new diagnoses. Transitional care 
planning (from child to adult HIV services) for this cohort is challenging and will require some 
consideration.  Overall, there is cohort complexity amongst adolescents living with HIV, and early 
data from small numbers suggests that multidisciplinary transition services can improve 
healthcare experiences for young people.  
 

2.3 Late Diagnosis 
 

Late diagnosis (diagnosis with a CD4 count <200 who will have had the infection for at least 
seven years) is the most important factor associated with HIV realted morbidity and mortality. 
Late (CD4 <350cell/mm3) and very late (CD4 <200 cells/mm3) diagnosed HIV is associated with 
significantly worse health outcomes,  unplanned complex care needs and high health services 
costs. In 2009, approximately one in four new HIV diagnoses overall in LSL was made very late, 
just under half were late, and there were no statistically significant differences between the 
PCTs. However, in terms of numbers, Lambeth had approximately twice as many new diagnoses 
compared to Lewisham.  Across LSL there were approximately 130 very late diagnoses in 2009.  
There are higher rates of late diagnosis across LSL within Heterosexual/Black African 
Communities in comparison to MSM. Late diagnosis data highlights the importance of expanding 
testing especially in high prevalence areas to ensure earlier diagnosis. 
 

2.4 Usage of Treatment Services 
 
2.4. 1  Specialist HIV Services 
 
HIV treatment services are primarily provided through hospital-based consultant-led specialist 
services commissioned by the London Specialist Commissioning Group on behalf of PCTs and all 
services are open access. Most patients are managed through outpatient care provided by multi-
disciplinary teams with a focus is on viral load suppression and protecting immunity.  The 
following patterns of service use in LSL residents can be observed (Source SOPHID and NHS 
Lambeth): 
 

• Just over half (53%) of all LSL HIV positive residents attended treatment providers within 
LSL. 

• For heterosexual (mainly black African) LSL patients, three quarters (78%) attended 
treatment with local providers in LSL. 
 For heterosexual Lambeth and Southwark patients, Guys and St Thomas’ Trust 

(GSTT) and Kings College Hospital (KCH) were the main chosen treatment 
providers. 
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 University Hospital Lewisham (UHL) was the main service provider for 
heterosexual patients resident in Lewisham. 

• Just over a third (35%) of LSL MSM patients attended LSL providers. 
 Around half of LSL resident MSM patients attended North West London (NWL) 

treatment providers. 
 GSTT, followed by KCH were the primary LSL MSM local treatment providers. For 

Lewisham resident MSM, UHL accounts for under 10%. 
 
2.4.2 Local HIV Service Profile 
 
The local HIV Treatment Centres in LSL (Kings, GSTT and Lewisham) were requested to submit a 
12 month data picture for LSL against the Four Faces of HIV model; comprising Stable, Co-
morbid, Complex Social and Wild Card. This framework has predominantly been used by HIV 
Treatment Services to define clinical indicators; however it has provided a useful framework to 
define and quantify HIV complexity for the purposes of this Needs Assessment. Resource 
constraints within some services posed challenges in gathering consistent data across all three 
local HIV treatment services. Please refer to the table below:  
 
Fig 2.4.2a: Local Service Profiles based on 12 month data picture 2010/11  
 Kings 

-Caldecot 
% (actual numbers) 

GSTT  
-Harrison Wing  

% (actual numbers) 

Lewisham  
-Alexis 

% (actual numbers) 
Total numbers of LSL residents 
accessing HIV treatment (A) 

1554 1704 405  

LSL population- % male    59%  68% * 36% 
LSL population- % female   41%  32%  64% 
% of LSL population on treatment  84% (1305) 72% (1226) Missing data 
Stable on treatment %  
CD4 count >200 / VL < 20 or 
undetectable (B) 

75% (978)  74% (907) 67% (271) 

Stable not on treatment (CD4 > 400) (C)  11% (171) 21% (358) Missing data  
Total stable population of those on / off 
treatment as % of total LSL clinic 
population) (B+C as % of A) 

74% (1149) 74% (1265) Missing data 

‘Complex’ on treatment (CD4 < 200; VL 
> 20) 
or in support clinics   

~ 30% ~30%  ~11%  

*67% of GSTT males are MSM  
 

The following conclusion can be drawn from this data:  
• Greater than 70% of LSL residents using local HIV Treatment clinics are on anti retroviral 

treatment (ARVs)   

• An average of 72% of those on ARVs are stable as indicated by viral load (VL) 
measurements and CD4 counts greater than 200  

• An average of 16% of LSL residents accessing local treatment centres are stable and not 
on treatment as indicated by CD4 counts > 400 
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• An average of 24% of the patient cohort at treatment centres have more complex needs 
associated with their HIV infection as indicated by their lower CD4 counts (<200) and 
detectable VL including adherence to treatment; co-morbidity (co-infection) and ongoing 
social issues including housing, family, poverty and immigration  
 

It should be noted that these figures are only indicators of complexity, it is acknowledged 
that there is an overlap amongst these groupings, i.e. a patient may have a CD4 count greater 
than 200 and be stable on ARVs but who may require intense support in terms of co-
morbidities or adherence.   
 
Similar modelling of complexity is currently being carried out nationally as part of the 
development of Payments by Results (PBR) for HIV, it will be important to use this work as 
another indicator of complexity when this is available. 
 

2.4.3 Social Care 
 
Availability of data on the numbers of individuals accessing social care living with HIV is variable 
across Lambeth, Southwark & Lewisham.  At the time of this review, data was only available from 
Lambeth Local Authority which has been detailed below as indication of the extent of social care 
needs of PLHIV.   
 
During 2010/11, a total of 116 individual living with HIV received some form of social care 
support.  Of those, 90% were of working age, and 7 out of 10 were aged 40-59 years olds.  There 
were a total of 4 deaths (less than 0.5% of PLHIV receiving care) during this time period, all of 
whom were aged 40 years or over. The graph below shows the age and gender of those PLHIV 
receiving social care in Lambeth. 
 
Fig 2.4.3a Gender & age breakdown of PLHIV in Lambeth receiving social care support 
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In terms of types of social care support provided, the most common intervention provided to 
PLHIV in Lambeth during this time period was Professional Support.  The graph below shows a 
breakdown of the type of social care provision provided to PLHIV in Lambeth. 
 
Fig 2.4.3b: Breakdown of social care provision to PLHIV in Lambeth 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
2.4.4 Primary Care 
 
Historically, primary care services have not been significantly involved in HIV care in the UK. 
However, with increasing patient numbers and changing needs associated with an ageing patient 
population and HIV having become a manageable long-term condition, the role of primary care 
services in the co-management of HIV positive patients needs to be developed much further. 
 
A newly developed data source in LSL uses primary care clinical information to describe the 
number of diagnosed, disclosed and coded (DDC) HIV patients in primary care practices across 
LSL, to inform greater primary care involvement in clinical and non-clinical HIV care and support. 
 
The map below shows the number of people with diagnosed HIV in LSL at MSOA level, and the 
number DDC patients registered with individual primary care practices across LSL (dots). Key 
findings are that there are high levels of disclosure in primary care  and that several practices in 
Lambeth and Southwark have a registered and disclosed HIV patient population rivaling the 
numbers in smaller London HIV treatment centres.  
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Fig 2.4.4 a: LSL number of patients with coded HIV infections per GP practice, February 2011 
compared to the number of patients accessing HIV care by MSOA of residence 2009 (source: NHS 
Lambeth). 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

Epidemiology: Key themes & implications for future planning: 
 

• LSL have some of the highest rates of HIV prevalence in the country 
• There are two main routes of infection and subsequently two local communities 

affected by HIV; Men who have sex with men (MSM) and Heterosexual Black 
Africans.  

• MSM communities predominately reside in the north of Lambeth & Southwark, 
whereas the Black African Communities are more widely dispersed with higher 
concentrations around mid Lambeth & Southwark and the North and South of 
Lewisham. 

• Current growth in new diagnosis is 8% year on year. 
• It is projected that the number of PLHIV will continue to increase as a result of 

increased detection and improved life expectancy.  As a result, the number of 
older patients is likely to grow substantively over the next 5- 10 years 

• HIV is a manageable chronic condition and PLHIV if diagnosed early, can expect a 
near normal life expectancy. There is therefore a need to develop a model of care 
for HIV in line with other long term conditions. 

• Nearly half of all new diagnoses are diagnosed late. 
• 78% of LSL Heterosexuals living with HIV access their care locally. 
• Only 35% of MSM access their care in LSL.   
• Initial modelling of complexity suggests that over 70% of PLHIV are stable. 
• Diagnosis and disclosure in primary care is high across LSL & increasing 
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Epidemiology, People living with HIV: Consultation Questions: 
 
1) Are there any emerging groups of PLHIV within LSL that have not been identified in 

the local epidemiology that need to be taken into account in service planning? 
Please provide details. 

 
2) Do you agree with the key themes of the epidemiology (see box above)? If no, 

please provide details. 
 

3) Are there any additional epidemiological needs that should be taken into account 
for future planning? 
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Chapter 3.  Needs & Evidence Review 

An evidence and literature review of the care and support needs for HIV positive people was 
commissioned as part of this project. Literature, models of care, policies and guidelines from high 
income countries, particularly the UK and Australia, were reviewed.  It is noted that the evidence 
base for relevant care and support interventions is very limited, and the majority of evaluations 
did not sufficiently detail service provision, did not use robust methodologies (i.e. randomised 
control trials) and did not investigate cost-effectiveness.  However, this must be taken as 
highlighting the lack of research and evidence in this field and should not be confused with non 
effectiveness for such interventions.  This section summarises the key findings from this 
component of the review. 

3.1 Needs of PLHIV 

Evidently, the needs of HIV positive people have changed over time, reflective of the increased 
life expectancy and improved quality of life associated with antiretroviral therapy (ART). 
However, the presence of HIV increases the risk of developing psychological problems, and of 
those HIV positive people presenting with psychological problems the main reported issues 
include anxiety, depression and self-confidence. The needs identified can be quite specific, for 
example issues around neuro-cognitive impairment, sleeping and eating problems or generic 
needs including housing, employment and immigration. Care and support needs may overlap 
between generic and HIV-specific needs and issues such as mental health problems, may be a 
precursor to HIV, as well as a consequence of the infection.  

LSL’s HIV positive population is likely to experience all the above, but additionally there are 
differing care and support needs for men who have sex with men (MSM) and black Africans (BA).  
Psychological support and substance abuse are important concerns for MSM. Whereas, the BA 
population is more affected by social isolation, access to housing, money concerns, 
unemployment and stigma.  

Figure 3.1a: Percentage of respondents who reported a problem, results from the What do you 
need? Study: 2007-2008 
 

Identified Needs Gay/bisexual 
(n = 1,217) 

Black African 
(n=258) 

Alcohol and drugs 30% 12% 
Anxiety and depression 73% 65% 
Discrimination 36% 40% 
Eating and drinking 40% 48% 
Family relationships 27% 39% 
Friendships 44% 38% 
Household chores & self-care 35% 40% 
Housing and living conditions 18% 54% 
Immigration <1% 42% 
Knowledge of HIV 9% 16% 
Looking after children  <1% 24% 
Mobility 26% 40% 
Money 27% 65% 
Partner relationships 27% 23% 
Self confidence 72% 64% 
Sex 71% 57% 
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Skills and training opportunities 48% 82% 
Sleep  71% 60% 
Taking anti-HIV treatments 29% 25% 
Work  23% 50% 

The care and support needs of HIV positive people vary over time particularly at significant points 
in an individual’s disease progression (i.e. diagnosis, starting treatment, pregnancy, co-
morbidities).  Therefore services need to be flexible and responsive across the life span of the 
condition, with an emphasis on independence and self-management. HIV training for 
mainstream health care workers would assist in ensuring all services are of relevance to PLHIV, 
and would normalise this prevalent chronic disease. 

3.2 Review of Evidence 

The following table summarises the evidence reviewed for Care & Support models for PLHIV and 
notes the strength of the evidence available as strong, moderate, and weak.  The interventions 
found to have the strongest evidence were case management, peer led programmes and 
psychological support. 

Table 3.2a: Evidence for care and support services for PLHIV  
 

 Service 
[strong, 
moderate or 
weak 
evidence] 

Evidence  Outcome 

Case  
Management  
[strong 
evidence] 

A RCT established that case management resulted in increased and earlier ART 
enrolment and use of antibiotic prophylaxis. A controlled and representative national 
study of HIV care showed that having a case manager was associated with a greater 
likelihood of receipt of any HIV primary medical care (HIV Cost and Services Utilization 
Study (HCSUS)). 

Encouraged early use 
of ART, antibiotic 
prophylaxis and 
primary medical care 

Case management combined with transport, mental health and drug addiction services 
increased access to and retention in primary care, and health services that are tailored 
to the needs of patients lead to better care and improved health outcomes. CORE 
Centre (USA) demonstrated that in a cohort of women with HIV, one or more case 
management encounters per month was associated with increased retention in care, 
and having more than four contacts per month was associated with increased protease 
inhibitor use, increased medication adherence, retention in care, and enrolment in a 
clinical trial. 

Increased access to 
and retention in 
primary care, and 
improved health 
outcomes  

In a cohort of HIV positive injecting drug users in treatment centres, on-site case 
management was associated with increased retention in care, access to housing and 
financial services.  

Improved access to 
and retention in 
primary care, improved 
quality of life 

Community-
based services  
[weak] 

The Hillingdon AIDS Response Trust (charity) provides weekly drop-in information 
sessions, complementary therapies, benefits advice, information/advice and advocacy, 
peer support lunches, social events, and a women’s group. An evaluation of services by 
its members showed that the majority (60%) valued the drop-in service the most, 
followed by benefits advice (57%), Tuesday Lunches (47%) and emotional support (40%), 
information/advice and advocacy (40%), and complementary therapies (40%). 

Emotional support, 
information/advice and 
advocacy, 
complementary 
therapies 
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Internet     
support    
services [weak] 

A US study found that the use of the internet was associated with finding information, 
making social connections, advocacy and escaping. Internet use promoted 
empowerment, augmented social support and facilitated the helping of others. In the 
UK, African people in particular have reported they prefer one-to-one, video and 
interactive services and that, if they do use the internet, they often do so in places 
where confidentiality is a problem, African women were avid readers of HIV information 
websites 

Improved accessibility 
of information and 
augmented social 
support 

The Terrence Higgins Trust Life Plus project includes a web-based health and social care 
support system tailored to individual needs. It also provides an online space where 
people can privately and securely store information about their treatment, for example 
CD4 count.  

Self monitoring and 
taking an active role in 
their care 
 

Multi-
disciplinary 
care [weak] 

A number of multidisciplinary family clinics have been set up in London, which facilitate 
a flexible approach and provide holistic care (limited evaluation). Psychological services 
are an integral component addressing: neuropsychological cognitive impairment 
monitoring; adherence issues; adolescent transition, sexual health; disclosure; and a 
whole range of psychological sequelae to living with HIV. 

Addresses 
psychological issues, 
multiple living needs 
such as immigration 
and housing  

Peer Led 
programmes 
[moderate] 

Peer–led motivational and self-management programmes have been demonstrated to 
be effective in helping service users manage their drug regimes effectively 

Managed drug regimes 
effectively 

The Pan-London HIV Providers Consortium has recommended that peer support should 
be available at particular flashpoints of greatest need – new diagnosis, starting/changing 
treatment, health status changes, and during times of emotional distress, crisis or 
depression. 

Helps people to 
manage their 
treatment 

Although a mental health based peer support programme, the Sea to Sky project in 
Vancouver set up a peer support network in which a peer supporter was paid for their 
input. 

Costs partially offset by 
fewer and shorter 
hospital admissions  

Formalised peer support for mental health, had been introduced and evaluated in the 
United States. (Note, not specifically HIV based) 
 

Enhanced mental 
health care and 
outcomes for service 
users 

A primary care based mental health focused peer support service in Craigmillar, 
Plan2Change, was also evaluated. (Note, not specifically HIV based) 

Positive potential peer 
support could have for 
individuals with 
multiple disadvantages  

Psychological 
support 
(mental health 
services and 
counselling) 
[strong] 

Proven effective when a range of HIV services are all located at the same site as 
counselling and testing. Support includes: neuropsychological cognitive impairment 
monitoring; adherence issues; and a whole range of psychological sequelae to living with 
HIV. 

Improved mental 
health 

Several randomised controlled trials of integrated treatment of both drug dependence 
and HIV. 

Rates of adherence 
approaching the non-
drug-dependent 
population and  
reduction in barriers to 
treatment and care 
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In conclusion, the following interventions have been identified for future implementation: 
 

1. Role of Primary Care & other health professionals- An enhanced role for GPs to manage 
HIV care in partnership with HIV treatment centres and with referral to mainstream 
services (e.g. mental health, services dealing with chronic conditions of ageing) when 
required. However, while this is the direction of travel and some models are available, the 
evidence of best practice is lacking. Many chronic diseases such as diabetes, and some 
mental health illnesses, also require medication adherence to prevent disease sequelae.  
The need to develop the role of mainstream healthcare workers exists to enable 
practitioners to recognise and respond appropriately to the care and support needs of 
HIV positive people. 

 
2. Psychological support and peer led programmes – people need access to the full range 

and levels of psychological support as well as peer support from HIV interest groups at 
certain times during the course of the disease. Evidence from mental health services 
shows that a move to structured, planned peer support offered by paid peers, in contrast 
to informal, poorly evaluated, drop-in and unstructured services can improve mental 
health and lead to better adherence to treatment. However, there is no evidence about 
whether this support is best provided in an HIV-specific or generic setting, but it has been 
noted, however, that HIV specific services are often a popular source of support because 
of their flexible opening hours.   
 

3. Adherence- There is evidence that care and support can improve treatment adherence; 
increase access to services which manage opportunistic infections; reduce numbers lost 
to follow-up; improve physical wellbeing and quality of life; contribute to lower mortality; 
improve social support; and reduce stigma and discrimination. 

 
4. Case management – for non-adherent PLHIV, often with co-existing social problems. The 

effective management of the varied and complex care and support needs of PLHIV will 
require enhanced communication and support from treatment based models of care. 

 
3.3 Learning from other Long Term Conditions (LTCs) 
 
A rapid literature review of reviews of models of care for other Long Term Conditions was 
conducted to inform how this learning could be applied within HIV care & support service 
developments.  The review identified: 

 Generic care issues in the case of long term conditions  
 Best LTC management practices  

 
The key findings of this review were: 

• There is a need for more integrated working between the NHS and social care to achieve 
good outcomes (i.e. reducing hospital admissions) and to make best use of resources 
across all Long Term Conditions management.  It requires better working relationships 
between social and health care providers, simpler care pathways & minimising 
organisational barriers between agencies.   
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• There is a need for Mental Health and Physical health providers to work closely together 
to deliver more integrated and cost-effective care to people with co-morbid physical and 
mental health problems.  This includes the need for : 
 Community teams, who can play an important role by being more proactive in 
engaging with the care of patients after admission, and by planning how and when 
patients with LTC can be discharged and supported in the community.  
 Standard mental health interventions such as cognitive-behavioural therapy (CBT) 
can be used to address the psychological component of the chronic illness  
 Prevention of mental health problem associated with chronic illness requires 
investing in preventive work and services that promote recovery and independence. 

 
• Self management: A patient’s ability to self manage develops as part of the process of 

adaptation to the diagnosis of the chronic condition and it takes place over time. To 
support the development of the patients’ self management capacity key areas of service 
development  should be addressed: 
 Improving health professionals’ skills to support self-management. This may 
include additional training in the competencies for shared decision making between 
doctor and patient 
 Improving the provision of information about long-term conditions and the local 
services available and guidance on how to access these services.  Information should 
be provided in many formats & as early as possible involving care co-ordinators, 
nurses, or fellow patients. 
 Exploring the potential role for assistive technologies (ranging from adaptations of 
the home, to use of email, text messaging and internet-based health services) to 
facilitate self management across many different age groups 
 

• Peer led programmes offer a means by which service users’ own experience can be 
employed to help others through distress, and also presents opportunities for people 
using services to get into paid work as part of their recovery journey.  

 
• Adopting a multidisciplinary approach to the management of patients with complex 

chronic illness.  Evidence and experience suggesting that health care systems that 
combine multidisciplinary teams and risk assessment of deterioration, self-management 
support and clinical information systems can lead to better management of patients with 
chronic illness. 
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Needs & Evidence Review: Key themes & implications for future planning: 
 

• There is limited evidence available on HIV care & support models of care, 
however this is a reflection on the research, not on the need for or effectiveness 
of services. 

• The needs of PLHIV span across generic health and social care needs and specific HIV 
related needs. 

• The needs of MSM and Heterosexual Black Africans vary significantly. 
• Individual’s care needs change at different points of disease progression. 
• There is strong evidence for interventions that support adherence, case management, 

psychological and peer led support and mainstreaming services within wider health and 
social care services. 

• Learning from other LTCs supports models for integration across health & social care, 
psychological support,  self management, peer led interventions, and stronger multi-
disciplinary working for complex cases 

Needs & Evidence Review: Consultation Questions: 
 
4) Are there any additional needs of PLHIV within LSL that have not been identified? 

 
5) Are there any additional interventions that the evidence review does not capture 

that should be considered for future planning? 
 
6) Do you agree with the key themes identified in the needs and evidence review 

(refer to box above)? If no, please provide details 
 

7) Are there any additional implications for future planning that have not been 
captured? 
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Chapter 4.  Review of Current Service provision 

 
4.1  Portfolio & Processes 
 
LSL PCTs and Local Authorities make considerable investments into HIV Care and Support. 
However, many of the existing HIV Care and Support services (see table 1 below) commissioned 
by Health have evolved over time and therefore it is timely to ensure that they are evidence 
based and responding to the changing face of HIV as a long term condition.  
 
One of the main aims of the service review was to provide a 'stock take' of the existing portfolio 
of specialist HIV Care & Support Services (excluding HIV treatment services).  These are mainly 
health funded, although there are some shared funding arrangements with the Local Authority 
through the Aids Support Grant (ASG) for two services; South London HIV Partnership (SLHP) and 
Family Support  A full breakdown of service portfolio, funding and activity levels is available in 
Appendix A .  
 
The table below shows the portfolio of HIV Care and support commissioned services across 
Lambeth, Southwark and Lewisham reviewed within this project.  
 
Service Name Provider Description Contract Value  
CASCAID SLAM Special HIV Mental Health Service providing 

psychological (including counselling) , psychiatric and 
case management support for adults & children infected 
and affected by HIV 

£1,228,187  

HIV (Clinical Nurse 
Specialists) 

GSTT (community 
Contract) 

Case Management and ongoing medical support for 
people living with HIV 

£479,207 

South London HIV 
Partnership 

Partnership of 
voluntary sector 
agencies 

Provision of comprehensive care & support services 
through  including advice & advocacy, counselling, 
service user feedback, health trainers & peer support. 

£770,220 

Family Support Positive Parenting 
& Children 

Providing family support services including Peer support 
through a social work model (case management) for 
infected and affected parents and children and 
adolescents  

£223, 774 

Mildmay- Residential Mildmay Services for HIV related cognitive impairments & HIV 
related rehab 
 

£714,436 (incl Day 
Services)  

Mildmay- Day Care Mildmay Services for HIV related cognitive impairments & HIV 
related rehab   
 

See above  

Peer support African Advocacy 
Foundation 

Muslim Peer support service  £8000 

Peer support LEAT Christian / Faith based Peer support service  £8000 
 

   
The process within the Service Review has included: 
 Stakeholder mapping of care pathways 
 Social Care Mapping 
 Analysis of current service provision 

 
A summary of the findings from each of these processes is detailed in the following sections.  
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4.2  Stakeholder mapping of care pathways 
 
Two large scale stakeholder mapping events took place along with two smaller meetings 
completed by LSL Commissioners with Lambeth and Southwark Local Authority leads to map 
eligibility criteria, referral mechanisms and service usage for PLWHIV including pathways for 
clients with No Recourse to Public Funds (NRPF).  
 
The purpose of all the stakeholder mapping events was to use a process mapping approach to 
understand the current pattern of service delivery including: 

• How services map across to needs 
• The relationship between HIV-specialist and mainstream services 
• Access and referral routes into services and eligibility criteria 
• Gaps, unmet need and any duplication 
• Situation for people with no recourse to public funds 
• Routes out of services 
• Ideas about how services could be organised and delivered in a better way. 

 
The events were as follows: 
Date Focus  
14.7.2011  Lewisham Local 

Authority/ NHS 
services 

Led by Ruth Hutt, Consultant in Public Health. Attended by 18 staff from 
Lewisham social care, CASCAID, CNS, Alexis clinic, joint commissioning team 
and 1 service user from Lewisham in a 3 hour meeting to map client pathways 
into Social Care including Non Recourse to Public Funds (NRPF). Also outlined 
current generic, specialist HIV and voluntary sector support currently used by 
PLHIV.    
 

19.7.2011 PCT / LA funded 
provider portfolio 

Led by LSL Sexual Health & HIV Commissioners. Attended by 68 people 
including service users. Attended by LSL statutory and third sector service 
providers. 
 

4.8.2011 LB Southwark 
Social Care 
Portfolio and 
Services 

Led by Sexual Health & HIV Commissioning Team with Southwark Physical 
Disabilities Team 
Attended by 1 Senior Commissioning Manager for Children’s Services; 1 
Commissioning Support Officer and 1 Team Leader for the Physical Disabilities 
Team.   
 

8.9.2011 LB Lambeth Social 
Care Portfolio & 
Services 

Attended by the Team Manager and a Specialist Practitioner for Physical 
Disabilities in Lambeth and the Team Manager for the NRPF Team 
 

 
The process for Continuing Care was managed in a discreet meeting with the Lambeth lead 
Commissioner who was able to clarify the process for Lambeth and Southwark, although the 
process for Lewisham is still to be clarified.  
 
4.2.1  Themes identified from the mapping of pathways 
 

i) Knowledge of services 
A recurring issue was the lack of awareness about what services are available. Although there is a 
diverse range of commissioned services from statutory and third sector and covering the range 
of health and social care needs, staff are not always up to date, service information whether web 
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or paper based can be hard to find and referral patterns tend to be on the basis of what staff 
know rather than what is available. While this would be likely to apply to any group of staff 
dealing with any particular issue / illness, steps need to be taken to simplify pathways of care 
based on the services that are commissioned so that users can access services more seamlessly. 
It was noted that if staff find it difficult to navigate their way around the system, it would be even 
more difficult for users who could spend an inordinate amount of time negotiating their way 
around an overly-complex system. 
 

ii) Assessment 
Most services carry out some kind of assessment; however, these vary  and are not recognised 
across different HIV services. Users can spend a lot of their time re-telling their story. Common 
assessment frameworks would be useful so that steps in the process are reduced and access to 
the right service is quicker.   
 

iii) Co-ordination 
Users appear to need to negotiate their way around a large number of services.  Although there 
are good relationships between some services and some shared care arrangements, these can be 
patchy and inconsistent and reliant upon individuals. There is a need to ensure that levels of 
input are commensurate with need and that a case management approach is developed further 
and formalised. This fits very well with the development of advanced practice and CNS roles in 
nursing and is seen by the National HIV Nurses Association (NHIVNA) as a key part of the future 
direction of HIV nursing. 
 

iv) Access 
There was a lack of clarity in referral and access criteria which ranged from self referral to clinical 
services acting as gatekeepers. Additionally, there was a lack of clarity about how people left the 
service and whether / when / how they could return. This issue is related to co-ordination and 
assessment in the previous sections, but there appears to be a need for more clarity about 
criteria and routes-in in order to prevent people being bounced around services or being referred 
inappropriately. 
 
There appears to be a tendency to bypass mainstream services in preference for HIV specialist 
services due a lack of clear criteria as to when it would be appropriate to access a HIV specific 
service.  Borough boundaries and the fact that commissioning is for the local population means 
there is little consistency in what is available across London, this issue we potentially become 
greater with the current policy direction towards more localism. However, this is still potentially 
problematic in London as some people make definite choices to use HIV treatment centres some 
way from where they live. There are also challenges for service providers in keeping up to date 
with the details of service models across the Capital.  
 

v) HIV or mainstream services? 
There was a great deal of discussion about this. On the one hand, there was an 
acknowledgement that HIV is a relatively common condition in LSL and that as such; mainstream 
services need to be able to deal with it as with other common conditions.  This will be an 
increasingly important issue with more HIV testing leading to a larger number of people to look 
after, increased drug costs and less public sector funding generally; and with an older HIV 
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positive population experiencing the conditions of ageing and concurrent long-term conditions, 
HIV physicians will not necessarily be best placed to take care of all their healthcare needs.  
 
On the other hand, HIV services have often developed in response to the stigma and 
discrimination, actual or perceived, in mainstream services, or because the thresholds for those 
services are particularly high, for example, many local authority commissioned social care 
services. However, a recurring theme was the need to engage GPs and primary care more 
generally in HIV as they have expertise in managing long term conditions and can provide or 
refer into other services HIV positive people are likely to need in the future. However, this was 
seen as a medium to long term aim, as despite some notable exceptions, GPs lack the training 
and experience to be confident enough to manage HIV related issues. There were parallel issues 
for mental health services. More training and the development of formalised shared care 
arrangements were called for.  
 
Many of the needs and issues identified including immigration status, housing, welfare benefits, 
childcare and many others are not specific to HIV. There is a debate to be had about where the 
HIV dimension ends and the need becomes ‘mainstream’ and how services can help users access 
what they are entitled to. However, HIV specialist services were also perceived to be ‘safe 
havens’ for care, as there was no need to disclose or explain HIV status. The act of disclosure has 
been identified as a barrier to accessing generic services 
 

vi) Emotional support 
There was a lot of discussion about people’s emotional support needs, how well current services 
are working and what should be commissioned in future.  The mains issues discussed were: 
 What is the definition of peer support and how formalised should this be? There is a need 

for criteria for ‘approved’ services, even if these are not directly commissioned by LSL, but 
how should this be done? 

 What is the role of counselling as opposed to other approaches which make use of 
counselling skills or short term interventions such as CBT? How do these very Western 
approaches fit with the needs of our diverse HIV positive population? 

 There is a need for a much clearer Expert Patient Programme model in LSL. There are 
elements of this in a number of services but a more formalised model could bring 
benefits beyond HIV and address other issues around employment, motivation, self 
esteem, etc. 

 There is a need to be clearer about the roles of a range of organisations and / or staff 
groups involved in providing emotional support. This includes peer support services, 
counsellors, health advisers, health trainers and others.  

 There is a lack of clarity about when a mental health need is HIV specific or when it can 
best be dealt with in mainstream services, particularly given the investment in low level 
mental health services for anxiety and depression in recent years. 

 Although few in number, teenagers in transition to adult services have particular needs 
which need to be addressed? 
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vii) Adherence 
It was acknowledged that adherence is the underpinning issue and that all services contribute to 
this whether directly, e.g. through Directly Observed Therapy, or indirectly by addressing the 
wider issues in a person’s life so that they are more likely to adhere to medication.  Health beliefs 
can play a part in this, as can the fact that a person has very pressing practical issues to deal with 
first, e.g., immigration, housing, etc. 
 

viii) Training 
Training for staff was a recurring issue. In the past, mandatory HIV training at least gave basic 
awareness. Much of this is no longer available and while staff inevitably learn by doing as HIV 
becomes more common in all health services, there is a continuing need for training which 
tackles stigma, builds confidence and normalises HIV.  These training needs have also been 
identified for services outside of health, such as faith leaders, social care and (non-HIV specialist) 
voluntary sector provision. Changes to how training in the NHS is commissioned may provide 
some opportunities to address this. 
 

ix) Other issues & gap analysis 
A number of other issues emerged, and although they were not resolved on the day, they are 
worth noting as potentially difficult or longer term problems: 
 Access to services for people with no resource to public funds. 
 Lack of suitable provision for younger people with brain impairment. 
 Role and appropriate use of Mildmay and the route into the service. 
 Better Links to prevention services. 
 Better use of IT and new technologies in service delivery 
 Location- there is a balance to be stuck between the need for services close to home and 

the need for critical mass to sustain a service 
 Stigma continue to act as a barrier which needs to be addressed.  The fear of stigma and 

discrimination is often a bigger problems than actuality, however this is an issue that is 
not mirrored to the same extent as other LTCs.  This highlights the need for training and 
other interventions needed to challenge stigma and normalise HIV. 

4.3  Statutory Social Care Provision 
 

In total three separate meetings were held with Local Authority representatives in Lambeth, 
Southwark and Lewisham between July and September 2011. The aim of the meetings were to 
increase health commissioners understanding of Social Care service provision, with particular 
emphasis on referral processes, eligibility criteria, service portfolio, staffing and funding streams 
and the pathways for people with No Recourse to Public Funds (NRPF).   
 
4.3.1 Findings from mapping of Social Care Provision 
 
The following key findings were identified:  
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i) Referrals process 
 

Access to social care is through referral, either self referral or a referral from another service. 
There are a range of reasons why individuals may be referred including:  

• Safeguarding issues 
• Mental capacity 
• Children & family issues 
• Housing 
• Care at home needs 
• Community care assessment after hospital discharge 
• Carers’ assessment 

 
Referrals are generated by Health Providers; HIV Specialist services; HIV Clinical Nurse Service 
(CNS), CASCAID, General Practice and the Voluntary Sector i.e. through providers such as Family 
Support and Mildmay.   

 
Local Authorities also have Hospital Discharge Teams located within Acute Hospital Trusts and 
will manage referrals into Social Care as part of discharge planning.  
 

ii) Assessment of Need  
 

Within Lambeth and Southwark, social care referrals (including those for PLWHIV) are managed 
by Specialist Disabilities Teams and in Lewisham by the Social Care Advice & Information Team 
(SCIAT) which passes people through to social workers or to an external agency if appropriate.  
All clients have universal access to ‘advice and information’ and their eligibility for funded 
services (care packages) is assessed through a ‘FACS’ (Fair Access to Care Services) Eligibility 
Assessment which is completed within 28 days of referral.  

 
Services are provided under the headings of re-ablement (e.g. after hospital stay), assessment & 
support planning, safeguarding & ‘complex’. 
 
Eligibility for funded care packages is based on the assessment of need either: moderate or 
substantial / critical: 

• Clients with moderate needs are sign-posted to voluntary service provision (i.e. 
Hestia Housing; Advice and Advocacy) but records are kept on team lists and 
followed up annually.  Clients can contact teams directly if their situation changes 
/ condition deteriorates. 

•  Clients with ‘substantial/ critical’ are provided with defined ‘care packages’ 
dependent on their requirements. 

• All Social Care services for clients with substantial/ critical needs are ‘generic 
services’, determined by the level of need and not specific to diagnosis.   

 
There is a separate system for children’s social services which has not been covered in this 
project.  
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Information sharing across the care pathways and organisational boundaries was found to be 
complex and the existence of information sharing protocols was not always clear. Most services 
did get involved in case conferences. 

 
iii) Self directed Support and Personal Budgets   

 
Social Care services accessed by PLHIV through Social Care are funded in part by the Aids Support 
Grant (ASG). Clients can opt to receive direct payments (personal budgets).  

 
A service user could be an ‘employer’ if they were directly paying a personal assistant to help 
them, or they could ask an agency to manage this by paying providers directly or paying for 
services directly such as day-care. The Local Authority will monitor the use of personal budgets to 
ensure that they are being used to deliver the agreed support plan or service users are reviewed 
by a care manager to pick up and address any quality of care or safeguarding issues. 

 
iv) Continuing Care   

 
Continuing care consists of two options: Nursing Home provision to address ongoing medical 
needs funded by PCTs and Residential Care Home placement for clients without ongoing medical 
needs.  

  
Eligibility for continuing care is defined through FACS criteria and a clinical assessment must be 
completed as outlined within the National Framework and National Tools. This function falls to 
the HIV CNS. All cases are presented at Health and Social Care Panels to designate funding 
responsibility between PCTs and Local Authorities, the Panel cannot over-turn a clinical opinion 
and clients may be means tested as part of this process.   
 

v) No Recourse to Public Funds (NRPF)  
 
At each of the Local Authority stakeholder meetings attempts have been made to map the 
pathway for PLHIV with no recourse to public funds, this was completed most successfully at the 
Lewisham event on 14th July. NRPF was identified as a significant barrier to social care access, 
more so than for health services.  
 
The general consensus amongst LA service providers was that access to legal advice had become 
increasingly difficult for this client group. Complex issues around language, access to translation 
services and abandonment by partners or family had also been encountered.   

 
Children and adults within a family unit are assessed separately and then referred on to the ‘no 
recourse panel’. Child assessments focus on the risk to the child in terms of neglect or poor care. 
Whereas adults are assessed against the Human Rights Act, Destitution, Care and Attention need 
and, their association with the host borough. Thresholds for access to support are generally very 
high, and many individuals would not be eligible for any support. 
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All cases are presented at the NRPF panel and the following options considered:  
 
• Care Package and /or time-limited subsistence (28 days) 
• Ticket Home (LA funding can be made available for air ticket purchase and onwards 

referral to the Refugee Council   
• National Asylum Support for legal advice on immigration   

 
Please refer to Appendix –C for the mapped pathway for NRPF gathered at the Lewisham event   
 

vi) Challenges / Gaps 
The following issues were identified as general challenges facing local social care provision:  
   

• Local Authority grant reductions and efficiency challenges to be delivered by April 2014 
(including the ASG)    

• Limited training resources to support HIV awareness training for Social Care delivery 
teams / agencies (standards around confidentiality and stigma) 

• Respite provision for carers     
 

4.3 Analysis of current provision by service profile 
 
An analysis of the current portfolio of service provision has been conducted (see framework 
detailed in Appendix D).  The following sections summaries these findings by service. 
 
4.3.1 CASCAID 
 
CASCAID is specialist Mental Health service provided by South London and the Maudsley (SLAM) 
for people infected/ affected by HIV.  
 
The main referral routes into the service are from HIV treatment centres and 52% of referrals are 
generated through this route. Other referral routes are Community Mental Health Trusts (CMHT) 
13%; HIV Clinical Nurse Service (HIV CNS), GPs (6%) and self referrals (6%) and Social Care 
generated referrals.   
    
The Service currently provides:  

• Clinical mental health assessments  
• Neuropsychological & psychometric assessments  
• Psychological: couple and family assessments  
• Prescription and management of psychotic/ psychiatric management  
• Key working & case management 
• Cognitive Behavioural Therapies (CBT) and psychodynamic systematic integrative 

therapies   
 
Funding: 
The service is funded through a PCT Health funding stream and contributions are calculated 
through SOPHID and the Lambeth, Southwark and Lewisham contract value for 2010/11 was 
£1,228,187 (no inflationary uplift in 2011/12 therefore the costs remained consistent) and the 
individual PCT split is Lambeth £578K, Southwark £408K, Lewisham £242K. 
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Staffing profile: 
1 WTE x Consultant, 1 WTE x ST3, 1 WTE x Staff Grade 
Psychologists= 3.8WTE adults/1.3WTEchildren 
4.5 WTE case managers 
0.5 WTE team manager 
Admin 2.1 WTE 
 
Activity & age demographics:  
The activity split within the service is 45% Lambeth, 35% Southwark and 20% Lewisham that 
broadly corresponds to SOPHID HIV prevalence rates and funding splits. At any one time CASCAID 
has 310-350 clients registered within their service, average time spent within the service is 
unclear, although there were a small numbers of service users who had been registered with the 
service for ten years plus.  
 
The highest levels of service usage are amongst clients aged 35-42 yrs (42%) followed by clients 
aged 45-54 yrs (27%); 25-34 years (14%); 19-24 (14%); 55 yrs plus (5%) and under 19 yrs (3%).  
 
In 2010/11 there were 3350 appointments and 2711 attendances; 7% of activity was ‘first 
appointment’; 74% was ‘follow up’ and 19% DNA/ cancellation. In terms of types of intervention; 
psychology comprised 53% of the activity; 25 % case management; 16% psychiatry and 3% 
children and family psychiatry (Lambeth and Southwark only).  
 
This data indicates that approximately 50% of activity is deemed as low ‘threshold’ with a high 
number of presentations of mild or moderate non psychotic presentations including generalised 
anxiety and depression that could be managed through IAPT (Improved Access to Psychological 
Therapies) and accessed through primary care provision or through existing commissioned 
counselling provision. 7% of activity is severe non-psychotic; 17.3% high disability/non psychotic, 
12.8% psychosis and 8.7% cognitive impairment.    
 
Key Themes:  
The service has developed over time in response to demand and does not currently work to a 
defined service specification or agreed key performance indicators (KPIs). This is a unique service 
to LSL; however it is acknowledged that similar service models exist elsewhere. The service 
review has identified high volumes of low threshold service activity which could be provided 
through existing community mental health services and the need to define more clearly the 
specialist mental health interventions portfolio.  
The process raises concerns about the potential inequality of access to more ‘generic’ 
interventions that would be equally suitable / needed by any person managing a long term 
conditions diagnosis (LTC) including HIV.     
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4.3.2 Mildmay 
 
Mildmay is a registered Charity and has developed a speciality as a centre for HIV-related neuro-
cognitive/brain impairment (HNCI) & physical rehabilitation. It is a core provider of residential 
and day care services for clients living with HIV with ongoing care needs following in-patient 
admission or experiencing deterioration in their physical state at home or within the community. 
Mildmay provides  5 packages of care: 
 

• Inpatient HNCI 
• Outpatient HNCI 
• Inpatient physical rehab 
• Outpatient physical rehab 
• Additional respite & End of Life (EOL) care 

 
The current contract is managed through North East London Acute Commissioning Unit 
(NELACU) and the LSL contract value is £708,209 and financed through PCT funding streams. The 
borough split is Lambeth £344K, Southwark £224K and Lewisham £140K and this is contracted 
against 3 year rolling average of activity and spend.    
 
NELACU manages performance against the existing contract outcomes listed below:  

• Reductions in challenging behaviours.  
• Improvement in overall up-take of medication; this will vary from patient to patient 

depending on severity of impairment with the key emphasis on 100% adherence even if 
still monitored on directly observed therapy.  

• Improvement in physical condition that could impair independence for example; 
incontinence, pressure sores, reduced mobility.  

 
Referrals/Demographics: 
The referral routes into the service are from the HIV CNS & CASCAID only and referrals are 
managed through a bi-monthly Care Panel chaired by commissioners.  
 
Activity for 2010/11:   

• LSL constitutes 40% of total inpatient activity & 20% of outpatient activity 
• Lambeth: 709 inpatient bed days/269 day care 
• Southwark: 496 inpatient bed days/81 day care 
• Lewisham: 254 inpatient bed days/12 day care 
 

Key themes:  
 
The service has evolved from being a palliative care/respite unit to specialising in HNCI and there 
is a relationship between very late / late diagnosis of HIV and HNCI. There has been a tendency 
to use Mildmay as the preferable care package before utilising other mainstream intermediate, 
community care, therapies & rehabilitation options that are already funded. Another issue of 
note is that cognitive impairment presentations are not always currently assessed by CASCAID 
and this is part of their specialist portfolio. There is a clear need for better discharge planning 
post Mildmay admission. 
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4.3.3 HIV Clinical Nurse Specialists (CNS) 
 
The HIV CNS is a specialist nurse led team providing community care to some of the most 
complex and vulnerable clients who are infected and or affected by HIV across the three health 
economies of Lambeth, Southwark and Lewisham. The service specification for the HIV CNS was 
revised in 2011/12 and is reporting to a new minimum dataset. At any one time the team could 
have more than 250 clients registered within their service. The team has a limited clinical role, 
i.e. does not take blood or do dressings but would liaise with community matrons and district 
nursing teams through the coordination of case management.  
 
The team consists of 8.2 WTE:  

• 6.2 wte nurses, including  x 1 team leader (band 8a) and x 5.2 wte band 7 nurses  
• 1 wte case worker and x 2 admin workers (1.5 wte)   
• This is a peripatetic service with the nursing team taking a borough lead responsibility.  

 
The team is located in Streatham (Lambeth) and provides 3 levels of care:  
 

Level of care  Level of resourcing  Number of Contacts- 
(Quarter 1 2011/12) LSL * 

Case management  High  391 
Community Nursing  Medium  73 
Primary care/ Self care  Low  9 

 * new minimum dataset agreed with revised service specification  
 
The work of the HIV CNS team can be summarised under seven main work streams as follows: 

 
1) Case management for clients with co morbidities & social complexities; provision of 

ongoing assessment / intervention aimed at preventing hospital re-admission and 
improving quality of life    

2) Discharge planning (including intermediate care options and into the community, part of 
the MDT  

3) Supporting rehabilitation; onward referral to Mildmay; access to mainstream services   
4) Directly Observed Therapy (DOT)/HIV treatment adherence management 
5) Supporting disclosure 
6) Prevention of onwards transmission via access to Infant Formula Milk Scheme (IFM); 

liaison with antenatal services  
7) End of life care  

 
Funding:  
The service is funded through PCT funding streams and the 2011/12 service cost is £479,207, 
(including pay and non pay) and the LSL split is as follows: Lambeth: £225,611; Southwark: 
£159,288 and Lewisham £94,308.  
 
Demographics / referrals:  
The client caseload comprises a high percentage of BME groups and a high proportion of the 
clients have been diagnosed late with HIV and are therefore at a higher risk of HIV related co-
morbidities. The largest cohort of clients within the service are those that are case managed.  
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Data provided for Q1(11/12) showed that the borough split of total activity was Lambeth (49%); 
Southwark (31%) and Lew (19%).   
 
The main referral routes into the service are through HIV Acute Services, CASCAID, Primary Care, 
voluntary sector providers and self referral.    
 
Key Themes: 
The service is not clearly defined in terms of delivery against outcomes and the latest data (Q1 
11/12) has raised some concerns about equality of access to this service across LSL as the highest 
service usage is by Lambeth clients and might be a direct the result of the Lambeth location. 
Stakeholder mapping events have highlighted the referral process as an area for revision/ 
development. The HIV CNS is intended as a high threshold service but is currently delivering to a 
range of clients with low and medium needs and this would require some work in relation to 
tightening the referral protocols into the service. Gathering meaningful data on service activity 
has been challenging for both provider and commissioner.  
  
4.3.4 LSL Family Support Service  
 
This service is provided by the voluntary sector provider ‘Positive Parenting and Children’ (PPC) 
which provides a family support service across Lambeth, Southwark and Lewisham (LSL) for 
infected and affected parents, children and adolescents. The service uses a trained workforce of 
social workers and child care workers to deliver a ‘social care model’ that enables work with all 
members of the family dependent on need. The service is provided for a 6 month period with 
clients and generally the intervention starts at the point of crisis and the intensity reduces as the 
clients are more able to tap into their individual networks including peer support. PPC also works 
with young people in ‘transition’ from Child into Adult HIV services and works closely with both 
the HIV CNS and Antenatal Services across LSL to support women diagnosed with HIV during 
pregnancy.    
 
This service is delivered on the basis of commissioned hours, numbers of groups and nights of 
respite.   

• Family Support (3000 hours) of home, community or clinic based family support  
o 12 Adult peer support group opportunities (Family Project or similar) 

• Young People:12 Young people peer support group opportunities (CRIB or similar)  
o 20 different young people accessing group services 

• Respite services: 60 nights / annually  
 
Funding:   This service is co-funded between LSL PCTs and Local Authorities (50/50) and the 
contract value is 223,774 for LSL and the borough split is as follows; Lambeth £105,353 (43%); 
Southwark £74,382 (25%) and Lewisham £44,039 (31%).  
 
Referrals/Demographics: 

• Referrals: CNS, SLHP, CASCAID, HIV Services, CAMHS, Hestia, Self  
• Mainly female headed household with 1 or more children 
• Most families have low or no income  
• 21/28 countries of origin are African  
• Ongoing work with fathers to bring back into the family fold  



Review of HIV Care & Support Provision (LSL) – November 2011                                                                              
 

 

42 
 

 
Activity: 10/11  

• Working with 57 families across LSL (% split - Lambeth 44%; Southwark 35%; Lewisham 
21%) 

• 49 new referrals per year across LSL (% split - Lambeth 30%, Southwark 22%, Lewisham 
49%)   

 
Key Themes:  
This is a ‘niche’ service and the only family support provision in LSL. Family support was taken out 
South London HIV Partnership as part of the most recent re-tender. This service is reaching some 
of the most vulnerable service users as demonstrated by the activity.  It has been acknowledged 
that the service needs to increase focus on transition into adult services 
 
The service is commissioned across LSL and south-west London and there is scope to bring these 
together into a joint contract. There is a need to improve promotion of the service within HIV 
treatment services and to develop outcomes in relation to disclosure issues. The service may well 
be appropriate to develop as part of a Cooperative Council model.   
 
4.3.5 Peer Support – Muslim  
 
This service is provided by African Advocacy Foundation (AAF) and funded to provide 24 peer 
support sessions annually for up to 40 Muslims across LSL. The service is provided at locations in 
Herne Hill & Lewisham and utilises a ‘grassroots’ social network approach with a specific focus on 
‘hard to reach groups.’ This service developed out of targeted HIV prevention work with Muslim 
Groups through the SAFER Partnership from 2008 onwards.    
 
Service aims:  

• Increase knowledge of HIV and STIs transmission, onwards prevention and access to HIV 
Care and Support services 

• Creation of effective community support networks  
• To develop skills in those attending peer support to become peer support facilitator 

Increase knowledge based through inclusion of visiting speakers /exploring themes   
 

Funding:  
• £8000 annually through PCT funding streams and contributions by PCT: Lambeth 37% 

(£3,019) Southwark 31%(£2,526) Lewisham 30%(£2,455)   
• Contributions for 2010/11 are based on SOPHID split (latest data 2009)   

 
Referrals/Demographics: 

• Main referrals routes are through the SAFER Partnership (targeted LSL HIV Prevention 
Programme), South London HIV Partnership (SLHP) and through self referral   

• Eligibility criteria: no age exclusions but all users must be Muslim and living with HIV & 
preferably residing in LSL 

• Based on 2010/11 data  
• Service Activity: 35% Lambeth; 29% Southwark and 25% Lewisham  
• Length of stay within the service is on average 6-10 months (2010/11 data)  
• 90% of service users were from LSL  
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• Average weekly attendance per session is 25 clients  
• Gender split 69% female; 31% male  
• Ethnicity & Sexuality: 95% of users were Black African and heterosexual  

 
Key Themes: 

• Potential duplication with SLHP as peer support sessions are topic based e.g. self 
management skills, adherence, treatment types and may overlap HIV Health Trainers, 
Counselling and Hub and Spoke Peer support services  

• The current KPIs are based on attendance per session and not on measurable outcomes 
i.e increased ability to self manage conditions or improved adherence etc 

• No clear links with Treatment services or Expert patient programmes    
 
 4.3.6 Peer Support – Christian  
 
This service is commissioned by LEAT (London Ecumenical Aids Trust) and is a historical contract 
that has rolled over year on year since 2008/09. In 2011/12 following the appointment of a new 
CEO this service was re-specified to provide 25 group meetings annually with a simple meal. The 
service is targeted at those on Low Income and NRPF and for whom faith is a priority.  
 
The service is open access and can be used by people living with, or directly affected by HIV 
irrespective of age, colour, creed, ethnicity, country of origin, sexuality, gender or disability, and 
living in London. Peer Support sessions are run at locations in Lambeth & Lewisham and the 
promotion of services is by word of mouth and through voluntary sector links with the provider. 
 
Funding:  

• £8000 annually through Health based funding    
• LSL contributions: Lambeth 37% (£3,019) Southwark 31%(£2,526) Lewisham 30% 

(£2,455)   
• 70% of contacts are for over 4 hours and the service planned around an average of 

35 contacts per year.  
 
Referrals/Demographics:  Referrals are generated through ‘word of mouth’ and sign posting 
through other HIV charities.  
 
Activity 2011/12:  

• 43 client registrations since April 2011 (10 clients /session)  
• Gender split (Q1 11/12) is 34% male (n= 15) and 65% female (n=28)  
• 75% of those attending are LSL residents (% split across LSL not available)  
• Ethnicity:  70% Black African (n= 28) Asian 7.5% (n=3); White British 10%(4) Black British 

10% (n=4); White European 7.5% (n=3)  
• Age : 58% >45 yrs; 18% 35-44 yrs; 19% 0-15 yrs  

 
Key Themes: 

• Potential duplication with SLHP as peer support sessions are topic based e.g. self 
management skills, adherence, treatment types and may overlap HIV Health Trainers, 
Counselling and Hub and Spoke Peer support services  
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• The current KPIs are based on attendance per session and not on measurable outcomes 
i.e. increased ability to self manage conditions or improved adherence etc 

• No clear links with Treatment services or Expert patient programmes    
 
4.3.7 South London HIV Partnership (SLHP)  
 
South London HIV partnership is a group of local commissioners and service providers offering 
treatment information, health, social and emotional support to people living with HIV in South 
London. The Partnership was re-developed in 2007 and is funded by NHS and Local Authority 
commissioners in South London. The intention of this collaborative commissioning arrangement 
was to complement existing clinical services delivering health and social care services for people 
living with HIV and the main referral routes into the partnership are through HIV Specialist 
services.   
 
The Partnership is managed by a lead commissioning function from NHS Croydon and a 
Commissioning Executive with representatives from all funding organisations from the NHS and 
Local Authorities in South London. All funders agreed to the extension of the original 3 year 
tenure of the original commissioning intentions to 5 years such that the existing partnership 
contracts come to an end in April 2012.  The original commissioning intentions stated that all 
services provided by the Partnership were to be located within South London.  
 
There are 5 client facing work streams:  
 
Service  Provider  

1. Service Coordination (Assessment 
and Referral) 

METRO as ‘First Point’  

2. HIV Health Trainers 
 

Terence Higgins Trust (THT) & National Aids 
Manual (NAM)  

3. Advice and Advocacy THT  
4. HIV Counselling and African 

Emotional Support 
THT  

5. Hub and Spoke Peer Support 
 

Hub by THT 
Spokes by South London Voluntary Sector 
Providers   

  
As well as the client-facing services, the Partnership also runs a monitoring, verification and 
evaluation work stream, a data network and a strategic support function. For the purposes of the 
service review only the client facing work streams are profiled.   
 
4.3.7.1    Service Coordination /Assessment & Referral:  provided by ‘First Point’ (METRO)  
 
This provider assumes a leadership role for the Partnership and the key objective of this service is 
to offer clients a service coordination function and clear inter-provider referral routes. It provides 
assessment of need, triage and onwards care planning for service users and channels clients into 
SLHP services and wider HIV care & support services outside the Partnership.  First Point gathers 
intelligence on unmet needs and will provide 6 monthly re-assessments for clients.  
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Funding: 
• LSL Contract Value = £148,500 and is co funded between PCT and LA (60% /40%)  
• LSL breakdown is Lambeth £66,250, Southwark £51,499, Lewisham £30,750 and 

contributions are based on annual SOPHID split 
 
KPIs:  
The service is contracted to deliver 1645 assessments annually, 1219 assessments were 
completed in 2010/11 
 
Referrals/Demographics: 
Referrals are from HIV specialist services and self referrals 
 
2010/11 Activity: 
The service had contact with LSL 725 residents and the LSL breakdown is as follows; Lambeth 
42% (305 individuals) 44% Southwark (321) and 26% Lewisham (189) and completed 652 
assessments, (89% of their first contacts). The LSL breakdown was Lambeth 274, Southwark 207, 
and Lewisham 171.  
The service has received New clients = 484 LSL residents/66% of new contacts, 39% (193) 
Lambeth, 36% (179) Southwark, 23% (112) Lewisham 
 
Key Themes: 

• Appears to be a duplication in assessment, as these are already being completed in HIV 
treatment services 

• Feedback at stakeholder mapping event (19th July 2011) was that ‘this appeared to be an 
extra step for service users to go through’ 

• Duplication in case management function 
• Reported unmet needs by  the provider include training & employment, personalised 1-2-

1 peer support, and online peer support 
 

4.3.7.2    HIV Health Trainers (THT & NAM) Specialist HIV Health Information Service 
 
This service is designed to complement the work of Healthcare teams by helping clients to 
increase their level of health and treatment knowledge, to support adherence and strengthen 
self management.  
 
Service users are supported by a dedicated Health Trainer for a one to one advice / information 
on HIV and disease management and mentoring sessions tailored to client’s specific presenting 
needs. The service is offered face to face, online, by telephone and in group settings and 
provides HIV ‘health checks’ pre and post interventions with the client. Additional discussions 
include managing lifestyle change and working towards personal goals.  
 
SLA KPIs:  
3000 session hours of HIV health support, with a total contract value of: £218,808  
 
Funding: 
The LSL contract value is £129,972 and co-funded by LSL PCTs (60%) & LA/ASG (40%). 
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As with all services within SLHP the funding split is determined by SOPHID data and the 
contributions per PCT are: Lambeth: £57,984, Southwark: £45,074 and Lewisham: £26,913 
 
Referrals/Demographics (2010/11 data):   Referrals from First Point and self referrals 
 

• Age breakdown: 50% of clients between 25-54 yrs, 20% > 54 yrs and 5% 18-24 yrs   
• Ethnicity: 25% British English, 40% Black African.  
• Gender:   61% male, 39% female  
• Sexuality: 50% heterosexual; 30% gay or bisexual; 20% undeclared   

 
Activity:  

• 3000 session hours of HIV health support, with a contract value of: £218,000  
• 47% of the Service Users are from LSL 
•  Average number of contacts with the service is approximately 800 
•  456 clients seen last year 
• Average length of stay 1-6 sessions per individual  

 
Key Themes: 

• Appears to be a duplication with the roles of health advisors and the services delivered 
within HIV treatment centres i.e. adherence support, dealing with treatment side effects 
and symptoms 

• There is no specific focus on vulnerable or high risk individuals to ensure that complex 
patients receive more intensive interventions 

• Duplication in the ‘case management’ function 
• There is a need to consider the recommendations about this service alongside the 

available Health Advisors resource.  
 
4.3.7.3    Advice & Advocacy (THT) 

 
Advice and Advocacy seeks to empower clients by providing advice and support to clients and 
advocates on their behalf in relation to entitlement and access to, health and social care, welfare 
and legal services and employment.  
 

• Targeted at people living with HIV and directly affected by HIV  
• Client’s HIV related problems and needs will be assessed as part of the referral and the 

interpreters are available within service  
• The service also provides support with benefits applications, debt management, housing, 

getting back to work and charitable applications 
• Average stay within the service 1-18 months   

 
SLA KPIs:  

• Target of 6759 hours per annum across South London. This service consistently delivers 
over the target output of 6759, however this has been managed within the thresholds 
within the contract.   

 
Funding: 

• Total contract value is £256,250  
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• LSL Contract Value is £152,212 (co-funded PCT 6%/ LA 40%)  
• PCT split based on SOPHID: Lambeth £67,906, Southwark £52,787, Lewisham £31,518 

 
 
 
Referrals/Demographics: 

• Gender breakdown: 45% Female, 55% Male  
• Age: 35-44 yrs (41%), 45-54 yrs (26%), 25-35 yrs (22%), 55-64 yrs (6%), 18-24 yrs (4%),  
• Ethnicity: Black African (50%), White British (19%), Other White (11%), Black Caribbean 

(6%), Other black (6%).  
 
Activity -2010/11  

• The service delivered 6999 client hours to 957clients in total 2010/11  
• Percentage LSL service users of total: Lambeth (25%), Southwark (24%), Lewisham (12%),  
• Average number of LSL clients seen / year: Lambeth (226), Lewisham (104), Southwark 

(217); other South London (410).  
 
Key Themes: 

• High service usage from black communities within South London indicating high demand 
from vulnerable groups   

• The service ethos in relation to ‘empowering’ clients in relation advice and advocacy is 
valuable when negotiating / navigating access to mainstream health / social care, legal, 
welfare, education and employment services.  

• Supporting access to ongoing skills development is of high priority   
 
4.3.7.4   HIV Counselling and African Emotional Support (THT) 
 
The purpose of the service is to help clients mitigate the adverse emotional and psychological 
effects resulting from HIV diagnosis and social stigma and provide coping mechanisms learnt 
from professionals and peers. The service should support clients to address the following 
through one to one, or several to one (group) sessions:   
 

• Fears of HIV morbidity / mortality  
• Concerns about disclosure, stigmatisation and per responses  
• Concerns / fears of the effect of living with HIV on children /family  
• Fear of loss of sexual satisfaction  
• Anger, guilt, distress and & bewilderment  

 
SLA KPIs:  
2630 hours/sessions (clients are provided with 12 sessions, although if need identified a follow 
up suite of 12 sessions can be provided)   
 
Funding: 
Total contract = £ 176,210  
LSL £104,686 based on SOPHID split; Lambeth - £46,703, Southwark - £36,305, Lewisham - 
£21,677 
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Referrals/Demographics: 
Referral criteria is that clients are living with HIV  
Main referral routes from First Point post assessment, partner agencies within SLHP and from 
HIV specialist services and self referral   

• Gender split : 73% male; 27% female  
• Sexuality: 60% gay / bisexual; 35% heterosexual  
• Ethnicity: White British (33%); Black African (25%), Other white (20%) 
• Age: 25-44 yrs (70%); 45-54 yrs (17%); 18-24 yrs (6%); >55 (5%)   

 
Activity (2011/12)   
2010/11 – 345 individuals / 2549 sessions  
(60% LSL – PCT breakdown awaited)  
 
Key Themes: 

• Potential overlap with CASCAID/IAPT services and lower threshold provision  
• Highest usage amongst white British / MSM males, whereas this service is 'badged' as 

providing African Emotional support as well  
• Data not available on length of diagnosis therefore not able to monitor service usage and 

demand patterns effectively 
• Need to consider recommendations alongside those made in relation to CASCAID 

 
4.3.7.5   Hub and Spoke Peer Support  
 
Peer Support provides a place for individuals to meet other people with HIV, share experiences 
and build networks of support.  It is available one to one and in groups.  The ‘hub and spoke’ 
service developed out of a pilot initiated in 2009 to provide Peer Support following the 
decommissioning of Positive Place. A mapping exercise was undertaken to identify peer support 
provision across South London and existing providers were invited to become part of a Hub and 
Spoke commissioning arrangement. This provided a wider ‘menu’ of options including faith, 
region, language and sexuality.   
 
Hub: managed by THT who collects monitoring evaluation data by provider, provides payments 
and facilitates shared learning across providers by bringing together peer support group 
facilitators.   
Spoke: 8 peer support providers are commissioned to provide 1-2 sessions / week. There is a 
wide menu of peer support group options available by: faith / religion; sexuality, region/ culture 
family, young people, positive self management. 
 
SLA KPIs:  
Spoke providers  

 Metro Centre – 1 session per week  
 African Advocacy Foundation (AAF) – 2 session per week  
 Positive Parenting Children (PPC) – 1 session per week  
 Milestones – 1 session per week  
 Ernest Foundation – 1 session per month  
 Francophone Welfare Association (FAWA) – 1 session per month  
 Catholic for AIDS Prevention & Support (CAPS) – 1 session per month 
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 CWS – 1 session per week   
 THT – 2 x 6 week courses per quarter on Positive Self Management Programme 

(PSMP)  
Funding: 
Total contract value = £117,800 (Hub - £38,000 / Spoke - £ 78,200) 
LSL contribution - £69,973; Lambeth - £31,217, Southwark - £24,266, Lewisham - £14,489  
 
Referrals/Demographics: 
 Highest volumes are self referrals; but referral routes exist from SLHP partner’s orgs, 

other peer support organisations and HIV treatment centres 
 Gender breakdown: Male 43%; Female 57% (LSL breakdown sought from provider)   
 Ethnicity: Black African (78%), white British (7%)  
 Age: (>40%) 35-49 yrs; (20%) over 50 yrs.  

 
Activity 
Between January 2010 and 2011 peer Support groups saw 472 clients  
LSL constitutes 56% of the activity: Lambeth (22%); Southwark (17%), Lewisham (17%)  
 
Key Themes: 

• Potential duplication with existing stand alone peer support contracts 
• Relationship / synergies between counselling and African Emotional Support work stream 

unclear   
• Difficult to assess number of users across all peer support services 
• Monitored principally on activity volumes and not on outcomes, not able to measure 

impact or monitor quality assurance  
• There are queries as to whether the current service delivers sufficient input on Expert 

Patient / Positive Self-Management interventions/ opportunities 
 
4.3.8 Non commissioned providers  
 
It has been highlighted throughout the service review process and particularly through the 
stakeholder mapping events that other voluntary sector providers of HIV care and support 
services exist (mainly Peer Support) and are used by LSL residents. These services are not part of 
the existing commissioned portfolio.  
 
As an example Body and Soul have contacted LSL commissioners to highlight the levels of LSL 
resident activity and provided service information against the service review framework. 
 
Body and Soul are a charity based in North London whose programme combine expert 
knowledge with specialist service provision for children, young people and families living with 
and affected by HIV. The services provided are both age specific to the following groups 0-9, 10-
12, 13-19, Young Adults (20+) and Adults. Referrals are made from HIV Specialist services, 
voluntary sector and social care.    
 
In common with the existing portfolio of services the main aims of the family support and peer 
support model are to promote HIV treatment adherence, support disclosure address psycho-
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social issues such as stress, anxiety and depression through 1:1 interventions such as counseling, 
relationship support and stress management workshops. 
 
Data reported from Body & Soul indicate: 
 LSL service users represent 15% of Body & Soul’s total membership base 
 Based on figures from April-June 2011:  
 Average number of contacts delivered to LSL residents within a 12 month period 

would be 3,684  
 Average number of individuals seen over a 12 month period would be 376.  

 
It is acknowledged that service users will choose to access non-commissioned services out of 
borough where accessibility criteria’s allow.  However, as part of this project there is a need for 
greater understanding if such services are providing to an unmet need or gap in local service 
provision.  This is an area that will be explored further during the consultation phase

Key themes & implications for future planning: 
 

• The treatment system for PLHIV is difficult to navigate and acre co-ordination 
across the system is variable. 

• There are no clear threshold of care to guide effective usage of resources 
• There is a need to minimise borough boundaries and ensure good access to 

services wherever an individual receives their HIV treatment across London 
• There is duplication of service provision amongst specialist HIV services and 

mainstream health & social care services and no clarity for which is required 
• There is a commissioning for outcomes resulting in a lack of clear outcomes and 

evidence of impact 
• Pathways of care are not clearly defined   

Consultation Questions:  Review of Current Service provision. 
 

8) Are there benefits to having peer led services targeted at specific faith or cultural or 
sexualities? If so what are these benefits and what communities should be 
targeted? 

 
9) Are there any other services not discussed in this section that are regularly used by 

LSL residents living with HIV, such as Local Authority Commissioned services and 
charitable organisations? And if so, what do these services provide that are not 
currently provided by the local portfolio of services? 

 
10) Do you agree with the key themes within the service review (see box above)? If no, 

please provide details. 
 

11) Are there any additional implications for future planning that have not been 
captured? 
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Chapter 5.  Going Forward: Service Model & Recommendations 
 
The need assessment, evaluation of evidence and service review components of this project 
have informed the development of the following proposals for the future commissioning of 
care and support services for PLHIV in LSL.  This section of the report has broken down into the 
following subsections: 

• Proposed Service Model 

• Defined Care Pathways 

• Options appraisal of current service provision 

• Summary of Commissioning Intentions 

• Financial Implications 
 

Key Recommendations have been noted in italics throughout this section which have informed 
future commissioning intentions for HIV care & support services across LSL. 
 
5.1 Proposed Service Model: 

In response to the changing face of HIV as a chronic manageable long term condition, 
increasing numbers of people diagnosed with HIV, and improved life expectancy there is a clear 
need to develop a sustainable model of care that addresses the changing needs of PLHIV.  This 
review is therefore proposing a model of care that shifts activity into mainstream health & 
social care services where clinically appropriate and releases specialist resources and skills for 
those PLHIV with complex needs.  The proposed service model therefore focuses on defining 
care pathways based on improving access to generic health & social care for low to moderate 
needs, followed by a distinct specialist provision for HIV specific needs and complex cases.   

The proposed service model aims to deliver the following principles: 

• Ease of navigation across services through clear defined and well published care 
pathways 

• Use of appropriate levels of care in response to the individuals needs during the 
progression of their disease 

• Equality of access to mainstream health & social care services 
• Effective and appropriate use of resources 
• Shift of care from specialist services where clinically appropriate 
• Phased implementation of the new system to ensure continuity of patient care and 

sustainability of specialist knowledge and skills. 

It is acknowledged that such a shift in service models from predominately HIV specialist services 
to improved access of generic health and social care services will take time and planning.  For 
this reason a phased implementation has been proposed supported by a portfolio of interim 
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services to facilitate the mainstreaming of HIV as a long term condition. It is also acknowledged 
that this service model sits across a number of responsible commissioners including specialist 
HIV commissioners, local Sexual Health & HIV commissioners, primary care commissioners and 
generic health and social care commissioners.  This has significant implications for 
implementation and requires effective integrated commissioning across the care pathway.  
Further work will be required across commissioners to ensure a shared vision for the local 
service model and specific implementation plans. 

The proposed service model has four key elements of provision; accessing care, improved 
access to mainstream services, provision of interim specialist support services to facilitate 
mainstreaming of HIV as a long term condition and specialist services for specific HIV related 
needs.   These components of the service model have be detailed below: 

5.1.1 Accessing Care 
 

i) Assessment 
There has been an acknowledgement across stakeholders that the assessment process across 
agencies providing care to PLHIV is repetitive and often creates additional hoops in accessing 
services.  The concept of a multiagency assessment process has been considered however due 
to the open access nature of HIV services and the proportion of clients accessing non local HIV 
treatment services this was not considered feasible.  However, it is recommended that 
assessments processes are minimised where possible and information sharing across providers 
is used to facilitate this. 
 
HIV treatment services initiate the assessment process and it is therefore proposed that local 
commissioned care & support services should wherever possible make use of existing 
assessment processes from HIV treatment services and complete only ’additional assessments 
fields’ relevant to the services.  In addition services, should where appropriate share 
information with other involved agencies.  This requires the development of a multi-agency 
confidentiality and information sharing protocol across Providers.   Effective confidentiality and 
information sharing protocols will reduce unnecessary repetition in the assessment process and 
also promote partnership working and improve patient care.  Information sharing can at times 
be considered an issue across HIV services due to the necessity for confidentiality, however this 
is often not justified and can create barriers to appropriate care. Consent and involvement of 
service users around information sharing is vital and will develop trust and understanding 
between service users and professionals, which in turn will contribute to reducing anxieties 
around disclosure, confidentiality and stigma which often characterise HIV services. 
 
Recommendation: Implement a multi-agency confidentiality and information sharing protocol 
across all LSL commissioned HIV services.  
 

ii) Co-ordination of case management 



Review of HIV Care & Support Provision (LSL)- November 2011                                                                               
 
 

53 

 

The service review identified that numerous services consider their role to be the case 
manager/coordinator in an individuals care and that there was rarely an identified accountable 
led agency identified. Further work needs to be undertaken to achieve a shared understanding 
of care management/co-ordination and identify the level of need for intense case 
management/coordination.   It is proposed that a care management/co-ordination protocol 
needs to be developed and adopted across local HIV services to remove duplication and ensure 
a shared understanding and expectations across service.  It is proposed that the default case 
manager should be where possible an individual’s GP as the key care service that will be 
working with the individual on an ongoing/long term basis.  However, in cases where an 
individual needs more intense support due to complex need the role of care management/co-
ordination may be delegated to an alternative agency who is more actively involved in an 
individual’s care, such as Specialist Community Nurse Services working with complex patients 
who are not engaging in clinic settings.   
 
Recommendation: To implement a locally agreed protocol for care management/co-ordination 
 
 
 
 
 
 
 
 
 
5.1.2 Improving access to mainstream services 

 
It is acknowledged that over time the specialist nature of HIV and the associated stigma has 
resulted in HIV becoming a diagnosis of exclusion, where service users typically only access care 
from specialist HIV services and do not have equality of access to mainstream health & social 
care services.  Specialist HIV services have become the default care providers for PLHIV 
resulting in under utilisation of mainstream services.  Such a specialist system is neither 
affordable nor sustainable long term, nor is it comparable with other long term condition care 
pathways and can contribute to perpetuating HIV related stigma across health & social care.   
 
Improving access to mainstream health & social care services for PLHIV is a key priority within 
the future service model.  HIV is now considered a manageable chronic condition and therefore 
PLHIV require similar access to mainstream services as other long term conditions.  Mainstream 
health and social care services should be the primary option for all non-complex care needs of 
PLHIV (not including HIV treatment needs).   
 
Recommendation:  Ensure appropriate and timely access to mainstream health & social care 
services as the primary option for all non-complex care needs of PLHIV (excluding HIV treatment 
needs) prioritising Primary . 

 
12) Are there any other barriers or issues to accessing HIV care& support that need to 
be addressed in the proposed service model? 
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Specific care needs which have been identified for prioritisation to improve access to 
mainstream health & social care services include:  

 
• Primary Care: There is a need to develop a model of care for ‘shared management’ of 

HIV as a Long term condition which both improves access to primary care services and 
also develops primary care's involvement in case management and HIV related care 
(excluding the prescribing or ARV’s).  

• Mental Health- PLHIV who are experiencing mental health problems should access 
services through Improving Access to Psychological Therapies Services (IAPT) for mild 
and moderate anxiety and depression and Community Mental Health Teams for any 
diagnosed Mental Health illnesses. 

• Community Services-  Community physio and other re-enablement services should be 
considered for all community care packages (either on discharge from hospital or as a 
community care plan) before accessing specialist HIV services. 

• Intermediate Care- Access to mainstream step down services from hospital should be 
considered for all hospital discharges of PLHIV unless there is an assessed HIV related 
cognitive impairment  condition that requires specialist interventions.   

• Palliative Care- Although the number of HIV related deaths has significantly reduced it is 
essential that individuals dying of an HIV related illness  are supported to access generic 
end of life care pathways and support services. 

Improving access to mainstream services will require varying degrees of service redesign 
dependent on the area of care.  Further work needs to be conducted with each of the various 
care pathways to develop specific implementation plans which may include developing referral 
protocols and pathways, raising awareness amongst specialist HIV agencies as referral agents, 
and training and development of the workforce within mainstream health & social care services 
to reduce stigma and improve competencies of working with PLHIV.  
 
Recommendation: Develop implementation plans for improving access to mainstream primary 
care, mental health, community services, intermediate care and palliative care services.  The 
development of a model of care for HIV as a LTC in primary care will be prioritised and require a 
specified redesign project delivered across local and specialist commissioning. 
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5.1.3 Provision of interim specialist support services to facilitate mainstreaming of HIV as a 

long term condition 
 
It is acknowledged that changing the culture and shifting care pathways from historically 
specialist HIV services into mainstream services will require a period of change and 
development.  It is therefore proposed that the following specific care needs require an 
element of specialist resources during this development phase.  The direction of travel will be 
to integrate care for PLHIV in mainstream health and social care which will involve a phased 
approach to decommissioning specialist HIV services for these care needs.  
 

i) Counselling 
 
As highlighted above, it is intended that PLHIV who require low level psychosocial support will 
access this through mainstream commissioned pathways.  Discussions are ongoing about 
achieving this by ensuring mainstream provision is competent in supporting PLHIV and that 
sufficient plans for shifting capacity and resources are achieved over a phased period of time.  
As a consequence, it is considered necessary to provide a scaled down interim counselling 
service which will provide time limited support to PLHIV with mild and moderate anxiety and 
depression, providing care to: 

▪ Existing service users who are currently receiving care from existing specialist 
HIV counselling services 

▪ PLHIV where no IAPT services are currently accessible through Primary Care 

▪ PLHIV who are not registered with Primary Care 
 

ii) Specialist Mental Health Services for PLHIV 
 

As with mild and moderate mental health problems, the future intention will be that PLHIV with 
a severe and enduring mental health problem will access mainstream specialist mental health 
services.  However, it is acknowledged that ensuring mainstream services have capacity and the 
necessary competency to work with PLHIV will require a phased approach.  It is therefore 
proposed that a reduced Specialist HIV Mental Health service is commissioned in the interim to: 
 

 
13) Are any of the needs identified above not deliverable through mainstream 
services? 
 
14) Are there any additional issues that need to be taken into account in improving 
access for PLHIV to mainstream services? 
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▪ Provide Care to existing service users currently receiving specialist HIV Mental 
Health Services to work towards discharge on completion of care or transfer to 
statutory mental health services where necessary 

▪ Provide care to people experiencing HIV related cognitive impairment 

▪ Provide care to people with a diagnosed MH illness that statutory mental health 
services do not have existing capacity to work with 

▪ Contribute to the skilling up of the wider mental health workforce (IAPT & 
Specialist) in working with PLHIV  

Standards for psychological support for adults living with HIV have been recently published 
jointly by the British Psychological Society (BPS), the British HIV Association (BHIVA) and the 
Medical Foundation for AIDS and Sexual Health (MedFASH). The standards set out 4 levels of 
mental healthcare to be offered to all HIV positive people: 

• Information and support – a basic level of service based on a general understanding of 
HIV – we would expect every healthcare professional likely to come into contact with 
HIV positive individuals will need to provide.  

• Enhanced support  - involves dealing with a range of HIV-related issues which could 
arise at flashpoints in a person’s life, for example, at diagnosis, starting or changing 
treatment or around issues such as safer sex and would be provided by the range of 
professionals in the statutory and third sectors commissioned to provide support to HIV 
positive people.  

• HIV-specialist counselling and psychotherapies – this level is for patients who present 
with more complex problems, adjustment difficulties, and moderate levels of 
diagnosable psychological conditions. There is a debate to be had about the extent to 
which these services should be provided by HIV specialists or mainstream services. If HIV 
is to be treated as a Long Term Condition with more input from mainstream services, it 
is important to recognise that relevant generic skills lie outside the field of HIV  

• Specialist psychological and mental health intervention - covers specialist mental health 
support provided by psychiatrists, clinical psychologists and specialist psychotherapists 
for complex HIV patients with co-existing mental illness, co-morbidities and social 
problems. This category corresponds to the ‘complex’ and ‘co-morbid’ groups in the 
proposed LSL pathways (see section 5.2 of this report). 

iii) Day Care services for physical rehab 
 

Currently access to community services for low level physical rehab such as physio, home 
nursing, and other enablement services is variable and has historically been commissioned 
through out of borough specialist HIV services.  It is recognised that these services do not 
require specialist HIV skills and therefore should be accessed through mainstream service 
provision.  It s acknowledged that developing appropriate care pathways to access necessary 
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community services may require a short term phased implementation.  As current provision is 
spot purchased it is intended to continue with this provision in the short term with a 
commitment to reduce activity as this shifts to mainstream provision and cease cost & volume 
arrangements for this provision in the long term.  
  
Recommendation: Commission interim services for PLHIV with mild & moderate mental health, 
complex mental health needs and low level physical rehab needs that reduce capacity and 
investment over time as pathways to mainstream provision become established and of 
appropriate quality. The long term direction of travel will be to decommission the services over 
time. 
 
 
 
 
 
 
 
 
5.1.4 Specialist Services for PLHIV 
 
It is recognised that there are specific HIV related needs that require specialist services that 
cannot be provided within mainstream health and social care services.  Furthermore, it is 
acknowledged that such services are vital at significant points of an individual’s diseases 
progression such as following diagnosis, starting treatment, increase in health or social care 
needs, development of co-morbidities, transition into adolescence, pregnancy, and discharge 
from hospital.  This review has considered these significant life events as key points that require 
more intensive support and as a result consider the following services to be essential 
components of the local service model for HIV care & support services:   
 

i) Specialist HIV treatment Services 
 

Although HIV treatment and specialist HIV treatment services were considered out of scope of 
this project, it has become apparent that the interface between specialist services and the care 
and support needs of PLHIV are closely interlinked.  Specialist HIV treatment services are 
responsible for the treatment of HIV and are commissioned via the London Specialised 
Commissioning Group.   
 
Development of HIV treatment services is led by the London HIV Consortia and there is 
significant work underway across London to achieve consistency in service provision and 
quality, which is being further driven in the development of a national tariff for HIV treatment.  
It is therefore crucial that any vision for or impact on HIV specialist treatment service identified 
within this project are discussed and developed with specialist HIV Commissioners to ensure 
recommendations fit with the wider agenda for HIV treatment services. 

 
15) Do you agree that the needs detailed above can be met through mainstream 
services in the long term? If no please provide details. What actions need to be taken 
to prepare mainstream services? 
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 This project has identified a number of areas that proposed as core interventions of HIV 
treatment services in addition to prescribing of ARV’s .  These include: 
 

• Drug Adherence advice & monitoring for all patients, providing more intensive support 
where necessary (excluding those patients that are struggling to engage with treatment 
services and require more intensive community support). 

• Advise and expertise on drug interactions of ARVs and other prescribing particularly to 
Primary Care/other health professionals around co-morbidities and mental ill-health.  

• Partner notification and testing. 
• Advise and referral for lifestyle needs including Nutrition, smoking cessation, sexual 

health and contraception. 
• Interventions around negotiating condom use and risky sexual behaviours. 

 
There is acknowledgement that these interventions are not currently being consistently 
delivered or commissioned across both LSL and other London HIV treatment services.  Further 
work is therefore required across local and specialist HIV commissioning to ensure that there is 
a consistent vision for HIV treatment services and that collaborative service improvement plans 
are developed for local LSL services where necessary. 
 
Recommendation:  Work with Specialist HIV commissioners to develop a shared vision for 
consistent provision of HIV specialist treatment services to include the above interventions as 
core standards.     
 

ii) Specialist advice & advocacy services for PLHIV 

It is proposed that specialist advice and advocacy services for PLHIV are vital to enable and 
facilitate access to mainstream support and social care services, particularly around 
immigration, discrimination and access to employment and training.    
 
Recommendation: Commission specialist advice & advocacy services for PLHIV 
 

iii) Specialist Peer led/Mentoring programmes for PLHIV 

Peer led programmes are considered a valuable and cost effective means of delivering support 
for PLHIV and a crucial component to the local service model for PLHIV.  Effective peer led 
programmes need to be commissioned around clear health and social care outcomes.  It is 
proposed that local peer led programmes are commissioned to provide services to improve self 
confidence, positive self management, socialisation/relationships, life skills, wider health gains, 
and access to training and employment. 
 
Recommendation: Design and commission a modernised peer led/mentoring programme with 
defined health and social care outcomes. 
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iv) Specialist Family Support for PLHIV 

Specialist support that works with the whole family infected or affected by HIV is considered a 
vital element of the local service model.  Family support services deliver early interventions to 
the family and reduce the likelihood of statutory social care involvement.  It is intended that 
Family Support Services will provide social work interventions to families at the point of crisis, 
case management of the whole family, intensive work with HIV positive pregnant women, and 
support to young people living with HIV with a particular focus on supporting them through 
transition into adolescence and adulthood 
 
Recommendation: Commission specialist family support for PLHIV. 
 
This project has highlighted that although out of scope of this project it is necessary to review 
paediatric HIV care & support needs and service provision.  A London wide review of paediatric 
services is currently being completed as a wider review of paediatric tertiary services by London 
Specialised Commissioning Group.  It is therefore recommended that following publication of 
the finding of recommendations a further local piece of work is carried out on paediatric care & 
support services. 
 
Recommendation: That a further review of paediatrics HIV care & support services should be 
completed with local children’s commissioning. 
 

v) Specialist Community Nursing Services  

Specialist Community Nursing services are considered vital in supporting individuals living with 
HIV with more complex social needs or co-morbidities in the community. These services are 
central in reducing hospital admissions/readmissions, providing step-down community nursing 
packages, complex adherence support, and case management of complex and co-morbid cases.   
 
Recommendation:  Commission Specialist HIV Community Nursing Services following a 
redesign/refocus on identified priority needs. 
 

vi) Specialist Community & Residential Services for HIV related cognitive impairment 

Complex HIV related cognitive impairment is considered a HIV related need that requires 
specialist provision not accessible through mainstream services.  It is therefore proposed that 
both community and residential services are provided to deliver across the thresholds of 
cognitive impairment experienced by people living with HIV.  This will be small specialised 
provision targeted at individuals experiencing complex HIV related cognitive impairment. 
 
Recommendation: Commission both community and residential services for HIV related 
cognitive impairment. 
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5.1.5 Core standards across all services commissioned to provide HIV specialist services 
 
In addition to the above specialist provision for PLHIV, it is proposed that all services 
commissioned to provide specialist services need to be able to provide services which support 
the following HIV specific needs in addition to their specialist functions: 

• Treatment Adherence 

• Disclosure 

• Discrimination 

• Confidentiality 

• Safer Sex including negotiating condom use 

• Gay affirmation (specifically BME MSM) 

• Cultural & faith specific issues related to HIV 
 
It is proposed that these services will be commissioned as core standards across all specialist 
HIV care & support services, from peer led programmes to HIV Treatment services. 
 
 
 
 
 
 
 

 
 

5.2 Defined Care Pathways 
 
It is essential that clear pathways of care are commissioned for PLHIV which identify patient 
journeys according to service user needs.  This requires all commissioned services to have clear 
defined access criteria, referral & discharge processes and thresholds of care.  Most 
importantly, service users and professionals must be well informed of these services and their 
access/eligibility crietia: 
 
Recommendation: To develop and maintain a web based and written resource to provide service 
users and professionals with up to date and detailed information on services available. 

 
Current service provision does not clearly stipulate which service works with which needs and 
patient complexity resulting in a confusing system to navigate and inappropriate use of 
resources.  It is therefore proposed that agreed pathways of care are commissioned for specific 
patient profile groups.  Four categories of patient profiles are proposed for PLHIV; newly 
diagnosed, stable, co-morbid, and complex social problems.  These categorises have been taken 

 
16) Are there any additional needs of PLHIV that require specialist services? Do you 
think any of the proposed specialist services are unnecessary? Please provide details. 
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from  the  BHIVA Four Faces of HIV1 as recognised patient profiles amongst HIV Clinicians.  Two 
local amendments have been made to these categories; i) the inclusion of newly diagnosed as a 
recognition of the specific care needs experienced by these individuals and ii) the removal of 
the ‘Wild card’ category as this is deemed too volatile a patient profile to commission a defined 
care pathway and that most individuals within this category would also sit within the co-morbid 
or complex social problem categories. 
 

The definitions of the defined patient profiles to be adopted locally are:  

 
 Newly Diagnosed: Recent HIV diagnoses within the last 12months, or first year of being 

on ARV 
 ‘Stable’ – HIV treatment and care is relatively straightforward, no major social or 

medical issues complicating HIV care. Scope for increased self-management, as long as 
there are clear links and support from clinical service.  Monitoring patients not on ARV 
or stable on ARV, greater than 1 year. 

 ‘Co-morbid’ – care is medically complex as a consequence of co-infection, ageing, 
effects of long-term treatment such as for osteoporosis, cardio-vascular disease, HIV or 
non-HIV malignancies and neurological conditions. Requires specialised care but needs 
are mostly predictable; 

 ‘Complex social problems’ – individuals with issues such as housing, drug or alcohol use, 
significant mental health issues or neuro-cognitive impairment. Characterised by erratic 
attendance, poor adherence, failure to achieve and maintain virological suppression. 
Needs cannot be met in a traditional, clinical setting as it is often difficult to retain them 
within services. 

 
Recommendation: Commission pathways of care with criteria for referral and threshold of care 
for patient profiles categorised as stable, newly diagnosed, co-morbid and complex social 
problems. 
 
The following sections illustrate the proposed pathways of care for each patient profile 
(Appendix E outlines these pathways in a tabular form for more detail).  These care pathways 
aim to describe: 
 

• Details of identified needs for each of the four patient profiles  

• Clarity on thresholds and suitability of services 

• Identification of which services are commissioned to respond to which service needs 
 

 
                                                 
1      http://www.shca.info/PDF%20files/HIV%20Services%20and%20QIPP-report.pdf 
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Figure 5.2.1: Pathways of care for newly diagnosed patients 
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Figure 5.2.2: Pathways of care for Stable Patients 
Patient Profile       Needs       Services 
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Figure 5.2.3: Pathways of care for Co-morbid patients         services 
Patient Profile       Needs        

CASE MANAGEMENT:   Primary Care /HIV Specialist Services/Specialist Community Nursing Services 
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• Employment & income 
• Access to training 
• Debt 
• Welfare Benefits 

 

 
 

Complex 
Social 
Patients 

HIV Specialist Treatment Services/Health 
Advisors 

 

Specialist HIV Residential/day care 

 
Counselling/IAPT 

Specialist MH Services for PLHIV 

 

Figure 5.2.4: Pathways of care for Complex Social Patients 
Patient Profile       Needs       Services 

CASE MANAGEMENT:   HIV Specialist Services /Specialist Community Nursing Services/ Mental Health Services/Family Support 
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5.3    Options Appraisal for current service provision 

Following the development of the above proposed service model a detailed options appraisal was conducted on 
the current service provision to identify commissioning intentions for each of the existing commissioned 
providers.  This options appraisal (see appendix F) considers the risks and benefits of three options for each of 
the existing services within the reviewed portfolio; maintain status quo/no service change, remodel & redesign, 
decommission/re-commission.   These options were discussed and preferred options endorsed by both the 
Service User Reference Group and Project Steering Group.  The options appraisal also identifies potential 
resource implications of the recommendations. 
 
Figure 5.3a: summaries the endorsed recommendations for each of the current commissioned services 
reviewed within this project. 
 

Current Service (Provider) Recommendations for future commissioning: 
CASCAID (SLAM) Remodel & respecify to provide an interim service which supports shift to & capacity building 

within mainstream services.  Release efficiencies from immediate shift/decommissioning and 
plan for phased reduction in service/contract value.  Future direction of travel to explore need 
for specialist service to provide HIV specific Mental Health Services not delivered in mainstream 
mental health services such as HIV related cognitive impairment services 

HIV CNS (GSTT 
Community Services) 

Remodel & Respecify to ensure delivers to most most complex services focusing on hospital 
discharge planning, provision of step down community nursing packages, case management of 
co-morbid and complex social issues, complex adherence programmes.  Review skill mix and 
required capacity for services in line with remodelling, potential reduction in contract value. 

Family Support (Positive 
Parenting & Children) 

Remodel & Respecify, maintain contract value but respecify to improve outcomes and focus 
existing service. 

Mildmay Residential & 
Day Care (Mildmay) 

Inpatient HIV related neuro-cognitive impairment (HNCI): maintain status quo of cost & volume 
arrangements and placement panels. 
Outpatient HNCI: maintain status quo of cost & volume arrangements and placement panels.  
Potential to reduce activity levels through shift to CASCAID/existing community physical rehab 
services. 
Inpatient Physical Rehab: maintain status quo of cost & volume arrangements and placement 
panels.  Immediate Reduction in activity levels through shift to intermediate care services with 
intention to decommission over time 
Outpatient Physical Rehab: maintain status quo of cost & volume arrangements and placement 
panels.  Immediate reduction in activity levels through shift to community rehab services/CNS 
with intention to decommission over time 

Muslin Peer Support 
(AAF) 

Decommission existing provision, consolidate with other peer support, Recommission: design 
and tender for new peer led/mentoring programme. 

Christian/Faith Based Per 
Support (LEAT) 

Decommission existing provision, consolidate with other peer support, Recommission: design 
and tender for new peer led/mentoring programme. 

First Point (Metro- Decommission, mainstream assessment & referral service in Specialist HIV treatment services. 

 
17) Do the proposed categories of patient profiles; newly diagnosed, stable, co-morbid 
and complex patients, capture the general needs of PLHIV in LSL? 
 
18) Do the proposed pathways adequately capture the needs of these patient profiles? 
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SLHIVP)* 
Advice & Advocacy (THT- 
SLHIVP)* 

Decommission & recommission advice & advocacy service 

Counselling (THT- 
SLHIVP)* 

Decommission & recommission interim service with phased reduction and intention to 
decommission over time 

Health Trainer (THT-
SLHIVP)* 

Decommission, mainstream provision through specialist HIV treatment agencies/Health 
Advisors/Peer led newly diagnosed programmes 

Peer Support (THT- 
SLHIVP) 

Decommission existing provision, consolidate with other peer support, Recommission: design 
and tender for new peer led/mentoring programme. 

 
5.4 Summary of Commissioning Intentions 

Commissioning intentions and recommendations for service improvements have been highlighted 
throughout this section of the report in italics.  However the table, below summaries how the proposed 
service model will be implemented under the three key components which will impact on commissioned 
services, these are: Improving access to mainstream services, Provision of Interim specialist services to 
facilitate mainstreaming of HIV as a LTC, and Specialist Services for specific HIV related needs. 
 
Services Delivery Mechanism Financial Implications/Proposed funding 

source 
Improving access to mainstream services 
Primary Care Pilots of ‘shared management’  to: 

i) Improve access to primary care 
services 

ii) Develop involvement in case 
management 

 
i) Cost neutral 
ii) Potential need for pump 

primping 

Mental Health Shift of activity from specialised services to: 
i) IAPT 
ii) Community Mental Health Services 

 
Potential need for  transfer resourcing 
from specialist HIV services to mainstream 
services 

Community Services Access to mainstream services Potential need for  transfer resourcing 
from specialist HIV services to mainstream 
services 

Intermediate Care Access to mainstream services Potential need for transfer resourcing 
from specialist HIV services to mainstream 
services 

Palliative Care Access to mainstream services Minimal activity hence expected to have 
no significant cost pressure 

Provision of Interim specialist services to facilitate mainstreaming of HIV as a LTC 
Counselling Potential renegotiation of existing 

provider/Tender for new service 
Reduction in existing contract value 

Specialist Mental Health 
Services for PLHIV* 

Redesign/Respecify Reduction in existing contract value 

Day care for physical 
rehab 

Maintain cost & volume arrangements with 
reduction in activity 

Potential for reduction in existing contract 
value 

Specialist Services for specific HIV related needs 
HIV Treatment Services Service Improvement through specialised 

commissioning 
To be included in costs under national 
tariff, potential for short term funding  

Advice & Advocacy Potential renegotiation with existing Within existing contract value 
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provider/Tender for new service 
Peer Led/Mentoring 
Programme 

Tender for new service Need to cost up new service, shift of £86k 
from existing peer support provision  

Family Support Redesign/Respecify Maintain existing contract value 
HIV Community Nursing 
Services 

Redesign/Respecify Potential for reduction in existing contract 
value 

Community & Inpatient 
HNCI 

Maintain cost & volume arrangements Within existing contract value 

* Future work is required on assessing the need for community services for HIV specific Mental Health needs ie. HNCI long term 

 

Following the close of consultation and development of the finalised service model and commissioning 
intentions a detailed implementation plan will be developed.   

5.5  Financial Implications 

It is not yet possible to ascertain accurate financial implications of the proposed service model at this point 
and this is further work which will be undertaken during the consultation process.   However, there has 
been no identified additional service needs identified during this process which has highlighted potential 
cost pressures and no additional cost pressures are envisaged as a result of the proposed recommended 
service changes.  The initial financial assumptions regarding the proposed service changes have been 
highlighted in the table above outlining the proposed commissioning intentions. 
 
Key areas that require immediate further work include: 
 

• Scoping of potential efficiencies to be released from shift of activity over three years 
• Efficiencies released from decommissioning and redesign of services 
• Cost of shifted activity in mainstream services 
• Costs of re-tendered service provision 

 
It is recognised that there is potential to release productivity and efficiency savings from the proposed 
service changes.  Such efficiencies will be prioritised in the following areas: 
 

• Reinvestment in the expansion of HIV testing  as the key HIV prevention strategy across LSL 
•  Investment in mainstream services to increase capacity required to manage with shift from 

specialist HIV services to mainstream services 
• Reinvestment into the HIV care pathway to mange growth in new infections 
• Efficiencies required as a reduction to the Comprehensive Spending Review 
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Going Forward: Consultation Questions 
 
12) Are there any other barriers or issues to accessing HIV care& support that need to 
be addressed in the proposed service model? 
 
13) Are any of the needs identified above not deliverable through mainstream 
services? 
 
14) Are there any additional issues that need to be taken into account in improving 
access for PLHIV to mainstream services? 
 
15) Do you agree that the needs detailed above can be met through mainstream 
services in the long term? If no please provide details. What actions need to be taken 
to prepare mainstream services? 
 
16) Are there any additional needs of PLHIV that require specialist services? Do you 
think any of the proposed specialist services are unnecessary? Please provide details. 
 
17) Do the proposed categories of patient profiles; newly diagnosed, stable, co-morbid 
and complex patients, capture the general needs of PLHIV in LSL? 
 
18) Do the proposed pathways adequately capture the needs of these patient profiles? 
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Chapter 6.  Consultation Process & Questions 

6.1  Consultation Process 

The service model and commissioning intentions proposed in this report are open for three months public 
consultation from the 7th November 2011 until 6th February 2012.   
 
As part of the consultation process six public events targeted at stakeholders, patients and public are being 
held across LSL on the following dates:  
 

• 9th December 2011, 9.30am-12.30pm, Guys Hospital, Robens Suite, 29th Floor, Tower Wing, SE1 
9RT 

• 12th December 2011, 2-5pm, Assembly Rooms, Lambeth Town Hall, Brixton Hill, SW2 1RW 
• 13th December 2011, 9.30am-12.30pm, Committee rooms 1 & 2, Civic Suite Lewisham Town Hall, 

Catford, SE6 4RU 
• 5th January 2012, 6-9pm, , Guys Hospital, Robens Suite, 29th Floor, Tower Wing, SE1 9RT 
• 9th January 2012, 6-9pm, Assembly Rooms, Lambeth Town Hall, Brixton Hill, SW2 1RW 
• 10th January 2012, 6-9pm, Committee rooms 1 & 2, Civic Suite Lewisham Town Hall, Catford, SE6 

4RU 
 
In addition, focus groups are currently being arranged across LSL to ensure effective engagement with 
PLHIV. 
 
All consultation responses should be submitted by 5pm on 6th February 2012.  We welcome feedback on all 
aspects of this report, specifically the proposed service model and pathways of care and encourage 
stakeholders to submit comments on any finding or recommendations presented.  All responses should be 
emailed to Patricia.Riley@lambethpct.nhs.uk or sent to: HIV C&S Consultation Responses, c/o Patricia 
Riley, Public Health, NHS Lambeth, 1 Lower Marsh, London, SE1 7NT. 
 
An easy read version of the Executive Summary is available on request to 
Patricia.Riley@lambethpct.nhs.uk or by telephone on 0203 049 4046/4330. 
 
6.2 Consultation Questions 
  
The following questions have been listed throughout the document as prompts to encourage feedback, but 
please provide additional information. 

 

Consultation Questions: Epidemiology, People living with HIV- page 23 
 
1) Are there any emerging groups of PLHIV within LSL that have not been identified in the local 
epidemiology that need to be taken into account in service planning? Please provide details. 
 

mailto:Patricia.Riley@lambethpct.nhs.uk
mailto:Patricia.Riley@lambethpct.nhs.uk
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2) Do you agree with the key themes of the epidemiology (see box above)? If no, please provide 
details. 
 
3) Are there any additional epidemiological needs that should be taken into account that for future 
planning? 
 
Consultation Questions: Needs & Evidence Review – page 29 
 
4) Are there any additional needs of PLHIV within LSL that have not been identified? 
 
5) Are there any additional interventions that the evidence review does not capture that should be 
considered for future planning? 
 
6) Do you agree with the key themes identified in the needs and evidence review (refer to box 
above)? If no, please provide details 
 
7) Are there any additional implications for future planning that have not been captured? 
 
Consultation Questions:  Review of Current Service provision- Page 50 
 
8) Are there benefits to having peer led services targeted at specific faith or cultural or sexualities? If 
so what are these benefits and what communities should be targeted? 
 
9) Are there any other services not discussed in this section that are regularly used by LSL residents 
living with HIV, such as Local Authority Commissioned services and charitable organisations? And if so, 
what do these services provide that are not currently provided by the local portfolio of services? 
 
10) Do you agree with the key themes within the service review (see box above)? If no, please provide 
details. 
 
11) Are there any additional implications for future planning that have not been captured? 
 
Consultation Questions:  Going Forward (page ……..) 
 
12) Are there any other barriers or issues to accessing HIV care& support that need to be addressed in the 
proposed service model? 
 
13) Are any of the needs identified above not deliverable through mainstream services? 
 
14) Are there any additional issues that need to be taken into account in improving access for PLHIV to 
mainstream services? 
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15) Do you agree that the needs detailed above can be met through mainstream services in the long term? 
If no please provide details. What actions need to be taken to prepare mainstream services? 
 
16) Are there any additional needs of PLHIV that require specialist services? Do you think any of the 
proposed specialist services are unnecessary? Please provide details. 
 
17) Do the proposed categories of patient profiles; newly diagnosed, stable, co-morbid and complex 
patients, capture the general needs of PLHIV in LSL? 
 
18) Do the proposed pathways adequately capture the needs of these patient profiles? 
 
Additional Generic Consultation Questions 
 
19) This review is proposing a model which focuses on defining care pathways based on improving access 
to generic health & social care for low to moderate needs, followed by a distinct specialist provision for HIV 
specific needs and complex cases.  Do you agree with the general service model? If not, please tell us any 
concerns you have? 
 
20) This review has focussed on Men who have sex with men & Black African communities as the two high 
risk populations affected by HIV.  However, it is essential that services for PLHIV respond to the needs of 
everyone and do not discriminate on age, gender, ethnicity, faith, sexuality, and disabilities.  Do you think 
the proposed model will work for all individuals living with HIV?   If not, please specify who and why the 
service model will not work for. 
 
21) Do you have any other comments or questions? 
 
 
6.3  Equality & Equity Impact Assessment 
 
An initial Equality & Equity Impact Assessment (EEIA) Screening has been conducted as part of this review project 
and development of service model and commissioning intentions (see Appendix G).  This screening process is the 
first stage of the EEIA process which will be conducted as part of the process.  It is the intention that this will be 
further developed during the consultation phase, including specific discussions on EEIA as part of the consultation 
events.   
 
 

Thanks you in advance for you time and feedback on the proposed service model & recommendations. 
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GLOSSARY 
 

AIDS  Acquired Immunodeficiency Syndrome is a disease of the human immune system caused by 
the human immunodeficiency virus (HIV). 

ASG  The AIDS Support Grant is an annual payment to Local Authorities by the Department of 
Health as a contribution towards expenditure on HIV/AIDS related social services. 

BA  Black African Communities  

C&S  HIV Care and Support; related to needs / services   

CD4 People with HIV will have their CD4 counts measured to monitor their immune system and 
decide when HIV treatment should be started (when the CD4 count is at 350) and to 
monitor the effectiveness of HIV Treatment.   

T-cells (or T-lymphocytes) are white blood cells that play important roles in the immune 
system. There are two main types of T-cells; one type has molecules called CD4 on its 
surface; these 'helper' cells organise the immune system’s response to bacteria, fungi and 
viruses. The second type has a molecule called CD8 on the surface and these destroy 
infected cells and produce antiviral substances. The HIV virus can attach itself to the CD4 
molecule and enter the cell and infect it.  

CYPSS   Children and Young Peoples Services (within Local Authorities) 

DPH   Director of Public Health  

FACS   Fair Access to Care Services; eligibility criteria for adult social care    

GPs   General Practitioners  

GSTT  Guys and St Thomas’ Hospital  

HAART Highly Active Anti Retroviral Therapy; medications for the treatment of infection by 
retroviruses, primarily HIV 

HIV   Human Immunodeficiency Virus  

HIV CNS  HIV Clinical Nurse Specialists  

HNCI  HIV related neuro cognitive impairment  

HPA  Health Protection Agency  

LA  Local Authority / Local Council  

LEAT   London Ecumenical Aids Trust  

LSL    Lambeth, Southwark and Lewisham (inner city boroughs within South East London)   

MDT  Multi disciplinary team  

MSOA  A Middle Super Output Area is a geographic unit that has a minimum population of 5000, 
with an overall mean of 7,200. There are 7,000 MSOAs in England 
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MSM   Men who have sex with men  

NELACU  North East London Acute Commissioning Unit  

NRPF  No recourse to Public funds: A person who is subject to immigration control and has no 
entitlement to welfare benefits, public housing or Home Office Asylum; and most often does 
not have the right to work 

PCTs   Primary Care Trusts  

PH  Public Health  

PLHIV  People living with HIV  

RCT  Randomised Controlled Trial; a form of clinical trial characterised by a treatment/ 
intervention arm and a control arm. Increasingly used in non treatment trials.    

SEL   South East London  

SH   Sexual Health 

SLAM  South London and the Maudsley (a commissioned provider of Mental Health services)  

SLHP South London HIV Partnership: a partnership of Voluntary sector providers delivering HIV 
care and support services to residents of South London Boroughs in South London settings 

SURG   Service User Reference Group  

VL   Viral Load.  A term used to describe the amount of HIV in the blood of someone living with 
HIV.  The more HIV in the blood the faster the CD4 cells (immune system cells that fight 
infection) reduce and the greater the risk of developing symptoms. 

WTE  Whole time equivalent (full time post)  
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APPENDIX A: Portfolio of Services (based on 10/11 activity and 11/12 forecasted spend) 
 
Service (Provider) 
Description of Service 
 

Lead 
Commissioner 

Lambeth 
Expenditure 
(ASG/LA 
funding) 

Lambeth 
Activity/ 
Outputs 

Southwark 
Expenditure 
(ASG/LA 
Funding) 

Southwark 
Activity/ 
Outputs 

Lewisham 
Expenditure 
(ASG/LA 
Funding) 

Lewisham 
Activity/ 
Outputs 

LSL Total  
Expenditure 
(Total ASG/LA 
funding) 

LSL  
Activity/ Outputs for 
10/11 
(* where stated 
commissioned activity 
as opposed to 10/11 
performance data.)  

CASCAID (SLAM) 
Specialist HIV Mental 
Health Service for people 
infected or affected by HIV 
 

LSL 
Mental Health  

£578,230  Aprox 45% £408,249 Aprox 35% £241,707 Aprox 20% £1,228,187 3350 apts (2711 
attendances excluding 
DNAs & cancellations) 
310-350 clients at any 
one time 

HIV Community Nursing 
Service (GSTT Community 
Services) 
Case Management and 
ongoing medical support for 
people living with HIV.  

NHS Lambeth 
CommunityCo
ntract/ 
SH & HIV 

£225,611 Aprox 45% £159,288 Aprox 28% £94,308 Aprox 26% £479,207  
Aprox 2776 face to face 
contact per annum. 
Aprox 250 clients at any 
one time 

Family Support (Positive 
Parenting & Children) 
Family Support Service 
delivered through a social 
care model for infected and 
affected parents, children & 
adolescents 

LSL SH & HIV £105,353 
(50%/ 
£52,677) 

Aprox 43% 
of family 
work  

£74,382 
(50%/  
£ 37,191) 

Aprox 25% 
of family 
work 

£44,039 
(50%/ 
£22,020) 

Aprox 31% 
of family 
work 

£223,774 
(50% / 
£223,774) 

3000 hours of home*, 
community, or clinic 
based family support per 
annum. 
Estimated 100 families 
per annum.  

Mildmay Residential & 
Day Care (Mildmay) 
Services for HIV related 
cognitive impairment and 
physical rehab 

North East 
London  
Cluster 

£343,940, 709 
residential 
bed days & 
269 day 
care days 

£224,373 496 
residential  
bed days & 
81 day care 

£139,896 254 
residential 
bed days & 
12 day care 

£708,209 See PCT spit 

Muslim Peer Support  
(African Advocacy 
Foundation) 
Muslim Peer Support 
Services 

LSL SH & HIV £3,019 Awaiting 
data 

£2,526 Awaiting 
data 

£2,455 Awaiting 
data 

£8,000 50 group meeting per 
annum* 
Work with 40 families 
per annum* 

Christian/Faith Based 
Peer Support (LEAT) 
Christian/faith based peer 
support service 

LSL SH & HIV £3,019 Awaiting 
data 

£2,526 Awaiting 
data 

£2,455 Awaiting 
data 

£8000 25 group meeting per 
annum 
(10 clients per session)* 
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South London HIV 
Partnership (Partnership of 
Providers commissioned 
across South London -
broken down by service 
below (a-g)) 

Croydon HIV £343,617 
(40%/ 
£137,447) 

 £267,113 
(40%/ 
£106,845) 

 £159,490 
(40%/ 
£63,796) 

 £770,220 
-59.4% of total 
SLHIVP 
contract 

See Below 

a) First Point (Metro) 
Assessment & referral 
service(19%) 

Croydon HIV £66,250 Awaiting 
Data 

£51,499 Awaiting 
Data 

£30,750 Awaiting 
Data 

£148,500 1216 assessment 
across South 
London/estimated 53% 
LSL= 644  assessments 

b) Advice & Advocacy (THT 
(19%)) 

Croydon HIV £67,906 Awaiting 
Data 

£52,787 Awaiting 
Data 

£31,518 Awaiting 
Data 

£152,212 547 Individuals seen 
LSL (57% of South 
London Activity)  

c) Counselling (THT) Croydon HIV £46,670 Awaiting 
Data 

£36,305 Awaiting 
Data 

£21,677 Awaiting 
Data 

£104,686 263 hours of counselling 
per annum* across 
south London 
No LSL Split activity 

d) Health Trainers (THT) 
(17%) 

Croydon HIV £57,984 Awaiting 
Data 

£45,074 Awaiting 
Data 

£26,913 Awaiting 
Data 

£129,972 3000 sessions/800 
individuals* 
 Aprox 47% LSL 

f) Peer Support (THT) 
(9%) 

Croydon HIV £69,973 22% £31,217 17% £24,266 17% £14,489 Aprox 472 clients per 
annum 
56% of total activity 

e) Monitoring, verification & 
Evaluation (NAW Solutions) 
(7%) 

Croydon HIV £23,296  £18,109  £10,813  £52,219 No service activity 

g) Infrastructure & 
programme office (15%) 

Croydon HIV £50,258  £39,069  £23,327  £112,655 No services Activity 

Total Health  
Funding 

 £1,432,669  £983,329  £590,623  £3,006,621  

Total ASG/LA Funding  £190,123  £144,036  £85,816  £419,975  
TOTAL  £1,621,792  £1,127,365  £676,439 

 
 £3,425,597 
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APPENDIX B: HIV Related Needs –In scope /out of Scope of HIV C&S Project  
 
Category of needs Needs identified In scope/out 

of scope 
Details Where needs will be 

addressed: (HIV C& S, 
Mainstream agenda, 
Other) 

HIV Treatment / 
medical needs 

 

Anti Retro-viral treatment Out of scope Delivered through specialist HIV 
treatment services 

Other (HIV Consortia) 

Support post inpatient 
admission  
 

In scope HIV specialist support in scope, 
however need to flag up access to 
mainstream intermediate & 
continuing care services to relevant 
commissioners 

HIV C& S & 
Mainstream Agenda 

Adherence  
 

In scope Delivered through specialist HIV 
treatment services, but also needs to 
be a core function of care & support 
provision 

HIV C&S 

Care coordination/case 
management  
 

In scope To be picked up as part of HIV care &  
support provision 

HIV C&S 

Drug interactions  
 

In scope (Part) Where clinically appropriate such as 
mental health, although core function 
sits with specialist HIV treatment 
services.  Also needs to be addressed 
in development of ‘shared’ 
management with Primary Care 

HIV C&S, Mainstream 
agenda,  Other (HIV 
Consortia) 

Disclosure  
 

In scope To be picked up as part of HIV care &  
support provision 

HIV C&S 

PN / patient testing 
 

Out of scope Delivered through specialist HIV 
services 

Other (HIV Consortia) 
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Category of needs Needs identified In scope/out 
of scope 

Details Where needs will be 
addressed: (HIV C& S, 
Mainstream agenda, 
Other) 

Physical Rehab 
 

In scope Delivered through some specialist 
support services although needs to be 
part of mainstream community care 
pathways 

HIV C&S, & 
Mainstream Agenda 

Palliative Care In scope To be picked up as part of HIV care &  
support provision, although needs to 
be part of mainstream end of life care 
pathways 

HIV C&S, & 
Mainstream Agenda 

Mental health & 
wellbeing  
Stigma/  
 
 
 

Discrimination In scope To be picked up as part of HIV care &  
support provision 

HIV C&S 

Confidentiality In scope To be picked up as part of HIV care &  
support provision 

HIV C&S 

Self confidence  
 

In scope To be picked up as part of HIV care &  
support provision 

HIV C&S 

Mild and mod / anxiety & 
depression  
 

In scope To be picked up as part of HIV care &  
support provision, however needs to 
part of mainstream service provision 
for mild & moderate mental health 
pathways 

HIV C&S & 
Mainstream Agenda 

Sleep  
 

In scope To be picked up as part of HIV care &  
support provision 

HIV C&S 

Socialisation  
 

In scope To be picked up as part of HIV care &  
support provision 

HIV C&S 

Relationships In scope To be picked up as part of HIV care &  
support provision 

HIV C&S 

Cognitive impairment  In scope To be picked up as part of HIV care &  HIV C&S & 
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Category of needs Needs identified In scope/out 
of scope 

Details Where needs will be 
addressed: (HIV C& S, 
Mainstream agenda, 
Other) 

 support provision, however high level 
cognitive impairment will be picked 
up by relevant specialist services 

Mainstream Agenda 

Diagnosed severe & 
enduring mental illness 

Out of scope Mental Health service provision Other (Mental Health) 

Lifestyle issues  
Gay Affirmation 
specifically BME 
MSM 

Nutrition In scope To be picked up as part of HIV care &  
support provision, although need to 
ensure access into mainstream 
services 

HIV C&S & 
Mainstream Agenda 

Drugs and Alcohol  
 

In scope To be picked up as part of HIV care &  
support provision, although need to 
ensure access into mainstream 
services 

HIV C&S & 
Mainstream Agenda 

Smoking 
 

In scope To be picked up as part of HIV care &  
support provision, although need to 
ensure access into mainstream 
services 

HIV C&S & 
Mainstream Agenda 

Risky sexual behaviours 
 

In scope To be picked up as part of HIV care &  
support provision 

HIV C&S & other 
(Sexual Health) 

Contraception  
 

Out of scope To be addressed through specialist 
HIV treatment services & sexual 
health services 

Other (HIV Consortia 
& Sexual Health) 

Negotiating Condom Use  In scope To be picked up as part of HIV care &  
support provision 

HIV C&S 

Psychosexual Needs  
 

Out of scope To be addressed through specialist 
HIV treatment services & sexual 

Other (HIV Consortia 
& Sexual Health) 
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Category of needs Needs identified In scope/out 
of scope 

Details Where needs will be 
addressed: (HIV C& S, 
Mainstream agenda, 
Other) 

health services 

Gay Affirmation specifically 
BME MSM 

In scope To be picked up as part of HIV care &  
support provision 

HIV C&S 

Economic Needs  
 

Employment & income  
 

In scope To be picked up as part of HIV care &  
support provision, although need to 
ensure access into mainstream 
services 

HIV C&S & 
Mainstream services 

Access to training  
 

In scope To be picked up as part of HIV care &  
support provision, although need to 
ensure access into mainstream 
services 

HIV C&S & 
Mainstream services 

Debt  
 

In scope To be picked up as part of HIV care &  
support provision, although need to 
ensure access into mainstream 
services 

HIV C&S & 
Mainstream services 

Welfare benefits In scope To be picked up as part of HIV care &  
support provision, although need to 
ensure access into mainstream 
services 

HIV C&S & 
Mainstream services 

Social Issues  
 
 

Housing 
 

In scope To be picked up as part of HIV care &  
support provision, although need to 
ensure access into mainstream 
services 

HIV C&S & 
Mainstream services 

Life skills  
 

In scope To be picked up as part of HIV care &  
support provision 

HIV C&S 



Review of HIV Care & Support Provision (LSL)- November 2011                                                                               
 
 

81 
 

Category of needs Needs identified In scope/out 
of scope 

Details Where needs will be 
addressed: (HIV C& S, 
Mainstream agenda, 
Other) 

Immigration In scope To be picked up as part of HIV care &  
support provision, although need to 
ensure access into mainstream 
services 

HIV C&S & 
Mainstream services 

Parenting and Childcare 
support 
 

In scope To be picked up as part of HIV care &  
support provision 

HIV C&S 

Access to Social Care In scope (part) To be picked up as part of HIV care &  
support provision, although need to 
ensure access into mainstream 
services 

HIV C&S & 
Mainstream services 
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Alexis  
Assessme
nt 

ITU 
admission 

Late 
presenter to 
acute 
services 

TB 
treatment  

Social 
care 

HIV 
CNS 
(3BT) 

THT 
health 
trainer 

Cascaid 

Mildma
y 

No 
recourse 
panel 

National asylum 
support services 

Care package & 
subsistence 

Ticket home  

Community care 
assessment 
(adult) 
- Human Rights act 
- Destitution 
- Care and attention need 
- Host borough 
 Childrens assessment 

NHS services 

Social care 

Discharge 
with 3/12 
medicatio
n 

Where boxes in bold patients will be seen and treated regardless of immigration status 

Issues raised: 
Eviction common due to hospital admission 
Lack of solicitors willing to take cases 
Abandonment by partner/family 
Interpreting issues (often patient is reluctant to use interpreter in case they know them)  
Variation in enforcement of rights of access exploited by health care professionals (ie. May refer to another service 
less likely to check immigration status) 
 
 
 

Hestia  

Advocac
y 
 

Free 
milk for 
infants 

Homeless persons unit 

Voluntary sector 

APPENDIX C:   Lewisham NRPF Pathway for PLHIV 
Pathway for HIV positive individuals with no recourse to public funds (from Lewisham stakeholder event 14 July 2011) 
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APPENDIX D: Service Review Framework 
 

Service review Framework - HIV Care & Support Review Name of Service: 
Theme Questions  
1) What is the aim of the 
service? 

1.1) What does the service aim to 
achieve? 
 
1.2) What are the service 
outcomes specified within the 
service specification? 
 
1.3) What are the KPIs for the 
service? 
 
1.4) What is the evidence base for 
the service? 
 

 

2) What does the service 
provide? 

2.1) Brief description of the 
interventions which happen 
under this service, health and 
others? 
 
2.2) Discuss with the provider to 
ensure that all aspects of the 
service are captured (SLA’s may 
not include everything) 

 

3) To who is the service 
targeted? 

3.1) Can you describe who the 
service targets by age, ethnicity, 
social conditions, gender, 
medical presentations? 

 

4) What are the service 
requirements?  

4.1) Are there any national/local 
standards of care? Are these 
being met? 
Staff professional standards? 
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4.2) Based on the characteristics 
of the target group, are there new 
specific service provision 
requirements?  

5) What is the access to the 
service? 

5.1) Is the service open 
access/referral only? 
 
5.2) What are the referral routes? 
 
5.3) Is there any referral criteria? 
 
5.4) What are the actual referral 
sources of client accessing the 
service? 
 
5.5) How accessible is the service 
to those who need it? i.e. NRPF, 
language 
 
5.6) How long do people general 
stay with the service/average 
length of stay? 
 
5.7) What is the discharge policy? 
How do people leave the service? 
 
5.8) Are there any exclusions? 

 

6) What is the current 
capacity of the service?  

6.1) What are the current staffing 
levels, equipment etc? 
 
6.2 )What is the service’s 
commissioned capacity? 

 

7) Who are the service 
users? 

7.1) Can you describe them by 
age, ethnicity, social conditions, 
gender?  
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7.2) What % of service users are 
from LSL? 
 
7.3) Average number of contacts 
per year with the service. 
 
7.4) Average number of 
individuals seen per year 
 
7.5) Discuss with the provider to 
get the detail and range of service 
users 

8) Location of the service in 
the care pathway  

8.1) Where are the service sites? 
What times do they operate? 
 
8.2) How does this service relate 
to primary care, secondary care 
,social care, tertiary sector 
organisations?   
 
8.3) Is the service sector 
based/LSL/South London?  

 

9) What is the current 
performance of the service? 

9.1) What is the performance 
against KPI’s? 
 
9.2) How does the service deliver 
against service outcomes? 
 
9.3) Service user feedback? 
 
9.4) Any previous service 
evaluation completed?  

 

10) Are there any gaps in 
the service? 

10.1) Are there any identified 
needs of service users that are 
being unmet?  
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10.2) What is the service user 
feedback on service needs? 

11) Current delivery, cost & 
breakdown  

11) What are the costs of the 
service (human resources, 
pharmaceutical, rent…) per year? 
 
12) How many contacts per year? 
  
13) Average cost per contact  
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APPENDIX E: Mapping of patient needs against proposed service provision/care pathways 
 
Category of 
needs 

Needs identified                Proposed Provision in Pathway 
Newly 
Diagnosed 

Stable Co-morbid  Complex Social  

HIV Treatment / 
medical needs 

 

Anti Retro-viral treatment Specialist HIV 
treatment 
services 

Specialist HIV 
treatment 
services 

Specialist HIV 
treatment services 

Specialist HIV 
treatment services 

Post inpatient admission  
 

N/A N/A • SPECIALIST HIV 
COMMUNITY 
NURSING 
SERVICES 

• Intermediate/ 
Continuing care 
• Specialist HIV 

residential/day 
care  

• SPECIALIST HIV 
COMMUNITY 
NURSING SERVICES 

• Intermediate/ 
Continuing care 
• Specialist HIV 

residential /day 
care 

Adherence  
 

• Specialist HIV 
treatment 
services 

• Core standard 
across of all HIV 
services 

• Specialist HIV 
treatment 
services 

• Core standard 
across of all HIV 
services 

• SPECIALIST HIV 
COMMUNITY 
NURSING 
SERVICES 
 

• SPECIALIST HIV 
COMMUNITY 
NURSING SERVICES 

• Specialist MH 
Services for PLHIV 

 
Care coordination/case management  
 

• Specialist HIV 
treatment 
services 

 

• Specialist HIV 
treatment 
services 

 

• SPECIALIST HIV 
COMMUNITY 
NURSING 
SERVICES 

 

• SPECIALIST HIV 
COMMUNITY 
NURSING SERVICES 

• Specialist MH 
Services for PLHIV 
 

Drug interactions  
 

• Specialist HIV 
treatment 
services 

• GP ‘Shared’ 
management 

 
 

• Specialist HIV 
treatment 
services 

• GP ‘Shared’ 
management 

 

• Specialist HIV 
treatment 
services 

• SPECIALIST HIV 
COMMUNITY 
NURSING 
SERVICES 

• Specialist HIV 
treatment services 

• Specialist MH 
services for PLHIV 
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Category of 
needs 

Needs identified                Proposed Provision in Pathway 
Newly 
Diagnosed 

Stable Co-morbid  Complex Social  

Disclosure  
 

Core standard 
across of all HIV 
services 

Core standard 
across of all HIV 
services 

Core standard 
across of all HIV 
services 

Core standard across 
of all HIV services 

PN / patient testing 
 

Specialist HIV 
treatment 
services 

Specialist HIV 
treatment 
services 

Specialist HIV 
treatment services 

Specialist HIV 
treatment services 

Physical Rehab 
 

N/A N/A • Community 
Physio 

• SPECIALIST HIV 
COMMUNITY 
NURSING 
SERVICES 

• Specialist HIV 
residential/ 
day care 

 

N/A 

Palliative Care N/A N/A • SPECIALIST HIV 
COMMUNITY 
NURSING 
SERVICES 

• Specialist HIV 
residential/ 
day care 

• End of life care 
pathways 

N/A 

Mental health & 
wellbeing  
Stigma/  
 
 
 

Discrimination • Peer Mentoring  
• Core standard 

across of all HIV 
services 

• Peer mentoring 
• Core standard  

across of all  
HIV services 

• Core standard  
across of all  
HIV services 

• Core standard across of  
all HIV services 

Confidentiality • Core standard 
across of all HIV 
services 

• Core standard 
across of all HIV 
services 

• Core standard 
across of all HIV 
services 

• Core standard 
across of all HIV 
services 
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Category of 
needs 

Needs identified                Proposed Provision in Pathway 
Newly 
Diagnosed 

Stable Co-morbid  Complex Social  

Self confidence  
 

• Peer mentoring • Peer mentoring N/A N/A 

Mild and mod anxiety & depression  
 

• Counselling 
• IAPT 
 

• Counselling 
• IAPT 
 

• Counselling 
• IAPT 
• CASCIAD 
 

• Counselling 
• IAPT 
• Specialist MH 

services for PLHIV 
Sleep  
 

• Peer mentoring 
• Primary Care 

• Peer mentoring 
• Primary Care 

• Peer mentoring 
• Primary care  

N/A 

Socialisation  
 

• Peer mentoring  
 

• Peer mentoring  
 

• Peer mentoring  
 

N/A 
 

Relationships • Peer mentoring  
• Counselling 
 

• Peer mentoring  
• Counselling 

 

• Peer mentoring  
• Counselling 
 

• Specialist MH 
services for PLHIV 

•  
 

Cognitive impairment  
 

N/A N/A • N/A 
 

 
• Specialist MH 

services for PLHIV 
• Specialist HIV 

residential /day 
care 

Diagnosed severe & enduring mental 
illness 

N/A N/A • Specialist MH 
services for 
PLHIV 

• Statutory Mental 
Health services 

• Specialist MH 
services for PLHIV 

• Statutory Mental 
Health services 

 
Lifestyle issues  
Gay Affirmation 
specifically BME 
MSM 

Nutrition • Specialist HIV  
services 

• Peer 
mentoring   

• Specialist HIV  
services 

• Peer 
mentoring   

• Specialist HIV  
services 

• SPECIALIST   
HIV 
COMMUNITY 
NURSING 
SERVICES 

 

• Specialist HIV  
services 

• SPECIALIST   HIV 
COMMUNITY 
NURSING 
SERVICES 
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Category of 
needs 

Needs identified                Proposed Provision in Pathway 
Newly 
Diagnosed 

Stable Co-morbid  Complex Social  

Drugs and Alcohol  
 

• Peer 
mentoring   

• Drugs & 
Alcohol 
Services  

• Peer 
mentoring   

• Drugs & 
Alcohol 
Services 

• Specialist HIV  
services 

• SPECIALIST   
HIV 
COMMUNITY 
NURSING 
SERVICES 

• Drugs & 
Alcohol 
Services 

Smoking 
 

• Specialist HIV  
services 

• Peer 
mentoring 

 

• Specialist HIV  
services 

• Peer 
mentoring 

 

• Specialist HIV  
services 

• SPECIALIST   
HIV 
COMMUNITY 
NURSING 
SERVICES 
 

 

• Specialist HIV  
services 

• SPECIALIST   HIV 
COMMUNITY 
NURSING 
SERVICES 
 

 

Risky sexual behaviours 
 

• Specialist HIV  
services/ 
Health 
Advisers 

• Peer 
mentoring  

• Specialist HIV  
services 
/Health 
advisers 

• Peer 
mentoring 

 

• Specialist HIV  
services /Health 
advisers 

• SPECIALIST   
HIV 
COMMUNITY 
NURSING 
SERVICES 

 

• Specialist HIV  
services /Health 
advisers 

• SPECIALIST   HIV 
COMMUNITY 
NURSING 
SERVICES 

 

Contraception  
 

• Specialist HIV  
services 

• Sexual Health 
Services 

• Specialist HIV  
services 

• Sexual Health 
Services 

 

• Specialist HIV  
services 

• Sexual Health 
Services 

 

• Specialist HIV  
services/ Health 
Advisers 

• Sexual Health 
Services 

 
Negotiating Condom Use  • Core standard 

of all HIV 
• Core standard 

of all HIV 
• Core standard 

of all HIV 
• Core standard of 

all HIV Specialist 
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Category of 
needs 

Needs identified                Proposed Provision in Pathway 
Newly 
Diagnosed 

Stable Co-morbid  Complex Social  

Specialist 
Services 

• Peer 
Mentoring 

 

Specialist 
Services 

• Peer 
Mentoring 

 

Specialist 
Services 

• Peer Mentoring 
 

Services 
 

Psychosexual Needs  
 

• Sexual Health 
Services 

• Psychosexual 
Services 

• Sexual Health 
Services 

• Psychosexual 
Services 

• Sexual Health 
Services 

• Psychosexual 
Services 

• Sexual Health 
Services 

• Psychosexual 
Services 

Gay Affirmation specifically BME 
MSM 

Core standard of 
all HIV Specialist 
Services 

Core standard of 
all HIV Specialist 
Services 

Core standard of all 
HIV Specialist 
Services 

Core standard of all 
HIV Specialist 
Services 

Economic Needs  
 

Employment & income  
 

• Specialist HIV 
Advice & 
advocacy 

• Mainstream 
Services 

• Peer 
Mentoring 

• Specialist HIV 
Advice & 
advocacy 

• Mainstream 
Services 

• Peer 
Mentoring 

• Specialist HIV 
Advice & 
advocacy 

• Mainstream 
Services 

• Specialist HIV 
Community 
Nursing 
Services 

• Specialist HIV 
Advice & 
advocacy 

• Mainstream 
Services 

• Specialist HIV 
Community 
Nursing Services 

Access to training  
 

• Specialist HIV 
Advice & 
advocacy 

• Mainstream 
Services 

• Peer 
Mentoring 

• Specialist HIV 
Advice & 
advocacy 

• Mainstream 
Services 

• Peer 
Mentoring 

• Specialist HIV 
Advice & 
advocacy 

• Mainstream 
Services 

• Specialist HIV 
Community 
Nursing 
Services 

• Specialist HIV 
Advice & 
advocacy 

• Mainstream 
Services 

• Specialist HIV 
Community Nursing 
Services 

Debt  
 

• Specialist HIV 
Advice & 
advocacy 

• Specialist HIV 
Advice & 
advocacy 

• Specialist HIV 
Advice & 
advocacy 

• Specialist HIV 
Advice & 
advocacy 
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Category of 
needs 

Needs identified                Proposed Provision in Pathway 
Newly 
Diagnosed 

Stable Co-morbid  Complex Social  

• Mainstream 
Services 

• Peer 
Mentoring 

• Mainstream 
Services 

• Peer 
Mentoring 

• Mainstream 
Services 

• Specialist HIV 
Community 
Nursing 
Services 

• Mainstream 
Services 

• Specialist HIV 
Community 
Nursing Services 

Welfare benefits • Specialist HIV 
Advice & 
advocacy 

• Mainstream 
Services 

• Peer 
Mentoring 

• Specialist HIV 
Advice & 
advocacy 

• Mainstream 
Services 

• Peer 
Mentoring 

• Specialist HIV 
Advice & 
advocacy 

• Mainstream 
Services 

• Specialist HIV 
Community 
Nursing 
Services 

• Specialist HIV 
Advice & 
advocacy 

• Mainstream 
Services 

• Specialist HIV 
Community 
Nursing Services 

Social Issues  
 
 

Housing 
 

• Specialist HIV 
Advice & 
advocacy 

• Mainstream 
Services 

 

• Specialist HIV 
Advice & 
advocacy 

• Mainstream 
Services 

 

• Specialist HIV 
Advice & 
advocacy 

• Mainstream 
Services 

• Specialist HIV 
Community 
Nursing 
Services 

 

• Specialist HIV 
Advice & 
advocacy 

• Mainstream 
Services 

• Specialist HIV 
Community 
Nursing Services 

• Social Care 

Life skills  
 

• Peer 
Mentoring 

• Peer 
Mentoring 

• Specialist HIV 
Community 
Nursing 
Services 

 

• Specialist HIV 
Community 
Nursing Services 

• Social Care 

Immigration • Specialist HIV 
Advice & 
advocacy 

• Specialist HIV 
Advice & 
advocacy 

• Specialist HIV 
Advice & 
advocacy 

• Specialist HIV 
Advice & 
advocacy 
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Category of 
needs 

Needs identified                Proposed Provision in Pathway 
Newly 
Diagnosed 

Stable Co-morbid  Complex Social  

• Mainstream 
Services 

• Mainstream 
Services 

• Mainstream 
Services 

• Specialist HIV 
Community 
Nursing 
Services 

• Mainstream 
Services 

• Specialist HIV 
Community 
Nursing 

• Social Care 
Parenting and Childcare support 
 

• Specialist HIV 
Advice & 
advocacy 

• Specialist 
Family 
Support 
service for 
PLHIV 

• Social Care 
Services 

• Specialist HIV 
Advice & 
advocacy 

• Specialist 
Family 
Support 
service for 
PLHIV 

• Social Care 
Services 

• Specialist HIV 
Advice & 
advocacy 

• Specialist 
Family Support 
service for 
PLHIV 

• Social Care 
Services 

• Specialist Family 
Support service 
for PLHIV 

• Social Care 
Services 

Access to Social Care • Specialist HIV 
Advice & 
advocacy 

• Social care 

• Specialist HIV 
Advice & 
advocacy 

• Social care 

• Specialist HIV 
Advice & 
advocacy 

• Specialist HIV 
Community 
Nursing 
Services 

• Social Care 

• Specialist HIV 
Community 
Nursing Services 

• Social Care 
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APPENDIX F: Options Appraisal of Current Services 
 

Service 
(Provider) 
Description of 
Service 
 
(LSL Contract 
Value) 
(ASG/LA Funding 
Contribution) 
 

Lead 
Commissioner 

Option 1: Maintain 
Status Quo/No Change 

Option 2: Remodel & re-
specify, potential to 
release efficiencies 

Option 3-  Decommision/ 
recommission where 
necessary 

Commissioning preferred 
option & recommendations:  

Potential Resources 
Implications of preferred 
options 

CASCAID 
(SLAM) 
Specialist HIV 
Mental Health 
Service for people 
infected or 
affected by HIV 
 
(£1,228,187) 
 

LSL 
Mental 
Health/SLAM 
Commissioners  

 
Maintain existing levels of 
service provision and 
investment 
 
Risk: 
• S

Service is not a clearly 
defined  commissioned 
services 

• P
Poor effective use of 
resources 

• H
High threshold service 
delivering to a range of 
low-high need clients 

• N
Normalising HIV across 
mainstream services 

 
Benefits: 
• C

Continuation of service 
provision, minimal 
disruption 

 

 
Reduce service capacity and 
contract value to focus on 
high need clients, shift of 
activity into mainstream MH 
services (IAPT & CMHT) & 
lower threshold services. 
 
Service to take a lead 
assessment & case 
management role with all 
LSL service user 
experiencing HIV related 
brain/neuro-cognitive 
impairment. 
Risk: 
• C

Capacity & capability of 
mainstream services 
working with HIV 

 
 
Benefits: 
• N

Normalising HIV across 
mainstream services 

• M
More effective  use of 
resources 

• C
Clearly defined service 
commissioned with clear 
outcomes 

• E
Equality of access to 
mainstream services 

 
Decommission service 
and shift activity into 
mainstreams services 
(IAPT & Mainstream).  No 
provision of specialist HIV 
MH services. 
 
Risk: 
• N

No specialist provision 
for HIV related Mental 
Health services 

• D
Disruption to service 
provision 

 
Benefits: 
• R

Release greater 
efficiencies 

• N
Normalising HIV across 
mainstream services 

Option 2: Remodel & 
respecify 
Include a transition plan  to 
provide a service component 
focusing on developing 
workforce of mainstream 
services.  May also require a 
staged shift of activity into 
mainstream services. 
 
As estimate of 50% of activity  
could shift, although 
considerable more work is 
required on this to clarify 
proportion to shift. 

 
 
• R

Resources will be released 
from shift activity out of 
CASCAID and therefore 
reducing contract value 

• A
 A proportion of these 
resources may be needed 
to reinvested into workforce 
development and potentially 
increase capacity of 
mainstream services  
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HIV Community 
Nursing Service 
(GSTT 
Community 
Services) 
 
 
 
Case 
Management and 
ongoing medical 
support for people 
living with HIV.  
 
(£479,207) 
 

NHS Lambeth 
Community 
Contract/ 
SH & HIV 

Maintain existing levels of 
service provision and 
investment 
 
 
 
 
Risk: 
• S

Service is not a clearly 
defined  commissioned 
services 

• P
Poor effective use of 
resources 

• H
High threshold service 
delivering to a range of 
low-high need clients 

• N
No clear commissioned 
outcomes 

Benefits: 
• C

Continuation of service 
provision, minimal 
disruption 

 

Reduce service capacity and 
contract value with a defined 
service focus on Hospital 
discharge planning, increase 
community nursing 
provision/step down from 
hospital, case management 
of complex clients 
specifically those with co-
morbidity of other LTC, 
provision of complex 
adherence programme 
including Directly Observed 
Treatments. 
 
Risk: 
• W

Will require other HIV 
specialist services to take 
a more proactive case 
management function 

Benefits: 
• M

More effective  use of 
resources 

• C
Clearly defined service 
commissioned with clear 
outcomes 

• S
Support more effective 
use of other HIV and 
mainstream services 

• O
Improved care for patients 
with co-morbidities 

 

Decommission service 
and shift activity into 
mainstreams services. No 
provision of specialist HIV 
case 
management/community 
services. 
 
Risk: 
• N

No specialist provision 
for HIV case 
management and 
community services 

• D
Disruption to service 
provision 

• S
Shift of care to higher 
threshold services ie. 
Acute readmissions 

 
Benefits: 
• R

Release greater 
efficiencies 
 

 
Option 2: Remodel & 
Respecify  
Realign activity across LSL to 
reflect SOPHID by identifying 
lead workers within each 
borough  
 
 Remodel team to focus on 
proposed functions (see option 
2) 
 
Explore potential to co-locate 
with HIV specialist services. 
 
More work required on what 
level of current activity is not 
appropriate/could shift to lower 
threshold service. 

 
 
 
 
 
 
 
 

• P
Potential reduction in 
contract value to reflect 
reduction in activity 
 

• P
Potential to release 
efficiencies to reflect skills 
mix required as part of 
redesigned service 

 Family Support 
(Positive 
Parenting & 
Children) 
Family Support 
Service delivered 
through a social 
care model for 
infected and 
affected parents, 
children & 
adolescents 

LSL SH & HIV 
Commissioners 

 
Maintain existing levels of 
service provision and 
investment 
 
 
Risk: 
• M

May need to tender 
service as on existing 1 
year roll over contract 

Benefits: 

 
Respecification of  existing 
service 
 
 
 
Risk: 
• U

Unnecessary use of 
commissioning resources 
as no major service 
improvements identified 

 
Decommission Service 
with a recommissioning of 
family support services 
 
 
 Risk: 
• D

Disruption to existing 
service provision and 
car pathways 

• C

 
Option 1: Maintain status 
quo (with minor improvements 
on service specification) 
 
Increase focus on transition 
into adult services as this is an 
identified priority area 
 
Improve promotion of service 
within HIV treatment  services. 
 

 
 
 

• P
Potential cost implications if 
option 1 not feasible and 
recommissioning is 
necessary 
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£223,774 
(50%  ASG/LA 
Funding) 
 
 
 
 
 
 
 
 
 

• C
Continuation of service 
provision, minimal 
disruption 

• H
Holistic service working 
with the family 

• E
Early interventions 
Avoids later cost/activity 
from statutory social 
care 

 

Benefits: 
• C

Clearer defined service 
commissioned with 
improved outcomes 
 

Commissioning 
resource 

Benefits: 
• M

Market testing 
• L

Longer term contract 
tenure 

Explore increased use of 
community engagement/peer 
led services. 
 
Develop improved outcome 
measures including disclosure 
 
 

Mildmay 
Residential & 
Day Care 
(Mildmay) 
Services for HIV 
related cognitive 
impairment and 
physical rehab 
 
 
 
(£708,209) 

North East 
London  
Cluster 

Maintain existing levels of 
service provision and 
investment 
 
Risk: 
• O

Over/underperformance 
(although managed 
through risk share) 

Benefits: 
• C

Continuation of service 
provision, minimal 
disruption 

• S
Specialist Service 
provision 

• A
Avoids later cost/activity 
from readmissions and 
other acute care costs 

 
 

Respecification of  existing 
service 
 
 
 
Risk: 
• U

Unnecessary use of 
commissioning resources 
as no major service 
improvements identified 

Benefits: 
• C

Clearer defined service 
commissioned with 
improved outcomes 

 

Decommission Service 
with a 
recommissioning/cost & 
volume purchasing of care 
placements 
 
 
 Risk: 
• D

Disruption to existing 
service provision and 
car pathways 

• P
Provider stability/niche 
provider 

• D
Disruption to pan 
London commissioning 
arrangements 

Benefits: 
• M

Market testing 
 

 Option 1: Maintain Status 
Quo 
 
Improvements in discharge 
planning, gate keeping and 
case management required by 
referrer 
 
 
A proportion of activity could 
be provided from alternative 
providers particularly 
intermediate care/step down, 
day care physio rehab if 
access to mainstream services 
is improved .  This can be 
delivered through closer gate-
keeping by referrers and 
commissioners. 
 
 
CASCAID to provide 
assessment and case 
management of all HIV related 
brain/neuro cognitive 
impairment  

 
• P

Potential to reduce activity 
and costs by better use of 
mainstream services, 
although costs will therefore 
shift across the system 
although at a reduced price 

Muslim Peer 
Support  
(African 
Advocacy 
Foundation) 
Muslim Peer 
Support Services 
 
 
 

LSL SH & HIV Maintain existing levels of 
service provision and 
investment 
 
Risk: 
• D

Duplication with other 
peer support provision 

• C
Commissioned on 

Respecification of  existing 
service 
 
 
Risk: 
• L

Limited funding available 
due to various peer 
support services 

• D

Decommission Service 
and recommissioning 
outcome consolidated 
focused peer support 
programmes which are 
culturally relevant to local 
populations 
 
Risk: 
• D

Option 3: Decommission & 
retender 
Decommission all  stand alone 
Peer support programmes. 
Consolidate funding to 
commission a Remodelled 
programme focused on 
positive self management 
programmes with clear 
outcomes such as improved 

• M
Market testing required to 
ascertain approximate costs 
of new commissioned 
services 
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(£8,000) outputs than outcomes 
Benefits: 
• C

Continuation of service 
provision, minimal 
disruption 
 

Duplication with other 
peer support provision 

• C
Commissioned on outputs 
than outcomes 

Benefits: 
• R

Respecify to Improve 
outcomes of services 

Disruption to existing 
service provision and 
car pathways 

Benefits: 
• M

Market testing 
• R

Remove duplication 
• C

Commission for 
outcomes 

• C
Commission an 
evidence based 
programme 

 
 
 
 

life skills, empowerment, 
newly diagnosed courses. 

Christian/Faith 
Based Peer 
Support (LEAT) 
Christian/faith 
based peer 
support service 
 
(£8000) 
 
 

LSL SH & HIV Maintain existing levels of 
service provision and 
investment 
 
Risk: 
• D

Duplication with other 
peer support provision 

• C
ommissioned on outputs 
than outcomes 

Benefits: 
• C

Continuation of service 
provision, minimal 
disruption 

 

Respecification of  existing 
service 
 
 
Risk: 
• L

Limited funding available 
due to various peer 
support services 

• D
Duplication with other 
peer support provision 

• C
Commissioned on outputs 
than outcomes 

Benefits: 
• R

Respecify to Improve 
outcomes of services 

Decommission Service 
and recommissioning 
outcome consolidated 
focused peer support 
programmes which are 
culturally relevant to local 
populations 
 
Risk: 
• D

Disruption to existing 
service provision and 
car pathways 

Benefits: 
• M

Market testing 
• R

Remove duplication 
• C

Commission for 
outcomes 

• C
Commission an 
evidence based 
programme 

 

 
Option 3: Decommission & 
retender 
 
Decommission all  stand alone 
Peer support programmes. 
Consolidate funding to 
commission a Remodelled 
programme focused on 
positive self management 
programmes with clear 
outcomes such as improved 
life skills, empowerment, 
newly diagnosed courses. 

• M
Market testing required to 
ascertain approximate costs 
of new commissioned 
services 

South London 
HIV Partnership 
(Partnership of 
Providers 

Croydon HIV  
See details below 

 
See detail below 

 
See details below 

 
Explore with South London 
Commissioning partners their 
future commissioning 

 
• U

Unknown until clear on what 
services are to be procured 
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commissioned 
across South 
London -broken 
down by service 
below (a-g)) 
 
(£770,220) 
(40% ASG/LA 
Funding)  
Contract end 
date 31/3/12 

intentions and explore 
potential to continue with 
south London commissioning 
arrangements where 
appropriate. 
 
Current proposal from LSL 
(and being supported across 
South London) is to award 6 
month extension to allow for  
procurement of new 
programme. 

and by which PCTs.  
However, this will need to 
come in within existing 
investment levels  with the 
required ASG/LA efficiency 
reductions. 

b) First Point 
(Metro) 
Assessment & 
referral 
service 
 

(Aprox £130,987) 

Croydon HIV Maintain existing levels of 
service provision and 
investment- only an option 
if decided across all South 
London Contracts 
 
Risk: 
• D

Duplication of 
assessment 

• D
Duplication of care co-
ordination functions 

• L
Limited equity of access 
for service users 
accessing care outside 
of South London 

Benefits: 
• C

Continuation of service 
provision, minimal 
disruption 

• A
Additional resource to 
clinics 

Respecification of  existing 
service - only an option if 
decided across all South 
London Contracts 
 
 
Risk: 
• D

Duplication of assessment 
• D

Duplication of care co-
ordination functions 

• L
Limited equity of access 
for service users 
accessing care outside of 
South London 

 
Benefits: 
• C

Continuation of service 
provision, minimal 
disruption 

• A
Additional resource to 
clinics 

Decommission Service 
and ensure assessment 
and care co-ordination 
functions sits within all HIV 
treatment services 
 
Risk: 
• A

Adequate resourcing 
available in clinics 
specifically within Alexis 

 
 
 
Benefits: 
• R

Remove unnecessary 
loops in assessment 
process 

• R
Release efficiencies 

• S
Seamless care pathway 
to support services 

 

Option 3: 
Decommission and no re-
provision.  
 
Mainstream care management 
& care co-ordination  into HIV 
specialist services  
 
Provide better information of 
resources to professionals and 
service users through web 
based technologies amongst 
other vehicles 
 

 
 

• R
Release total contract value 

• P
Potential that some 
resources released from 
decommissioning may need 
to be redirected into 
services where resources 
are insufficient 

b) Advice & 
Advocacy (THT 
 
(Aprox £134,272) 
 

Croydon HIV  
Maintain existing levels of 
service provision and 
investment- only an option 
if decided across all South 
London Contracts 
 
Risk: 
• L

Limited equity of access 
for service users 

 
Respecification of  existing 
service - only an option if 
decided across all South 
London Contracts 
 
 
Risk: 
• L

Limited equity of access 
for service users 

 
Decommission service 
and recommission advice 
& advocacy service to 
similar service 
specification 
 
 
Risk: 
• D

Disruption to existing 

 
Option 3: Decommission & 
recommission advice & 
advocacy  service 
 
Existing service provision is 
considered strong , however 
as part of SLHIVP and 
contract due to end 31/3/11 
will require recommissioning  

 
 

• M
Market testing could  be 
necessary and would be 
required to ascertain costs 

• I
Increased activity as a 
result of opening up access 
from non south London 
treatment centres 
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accessing care outside 
of South London 

• C
Continuation of service 
is dependable on 
decisions regarding 
wider SLHIVP 

Benefits: 
• C

Continuation of 
services/minimal 
disruption 

• C
Considered an essential 
service 

accessing care outside 
• C

Continuation of service is 
dependable on decisions 
regarding wider SLHIVP 

 
 
Benefits: 
• C

Continuation of service 
provision, minimal 
disruption 

• W
Would enable service 
improvements 

provision 
 
Benefits: 
• M

Market testing 
• R

Respecify to focus work 
on those infected with 
HIV 

• B
Build on employment 
advice currently given 

• A
Ability to strengthen 
interface with non south 
London treatment 
services 

c) Counselling 
(THT) 
 
( aprox £108,656) 

Croydon HIV Maintain existing levels of 
service provision and 
investment- only an option 
if decided across all South 
London Contracts 
 
Risk: 
• C

Current under 
performance of contract 

• N
Normalisation of HIV in 
mainstream services 

• C
Continuation of service 
is dependable on 
decisions regarding 
wider SLHIVP 

Benefits: 
• C

Continuation of 
services/minimal 
disruption 

 

Respecification of  existing 
service - only an option if 
decided across all South 
London Contracts 
 
 
Risk: 
• C

Current under 
performance of contract 

• N
Normalisation of HIV in 
mainstream services 

• L
Limited equity of access 
across MSM and BA 

• C
Continuation of service is 
dependable on decisions 
regarding wider SLHIVP 

 
 
Benefits: 
• C

Continuation of service 
provision, minimal 
disruption 

• W
Would enable 
respecification to look at 
level of need and required 
capacity 

Decommission service 
and improve access to 
mainstream low threshold 
services ie. IAPT, Drugs & 
Alcohol 
 
 
Risk: 
• D

Disruption to existing 
provision 

• I
Impact could be greater 
if CASCAID service is 
resepcified to be more 
high threshold 

• C
Capacity and capability 
of mainstream services 

 
Benefits: 
• N

Normalisation of HIV in 
mainstream services 

• R
Release efficiencies 

• M
Core appropriate use of 
resources 

 

Option 3: Future direction of 
travel to Decommission 
service long term, provision 
to be through mainstream 
services  ie. IAPT (needs to be 
considered alongside 
CASCAID).  However, 
recommended to continue 
to commission a reduced 
service in the interim as a 
cost effective model for 
providing MH services whilst 
access, capacity and 
competency in IAPT is 
developed. 
  

• R
Resources will be released 
from decommissioning over 
time 

• A
 A proportion of these 
resources may be needed 
to reinvested into workforce 
development and potentially 
increase capacity of 
mainstream services 
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• W
Would enable focus of 
services on both 
population groups (MSM 
& BA) 

d) Health Trainers 
(THT) 
 
( aprox £134,255) 

Croydon HIV Maintain existing levels of 
service provision and 
investment 
 
Risk: 
• D

Duplication with Health 
Advisor Role 

Benefits: 
• C

Continuation of service 
provision, minimal 
disruption 

 

Respecification of  existing 
service 
 
 
Risk: 
• D

Duplication with health 
advisors 

Benefits: 
• R

Respecify to Improve 
outcomes of services 

• C
Continuation of service 
provision, minimal 
disruption 
 

Decommission Service 
and provide functions 
through HIV clinic health 
advisors, and peer led 
newly diagnosed courses. 
 
Risk: 
• D

Disruption to existing 
service provision and 
car pathways 

• I
Inadequate resourcing 
within clinic health 
advisors, specifically for 
Alexis Clinic 

Benefits: 
• R

Remove duplication 
• R

Release efficiencies 

Option 3: Decommission 
service, reprovision through 
health advisors and peer led 
newly diagnosed courses. 
 
Will require 
remodelling/respecifcation of 
Health advisors 

• R
Release efficiencies from 
decommissioning 

• P
Potential need to redirect 
some resources into 
Health Advisors  within 
clinic where inadequate 
resources have been 
identified 

f) Peer Support 
(THT) 
 
(aprox £76,795) 

Croydon HIV Maintain existing levels of 
service provision and 
investment 
 
Risk: 
• D

Duplication with other 
peer support provision 

• C
Commissioned on 
outputs than outcomes 

Benefits: 
• C

Continuation of service 
provision, minimal 
disruption 

 

Respecification of  existing 
service 
 
 
Risk: 
• L

Limited funding available 
due to various peer 
support services 

• D
Duplication with other 
peer support provision 

• C
Commissioned on outputs 
than outcomes 

Benefits: 
• R

Respecify to Improve 
outcomes of services 

Decommission Service 
and recommissioning 
outcome consolidated 
focused peer support 
programmes which are 
culturally relevant to local 
populations 
 
Risk: 
• D

Disruption to existing 
service provision and 
car pathways 

Benefits: 
• M

Market testing 
• R

Remove duplication 
• C

Commission for 
outcomes 

• C
Commission an 

Option 3: Decommission & 
retender 
 
Decommission all   s. 
Consolidate funding to 
commission a Remodelled 
programme focused on 
positive self management 
programmes with clear 
outcomes such as improved 
life skills, empowerment, 
newly diagnosed courses. 

 
• M

Market testing required to 
ascertain approximate 
costs of new 
commissioned services 



Review of HIV Care & Support Provision (LSL)- November 2011                                                                               
 
 

101 
 

evidence based 
programme 

 
e) Monitoring, 
verification & 
Evaluation (NAW 
Solutions 
 
(Aprox £45,387) 

Croydon HIV Maintain existing levels of 
evaluation and monitoring 
 
Risk: 
• E

Evaluation & monitoring 
not mainstreamed within 
commissioning 

Benefits: 
• C

Continuation of 
comprehensive 
components of 
evaluation including 
service user feedback 

Respecification of  existing 
provision 
 
 
Risk: 
• F

Funding Pressures 
• E

Evaluation & monitoring 
not mainstreamed within 
commissioning 

Benefits: 
• C

Comprehensive 
components of evaluation 
including service user 
feedback 

Decommission Provision 
and mainstream key 
functions within 
commissioning and 
contract management.  
Consider commissioning 
service user feedback 
components either within 
service contracts or as a 
stand alone provision 
 
Risk: 
• C

Capacity within future 
commissioning 
contracting resource 

Benefits: 
• R

Release efficiencies 
• O

Ownership of monitoring 
and evaluation within 
commissioning 

Option 3: Decommission 
monitoring, verification & 
evaluation 
 
Functions to be picked up 
within commissioning & 
contracting. 
 
Identify solution to ensure 
robust service user feedback 
across services 
 

• R
Resources released from 
decommissioning 

• P
Potential need to reinvest 
element of efficiencies 
into service user feedback 

g) Infrastructure & 
programme office 
 
(Aprox £139,883) 
 

Croydon HIV  
Not an option 

 

 
Not an Option 

 
Not an option 

Current management costs 
are considered high at aprox 
18% of contract value. 
 
Commissioners recommend 
that a reduced management 
cost can be negotiated either 
through a South London 
Programme office of within 
local commissioning structures 

• S
Some resources may 
need to be identified for 
future 
commissioning/contractin
g resources 
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Appendix G – Equality and Equity Impact Assessment (EEIA) 
Screening Framework 

 
 
Equality & Equity Screening 
 
1. Policy aims 
   
First complete 1.6 – 1.7 to set the context and ensure screening focuses on the 
purpose and beneficiaries of a policy, programme or project.  
 
1.1 Proposal, service, programme, 

strategy or procedure being 
assessed 

 

-Modernisation of HIV care and Support Client 
pathways in view of epidemiological & treatment 
changes in HIV in the last 10 + years and HIV 
-New World Commissioning  
-HIV As a Long Term Condition  

1.2 Name of person responsible 
(policy manager) and their 
contact details 

Ali Young (Snr Commissioning Manager) & Jess 
Peck (Commissioning Manager) Sexual Health 
and HIV across LSL  

1.3 Accountable director or 
sponsor 
 

 
Ruth Wallis (DPH-Lambeth) 
 

1.4 Is this a new, existing or 
revised policy/function 

Revised/ updated  

1.5 What does this policy, service, 
programme, strategy intend to 
achieve?  

Responsiveness to changing needs of HIV in view 
of epidemiological and treatment changes, HIV 
now can be managed as an LTC if diagnosed early  
Outcomes:  

1. Reduction in HIV related inpatient 
admissions 

2. Reduction in numbers of PLWHIV with 
CD4 < 200  

Maximised Adherence to medication  
Increasing self management  
 

1.6 How does this fit into wider 
NHS Lambeth aims or strategic 
objectives 
 

HIV is one of  the 6 strategic priorities for 
Lambeth,  reduction of late diagnosis is a 
deliverable indicator and is a SEL cluster priority   

1.7 Who is intended to benefit from 
this function? 
 

Newly diagnosed people (within yr 1)  
PLWHIV starting ARVs (1st year) 
Stable patients? 
PLWHIV with complex needs (detectable viral, 
social issues including immigration, housing, and 
NRPF, co morbidity.  
 

 
 
2. Evidence base  
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3   To make good and defensible decisions the next step is to identify and review the 
information available to understand the needs of different population groups that are 
intended to benefit from any proposal and the evidence to support the proposal.  
Evidence should be gathered internally (eg from colleagues, reports, bulletins) and 
externally (eg published research, reports, from experts). Both qualitative and 
quantitative information is useful.  
 
 
2.1  What (qualitative and quantitative) 

information and evidence will help 
to make the best assessment 
 
 
 
 
 
 
 
What does it say about equality? 
(consider health needs 
assessments, public health input, 
research, consultations, 
stakeholders, local and national 
reports etc) 

-LSL Needs Assessment for HIV care and 
Support (Literature review and epidemiology)  
-Service Review of existing portfolio and Social 
care provision(including activity, demographic 
data) 
-Service User Reference / shadow Group 
(SURG) input into review & recommendations 
-Consultation process including targeted focus 
groups with target groups (‘hard to reach 
groups)     
Two main target groups identified in relation 
to HIV prevalence locally and nationally – gay 
men and Black African communities (mostly 
heterosexual) 
Existing data sorted by Sexual Orientation and 
Gender, Ethnicity 
Needs not distributed by age, disability, 
religion, social/economic. However, within 
service information /data some services are 
addressing wider needs, e.g. Advice and 
Advocacy service addresses issues of poverty, 
housing etc     
  

2.2  What gaps in the evidence & 
knowledge are there? 

social /economic, disability, religion  

2.3 How will the gaps be addressed? Identified through extensive gap analysis 
Will test robustness/ analysis through 
consultation process and address gaps 
through implementation plans and re-
specification/ re-commissioning  
   

2.4 Is there evidence that different 
population groups  
• have different needs? 
• experience inequity in service 

provision (or employment) ie 
the service does not meet their 
needs especially compared 
with others accessing the 
service.  

(consider health inequalities, poorer 
progression for staff, difficulties in 
retaining certain staff, differing 
experiences of the service etc)  

Yes, literature review identified differing 
needs within the main HIV target groups of 
MSM and Black Africans. 
 
Although, within Black Africans the majority of 
those with HIV are women which confers the 
risk of additional inequalities i.e. access to 
employment, poverty, family issues, access to 
reproductive health services 
More work should be completed to identify if 
there are any issues with African men and late 
diagnosis and their access to services.  
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What evidence is there that what is 
proposed is likely to be as effective 
for the different groups intended to 
benefit?  

 
‘Inequity’ in service provision, qualitatively is 
analysed through service usage data vs. 
epidemiology and will need to be elicited 
through further service user engagement / 
consultation process  
 
Future Service Model has been informed by 
Needs Assessment; gap analysis and will be 
informed by consultation and inequalities 
should be emergent through these processes. 
Already the issue about Peer support future 
provision and ensuring the model is 
appropriate and accessible to all sub-groups of 
people with HIV has emerged through Service 
User Reference Group (SURG).      

 
3. Assess the impact on equality and human rights 
For each of the questions consider answers against each equality strand:  
3.1 
 

What opportunity is there to 
promote equality of opportunity, 
good relations between people of 
different groups, or to increase 
participation? 

Reduce service access barriers through 
commissioning robust services on the basis of 
pathways with consistent service standards 
to ensure that inequalities are addressed  
Communication strategy accompanies service 
launch to promote service awareness 
amongst all those agencies working directly 
with clients and generating referrals (i.e. HIV 
treatment services, CNS etc)  
 
Create better linkage with and between HIV 
Treatment services and HIV care and Support 
services to work to the core delivery of 
improving adherence, maintaining clients on 
treatment and promoting self management 
 
Need for workforce planning and provision of 
training to develop the mainstream 
workforce role in HIV. This will have the 
added benefit of reducing stigma around HIV  
 

3.2 
 

What are the potential negative or 
adverse effects? 

Service Model standards are not adhered to / 
not delivered such that the two main target 
groups (MSM and Black African Heterosexual) 
groups will not access commissioned service 
portfolio  leading to:  

• reduction in adherence 
•  deterioration in individual health 

outcomes  
• Services do not provide value for 

money   
• Increasing risks of onwards 
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transmission   
Service portfolio not responsive to complex 
needs and life change points  

3.3 
 

Where there is potential for 
negative or adverse effects 
assess (scoring 1-5) 
 
Likelihood of the effect occurring 
(1 = unlikely, 5 = certain) 
 
severity of the effect (1 = very 
mild, 5 = very severe/ risk of 
death) 
 
numbers of people who might be 
affected (1 = very few, 5 = almost 
everyone) 

 
 
 
 
Score =1  
 
 
Score =3  
 
 
 
Score = 2 

3.4 
 

Is there public or media concern 
about possible discrimination/ 
unfairness/ inequality? 

Possibly, although we would seek to address 
this through the consultation period through 
focus groups and in discussion with the SURG  
Already some media interest following the 
publication of the HIV Scrutiny Paper need to 
address the rationale for the piece of work 
but highlight also some of the financial 
constraints; reduction in area based grants in 
LA, pressures on Health funding in terms of 
late diagnosis.   
 
 

3.5 
 

How much evidence is there to 
support the conclusions in 3.1-
3.4?  

1 = none 
2 = little 
3 = some 
4 = substantial 

Some 3  

3.6 
 

What ability do we have to;  
• Alleviate or change unfair, 

adverse or discriminatory 
effects?   

• Promote and enhance positive 
effects? 

 
Need for workforce planning and provision of 
training to develop the mainstream 
workforce role in HIV. This will have the 
added benefit of reducing stigma around HIV  
 

 
Human Rights 
 
3.7  Could the policy or function affect 

an individual’s human rights? 
Consider specifically the articles 
below of the Human Rights act 
(1998): 
Article 2 – Right to life 
Article 3 – Right not to be tortured 

No risks to an individuals Human Rights identified 
through the implementation of the proposed 
service model for HIV Care & Support across LSL  
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or treated in an inhumane/ 
degrading way 
Article 5 – Right to liberty 
Article 7 – Right to no punishment 
without law 
Article 9 – Right to respect for 
private and family life and 
correspondence 

3.8  What steps can be taken to mitigate 
any identified risks? 

 

 
 
4. Screening assessment and next steps 
 
8   Based on the answers, a decision needs to be made on what to do next. This will 
include whether to proceed to an EEIA and, or if further information is needed. If the 
proposals are identified as carrying risk of a differential impact then an EEIA is 
required.  It is very unlikely that any policy or proposal that affects staff, patients or 
the public will not have an impact on equality in one way or other so the question is 
usually about the scope of an EEIA rather than whether or not one is needed.  
9   Note that an EEIA has to include the participation of people who are likely to be 
affected by the proposals whether staff who may have to implement them, patients or 
the public on the receiving end of them, or partner organisations where there could 
be some sort of secondary effects.   
 
Whether or not an EEIA is done a report should include an action plan that will, as a 
minimum, include arrangements to monitor the impact of the policy in the future.  
 
4.1  Give an overview of the action that 

needs to be taken now? 
 
 
 
 

Finalise Consultation process  
Collate responses and finalise recommendations 
Implementation plans developed and signed off  
Transition plan developed / signed off  

4.2    Complete an action plan to highlight the next steps that need to be taken 
 
Action  
 

Responsibility Timescale 

Following completion of EEIA screening 
framework a full impact assessment to 
be completed on the proposed service 
model during the consultation period 
and should be informed by consultation 
responses. 
 

Sexual Health & 
HIV 
Commissioners, 
PH and 
Engagement 
Leads  

Nov –Jan 2012 

The EEIA will require engagement with 
target groups (patients, staff) affected 
by the findings of the HIV care and 
support review and this should form part 
of some of the consultation events and 

Sexual Health & 
HIV 
Commissioners, 
PH and 
Engagement 

Nov –Jan 2012 
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4.3 Does the screening show either;  
 
That there could be differential or adverse 
effects on different population groups 
 
That evidence supports the potential for 
differential effects  
 
There is not enough evidence to rule out 
differential effects 
 
There is substantial public concern about 
differential effects 
 
If the answer is yes, a full EEIA is required. 
 

 
 
To be clarified through Public 
response to service model during 
the consultation period. 
 
 
 
Yes –more research / review to be 
completed as part of the 
consultation process  
Full picture in terms of public 
concern unclear as yet  
 
 
 

4.4 Is this policy or function a lawful positive action 
initiative? 

No  

4.5 If a full EEIA is not required, please summarise 
your reasons 

n/a  

 
 
Assurance 
 
Name of assessor Jess Peck  

 
Date the screening completed 03-10-11 
Authorised and signed by responsible 
officer (line manager) 

Ali Young  

Date sent to AD Equality & Diversity* Sent to Ruth Wallis 03-10-11; DPH Lambeth and 
Chair for project steering group  

Date reviewed at Quality assurance 
group 

TBC  

Date the EEIA will be reviewed  End January 2012 
 
*Please send a copy to Sarah Corlett (sarah.corlett@lambethpct.nhs.uk )  
 
 

the targeted focus groups, with Service 
users ‘sense checking’ service model 
recommendations  

Leads 

Sign off at Project steering Group  Sexual Health & 
HIV 
Commissioners, 

Nov –Jan 2012 

EEIA to be appended as part of the final 
report following the consultation period  

Sexual Health & 
HIV 
Commissioners, 

Feb 2012  

mailto:sarah.corlett@lambethpct.nhs.uk

