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Foreword

This is the third set of quality standards for the care of people living with HIV in the UK. It
has been produced by the British HIV Association (BHIVA), in partnership with care
providers, professional associations, coresioners and people living with HIV. The
Standards cover eight key themes which cover the most important issues for the care of
people living with HIV. They have been derived from the best available evidence, and focus
on aspects of care which are partiady relevant to the delivery of equitable higjuality
services that secure the best possible outcomes for people living with HIV.

Why has BHIVA developed these Standards?

Since the identification of HIV in 1983, there has been enormous progress in treatment and
care, with substantial improvements in both clinical outcomes and the lives of people living
with HIV. Treatment outcomes for people living with HIV in the UK a@ngrthe best in

the world and those who are diagnosed and treated promptly now have a similar life
expectancy to the general population. At the same time, the increasingarbidities of an
aging HIV population bring other challenges to the provisiorxoékent care. Recognition

of the impact of effective virological suppression on transmissaatamgside the emergence

of other effective prevention interventions (e.g. PrEP) has resulted in improvements in both
sexual health and webleing as well as deeased transmission. The combination of the
changing needs of patients and the current financial pressures make it very important that
the care provided is both evidence based and value for money. The Standards provide a
reference point against which to behmark the quality of HIV care. This continues to be
important since the introduction of the new NHS commissioning landscape in April 2013.
Positioned alongside national and local policy and commissioning initiatives, we believe that
the Standards will mvide a framework to inform and support commissioning decisions

both within and outside the NHS.

Who is the intended audience for the Standards?

People living with HIV should expect to have equitable access to consistentiguatity

care no matter wherghey live. The Standards will inform people living with HIV, their

carers andhose who advocate on their behalf about the care that people should expect to
receive when they access HIV services. A user guide is being developed to accompany these
Standard.

The Standards will be particularly relevant to anyone involved in the provision of services for
people living with HIV, with clear information on what is required and why, together with
ways of measuring and auditing performance.

Innovative and informedommissioning decisions are required to meet the growing need
for more efficient and coseffective services, and the Standards will be a critically important
resource for those with responsibility for the commissioning of services affecting people
livingwith HIV. The Standards will provide an important source of information for the policy
and commissioning framework for Ht¥lated services at national and local levels, including
the national HIV service specification and the paymrgpatesults system ofurrency and

tariffs for HIV treatment and care.



What do the Standards cover?

The Standards cover the range of care needed by people living with HIV from the time they
first receive an HIV diagnosis. Standard 1 (HIV testing, diagnosis and preventronjgso
testing strategies that aim to reduce the proportion of people living with HIV who are
unaware of their diagnosis or who present with advanced infection. It incorporates a section
on the prevention of HIV.

Living well with HIV includes different agpe of wellbeing, dealing with HIV stigma, strong
selfmanagement skills, education and engagement in peer support, together with
participation in decisions about all aspects of treatment and care, service design and
delivery. Standard 2 (Persaentredcare), focuses on these areas.

It is essential that people can access (and be retained in) specialist HIV care, as described in
Standard 3 (HIV outpatient care and treatment). People living with HIV should also expect
high quality outpatient services ardve confidence that appropriate systems are in place

to ensure that ARVs are prescribed and monitored safely-(atrtoviral prescribing)

wherever they live.

As people with HIV live longer, their health needs change, and both the numbers of co
morbidities and the complexity of prescribing for multiple health conditions increases.
Standard 4 (Complex HIV care) focuses on delivery ofduglity inpatient HIV services. It
includes a separate section on-nwrbidities, ceinfections and cancers, as wef a
highlighting the importance of supporting individuals with increased needs.

Standard 5 (Sexual and reproductive health) is about supporting people living with HIV to
establish and maintain healthy sexual lives for themselves and their partners, higigight

the significance of virological suppression on transmission, and also covers the important
and complex area of disclosure to, and testing for, potential contacts of infection. It aims to
ensure highguality reproductive and family health.

Living withHIV can take its toll on psychological and emotional-eihg. Standard 6
(Psychological care) recognises the importance of providing care that promotes the mental,
emotional and cognitive welbeing of people living with HIV.

Standard 7 (HIV across thie course) recognises the diverse needs of people living with HIV
at various stages in their life. It begins with young adults and adolescents, and spans young
to middle adulthood and older age, in addition to highlighting the key issues foijuglity
palliative care.

People living with HIV should expect to be treated by health care professionals who-are up
to-date and fit to practise safely. Standard 8 (Developing and maintaining excellent care)
sets out the competencies for a range of practitionefso may be involved with delivering
care. lItis the duty of all HIV services to maintain data security and contribute information
to maximise understanding of the HIV epidemic in the UK.



Putting the needs of people living with HIV at the centre of serdiesign and delivery will
minimise morbidity and allow life to be lived to the full. Implementation of these Standards
will be a major step towards achieving these aspirations for people living with HIV
throughout the UK.

Fiona Burns, GGhair
DavidChadwick, G&hair
Sheila Morris, G&hair
Ann Sullivan, G@hair



Introduction and background

Introduction
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identification as the causative agent of Acquired Immuné&dincy Syndrome (AIDS) in

1983. Despite huge advances in antiretroviral therapy and consequent improvement in
clinical outcomes, HIV remains a stigmatised and wuneeognised condition that
disproportionately affects already vulnerable populations. Blemedical, social, ethical

and structural challenges associated with HIV all impact on the provision of best care. The
needs of people living with HIV, those affected by HIV and those at risk of acquiring HIV in
the UK are particularly wideanging, crossnany organisational boundaries and involve

statutory and voluntary sectors within health and social care.

Numbers and context

It is estimated thatL01,200people were living with HIV e UK in2015, of whom an
estimated B% were unaware that they were HIV positive (PHE 201&.majority(96%) of
those attending HIV cliniagere onantiretroviral therapy (ART) araf these 94% hdan
undetectable viral loadln 2015, 6,095 people were newly diagnosed with. hallenges
remain with39%of HIV diagnoses made at a late stage of infection irb2Qate diagnoses
remained particularly high amongeterosexual mer{54%) and women48%) compared to
gay and bisexual men (30%).

Effective ART reduces morbidity and mortality amcteases life expectancy, with the result

that more people are living with HIV for longer, often with increasingly complex medical and
social needs. In 2016, one in three people living with diagnosed HIV in the UK were aged 50
years or over. In 2016, 387 people living with diagnosed HIV were being cared for by

NHS HIV clinical services in the UK, a rise of 3% compared to 2015 (and 65% over the past 10
years), with very high levels of retention in care.

The rate of HIV transmission from motherchildwas just under 0.3% for the 2,580 births
to women diagnosed with HIV in 20P14, continuing the decline from 0.46% in 2010
2011 and 2.1% in 20e®001 (Peters et al, 2016).

Despite these advances, late presentation of HIV continues to carry signifsiesof

morbidity and mortality, reduced life expectancy, and increased rates of hospitalisation. In
2016, 42% of people newly diagnosed with HIV presented at a late stage of infection with a
CD4 count below 350 cells/nfmDespite the move to a policy ofdy treatment for all, this
definition is likely to remain pertinent, given its clinical correlation to risk of serious harm.
Undiagnosed, untreated and the meeslvanced stages of HIV infection facilitate onward
transmission, compromising both individuaell-being and the wider public health. Health
care professionals in both primary and secondary care consistently miss anddiageose

HIV, even in people who are symptomatic. Work funded by the Department of Health
(between 2009 and 2010) has showrat broadening HIV testing and diagnosis throughout
clinical and community environments in high prevalence areas is both feasible and
acceptable. Disappointingly these programmes have still not been widely implemented and
embedded in routine care.



Peoplewith HIV are living into old age and older people are acquiring HIV, as they remain
sexually active in later life. In 2016, more than one third (38%) of adults accessing HIV care
were over 50 years old. Increased life expectancy results in an ageing $itiVepo

population with aboveaverage risk for cardiovascular, metabolic, bone and neurological
problems, all of which are layered on top of an already complex medical condition. Chronic
longterm condition management is becoming increasingly relevant Yoddre.

The combination of a growing number of new HIV infections, increased life expectancy for
people living with HIV, greater use of antiretroviral drugs and health care services, and
changing camorbidities has increased HbPélated expenditure in thé&JK: the United

Nations' goal of 9®0-90 (that by 2020, 90% of people living with HIV will be diagnosed,
90% of those diagnosed will be on antiretroviral treatment and 90% of those receiving
antiretrovirals will be virally suppressed) has been achieveairdon although other parts

of the country are still to achieve the first 90. HIV service delivery must evolve to meet the
challenges of increasingly constrained resources and the varying needs of a changing
population of people living with HIV. HIV tresnt outcomes and retentioin-care rates

are among the best in the world within the current models of care in the UK, and whatever
service models are implemented, maintaining and improving these outcomes must remain
the top priority for all those involveth the commissioning and delivery of care.

Standards of Care for People Living with HIV in 2018

In 2007, BHIVA developed the first set of standards for the clinical care of adults living with
HIV, in collaboration with other stakeholders. The ensuingyfeaas saw significant changes

in the field of HIV as well as the commissioning and financial environment, resulting in the
need for an updated version of the standards which was published in 2013. As the UK health
and social arrangements continue to chang is timely to update these standards again, to
include the latest recommendations for HIV care and ensure that they appropriately reflect
the current needs of people living with HIV and remain relevant to all health services that
provide HIV care.

In this document, we describe eight quality standards, which are specific, concise

statements about the care that any adult living with HIV in the UK should expect to receive.
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ensure that everyone living with HIV in the UK has equity of access to care that meets the
appropriate standards. Clear care pathways into and throughskEli¥ces at local, regional

and national levels are needed to ensure that people living with HIV can access the care that

they need. Many people living with HIV have particularly significant social care needs that

may impact on clinical care and potentyatlompromise welbeing. Therefore, this means

that an emphasis on integrated and collaborative care is essential if best outcomes are to be
realised. Joined up commissioning across the local health economy will be key to achieving

these standards.



Scopeof standards

We have developed standards of care for people living with HIV from acquisition of
infection, across the lifeourse, to end of life. Crucially, we include in this document people
living with HIV who are as yet unaware of their HIV infectamthey are at significant risk of
poorer health outcomes and inadvertent onward transmission. Testing for HIV is the key
entry point for care, treatment and prevention services and is our starting point. The rate of
new HIV infections in the UK remainglnand the Standards highlight the range of

prevention options, including the use of ARVs to reduce both HIV acquisition and
transmission in the form of preand postexposure prophylaxis (PrEP and PEP) and
treatment as prevention (TasP), highlighting fheotal role of people living with HIV in
prevention efforts.

As the health and social care landscape evolves, care for people living with HIV will be
delivered by a range of service providers, with greater and lesser HIV specialisation and
experience. Tis document gives guidance to all providers on the appropriate standards of
care for people living with HIV, the competencies required, and the expected quality
outcomes. The Standards need to be read in their entirety and interpreted in light of each
other.

Personcentred care is paramount if services are to provide care for people living with HIV
which is relevant, appropriate and accessible. To ensure equitable anrdisomminatory

care these standards highlight the pivotal role of 4##Vated stigman all aspects of care,
treatment and prevention. They include standards for enhancingmsatfagement, well

being and ensuring meaningful user engagement in service design and delivery. They
incorporate the appropriate care and services that people liwith HIV should be able to
access to enable physical, psychological, emotional and sociabeielly to enhance quality
of life and promote best health outcomes.

Maintaining and enhancing knowledge about HIV via both epidemiological/public health
surveilance and research is a vital component of care and is included in this set of
standards.

These standards do not provide an exhaustive list but describe the minimum care that a
person living with HIV should expect to be able to access. If services atedvathese
standards it will be necessary for providers to work collaboratively within network
structures to ensure equity in access and provision for people living with HIV. It will also be
dependent on all commissioners working collaboratively acrosddbal health and social

care economy, based on local needs assessments.

Aims of the standards

The aim is to define a minimum standard of care that a person living with HIV should expect
to receive. It is intended that implementation of these standards valp those living with
HIV to achieve the best possible health outcomes and live well with HIV.

These standards aim to inform:
1 People living with HIV about the expected standards of theirrelidted health care

1 Service providers throughout the UK waie involved in any aspect of the delivery
of health care to people living with HIV



1 Commissioners who have responsibility for commissioning health and social care for
people living with HIV

This set of standards has been written in the knowledge of th&tiagi Scottish National
Involvement Standards (2017), the Psychological Standards for adults living with HIV (2011),
and the National Standards for Peer Support in HIV (2017) and aims to complement these
publications.

Development of the standardgor additional details see Appendzx

Input from a wide range of stakeholders has been sought to ensure that the Standards
incorporate the key aspects of health care required to meet the needs of people living with
HIV in the UK. The Standards reflea thews of people living with HIV, professional bodies,
service providers, commissioners and advocacy groups. Although not intended to be an
exhaustive list of all the aspects of care that a person living with HIV might need, the
document seeks to set othose areas of care that are fundamental to higiality

outcomes and will facilitate delivery of the NHS Outcome Frameworks 2017/2018.

The development of these standards has included review and update of the 2013 Standards
of Care; redrafting of standard and drafting of new standards by writing groups led by a
nationally recognised expert in the topic area; and consulting widely across all relevant
stakeholders for feedback and comments.

To whom do these standards apply?

Everybody living with HIV in théK should have equitable access to uniformly fjghlity

care for HIV infection. These standards are applicable to all adults living with HIV in the UK,
including people in places of incarceration such as prisons and immigration removal centres.
HIV treament and care in the UK is now exempt from overseas charging regulations.

The NHS Outcomes Frameworks 2017/2018 and the NHS Quality,
Innovation, Productivity and Prevention (QIPP) programme

Throughout the process these standards have been reviewed to enlsat they are
consistent with the delivery of the five domains of the NHS Outcomes Framework (2017)
and are in keeping with the ambitions of the QIPP agendaewhataining highguality care
(see AppendiR).

A populationfocused approach for equitablaccess to and delivery
of high-quality HIV care

Although the prevalence of HIV varies considerably across the UK, everybody living with HIV
must have equitable access to highality treatment and care regardless of where they live

or which providers theuse. Clinical safety and service sustainability is dependent on a

critical mass of staff, expertise and resources. Collaborative working arrangements within
and between HIV service providers are essential for both equitable delivery of care and for
maximisng efficiency.

In parts of the country with a low prevalence of HIV, collaboration is required to ensure that
comprehensive, safe and sustainable specialist care is available to all people living with HIV
in the area. Where HIV prevalence is higher, mters will need to collaborate to ensure

that services are streamlined and efficient and that duplication is minimised.
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No HIV service provider (large or small) should deliver services in isolation. HIV care for
populations should be planned and deliverduldugh networks. There is no single model for
network design and commissioners will need to work with HIV and other health and social
care providers, as well as service users, to identify how networks facilitate the delivery of
effective and efficient cartocally, regionally and nationally.

Networks should facilitate integration of care between different providers and
commissioners. The development of appropriate measures and tools to evaluate the patient
experience across whole journeys of care and t@oesl accordingly will be vital to ensure
success of networks.

Once determined, networks of care should be formally defined, care pathways described
and clearly communicated so that people living with HIV, referrers and providers are all
clear on the rolesnd responsibilities within networked arrangements.

Effective commissioning and delivery of health care for people
living with HIV

Service provision needs to evolve to effectively and efficiently to meet the changing needs
of people living with HIV. Thisgans that understanding the epidemiology of HIV across the
UK is essential for service planning and deliviinowing how and whygeople living wh

HIV either do or do not useealth and social care services is also required for effective
service planningnd commissioning to ensure the best health outcomes for people living
with HIV.

Medical and social care for people living with HIV is commissioned by a variety of
organisations, both nationally and locally. Effective provision of care for people liiting w
HIV depends on these organisations working together efficiently.

Concerns about confidentiality have limited the use of identifiable data in relation to HIV.
Currently, data on the use of HBpecific services in England is submitted by clinical
providers to Public Health England with limited identifiers and is shared as anonymous data
with commissioners.

Language and terminology

The terminology used throughout this document is consistent with UNAIDS (2015)
recommendations. Careful use of appropriatadaage, using terms that are clear and
unambiguous, that put people first and that avoid perpetuating unhelpful stereotypes, is an
important element of higkguality care.
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Overarching principles

The BHIVA Standards of Care are to support people livingowiffected by HIV in leading
the fullest lives possible with the best attainable health. Certain overarching principles
underpin all aspects of these standards:

1. Peoplewith HIV should be at the centia their own care, with the ability to have
meaningful involvement in the development and delivery of services.

2. There should be equality of accass and equity in provision ofjealth and social care
for all people regardless of age, gender, sexuadtiynicity, physical ability, health
literacy, immigration or residency statudlV remains a stigmatised and socially
complex diagnosis which disproportionately affects already marginalised population
groups.People living with HIV should be provided dghle and nordiscriminatory
care across alealth and social care settings

3. All patient related information whether clinical, pseudonymised or anonymous should
be held securely in compliance with information governance standards and national
legislation.People living with HIV should expect that only data that are useful for
surveillance, commissioning, monitoring of care or research will be collected and the
information will not be used for any other purpose.

12



1. Testing,diagnosisand prevention
la. Testing and diagnosis

People attending health care services (primary, secondary and tertiary care) should be
offered diagnostic tests for HIV in accordance with current national guidance.

Rationale

HIV testing and diagnosis are crucial in the responskeadtlV epidemic, both globally and
in the UK. In 2013, théoint United Nations Programme on HIV/AIDS (UNA#DSghed

the 90:90:90 ambition which set out a global target, advocating that the epidemic can be
reduced if 90% of people living with HIV kntheir status, 90% of those diagnosed receive
treatment and 90% of those treated are virally suppressed.

The UK exceeds the targets for access to treatment and viral suppression, but is not yet
achieving the target for diagnosis. The most recent natioatd @stimates 13% of people
living with HIV in the UK are unaware of their HIV status. Late diagnosis of HIV (CD4 count
<350 cells/mmat the time of diagnosis) is associated with increased staord longterm
morbidity and mortality. Survival followingl¥4associated opportunistic disease is

associated with avoidable, potentially lifelong, morbidity. Unfortunately, timely diagnosis is
an ongoing challenge in the UK. In 2015, 39% of people who were newly diagnosed HIV
positive were diagnosed late.

Prompt HV diagnosis also affords opportunities to reduce transmission of HIV to other
people. Recognising primary HIV infectioecént HIV infection/ seroconversion illness)
important. This is a stage of high viraemia and hence infectiousness. Assaghadddbe
appropriate to capture all stages of HIV infection.

UK data from a wide range of clinical and community based interventions has demonstrated
that HIV testing is acceptable to patients, deliverable, -@ffctive and saves lives.

However, nissed oportunities for early diagnosis of HIV in primary and secondary care
continue to be well documentedeffective HV testing strategistouldbe tailored to local
populations and maximise the opportunity for testing in both clinical and-cloncal

settings. Community testing initiatives have been found particularly effective amamg

who have sex with mer{SM) and black African populations.

Selfsampling and selfesting methods have emerged as atceptable and convenient
method for accessing a HIV teShere is an increasing number of providers of such testing
kits which require tight regulation. Useshouldbe reminded to check the te&it has met

the appropriate regulatory requirements, has a CE mark and is clearly intended for self
testing.

Materials and interventions for promoting awareness and increasing the uptake of HIV
testing should have clear messaging and be designed iwitheNICE's recommendations
on behaviour change and patient experience. There are significant persahabaral
consequences of an Hpositive diagnosis whicshouldbe recognised in any setting where
HIV testing is being carried out. Arrangemestteul be in place for appropriate onward
treatment, care and support as required, including access to peer support.

13



Quiality statements

1 We recommend that a routine offer of HIV testing should be made by competent health
care professionals to all attendees iththe following settings and clinical scenarios:

oContraceptive and sexual health services

o Terminationof-pregnancy services

oDrugdependency programmes

oAntenatal services

oServices for TB, lymphoma and hepatitis B and C

oAll people with symptoms that aeonsistent with primary HIV infection

oAll people presenting with a clinical indicator condition specified in the UK National
HIV testing guidelines

oAll people at first reception into prison services

1 People presenting to clinical services where HIV magrnbexplanation for their
condition should be recommended to have an HIV test.

1 All those who present to medical services with identifiable risk factors (behavioural and
geographical) should be offered an HIV test in accordance with national guidance.

1 In areas where the prevalence of diagnosed HIV infection is 2:1000 or greater, all men
and women admitted for secondary general medical care, including Emergency
Departments, Medical Assessment Units, Intensive Care Units and mental health
services should haveutine, optout HIV testing included in their initial health checks
and medical workup. Sustainability of opt testing in wider medical settings will require
local and or national policy such as CQUINSs to incentivise all relevant stakeholders to
embed HIMesting into their clinical pathways.

1 In areas where the prevalence of diagnosed HIV infection is 2:1000 or greater, all men
and women registering with a general practice should have routinepapHlV testing
included in their initial health checks antedical workup.

1 In areas where the prevalence of diagnosed HIV infection is 2:1000 or greater, all men
and women having a blood test at their general practice should be offered a HIV test if
they have not had a HIV test within the last year.

M Alllocalauk 2 NAGASEaQ O2YYAadaArz2yAyd aSNOWAOSAE aKz2dz
of their local HIV epidemic in planning services, particularly ensuring thatisigh
groups who do not routinely access NHS services have outreach and community based
services fundd for testing appropriate for their needs.

1 Where an HIV test has been recommended dedlinedthis should be carefully
NEO2NRSR Ay GKS LI GASYyGQad YSRAOIfT NBO2NRO®
explored. Written information about HIV testing candpgen to the patient and testing
should be reoffered at the next earliest opportunity. In addition, the availability and
use of community testing should be encouraged and advertised, with appropriate
funding from local authorities.
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1 Point of care testingnay be appropriate in a number of scenarios:
0At community testing sites;
oln clinical settings where a rapid turnaround of test results is desirable;
oFor urgent source testing (for example, following a needlestick injury);

oln situations where it would beifficult to give people their results, for example if
they are unwilling to leave contact details;

olf a person refuses to give a venous blood sample.

1 We recommend that at the time of thepoint-of-care test POCY, people should be
informed of the specifcity and sensitivity of the POCT being used and that confirmatory
serological testing will be needed if the test is reactive.

1 When primary HIV infection (PHI) is a potential diagnosis, we recommend the use of
diagnostic HIV assays which can simultaneadsiytify both antibodies to HIV and HIV
p24 antigen (fourthgeneration assays).

1 The time between performing an HIV test and the results being available to the patient
should be reduced to a minimum, preferably within 48 hours, compatible with the
assaysvailable and the context in which the test is carried out.

1 We recommend annual testing to people in groups or communities with a high rate of
HIV, and more frequently if they are abgoinghigh risk of exposure. For example: men
who have sex with men should have HIV and other sexually transmitted infection tests
at least annually, and every 3 months if they are having condomless anal sex with new
or casual partners.

1 We recommend that partnerof people who test positive should receive a prompt offer
and recommendation of an HIV test through partner notification procedures.

Measurable and auditable outcomes

1 Proportion of individuals diagnosed late (CD4 count <350 cells/mm3) or very late (CD4
count <200 cells/mma3 or AIDS). A transient or early low CD4 count is not uncommon in
PHI. Therefore, considering CD4 count alone may overestimate the proportion of
individuals diagnosed late. Audits of late diagnosis should ideally take into account the
clinical stage at diagnosis. Those with recent infection presenting with a transient or
early low CD4 count should be excluded.

1 All HIV services should undertake a review of all patients diagnosed late (CD4 count
<350 cells/mm) or very late (CD4 count<2@Sf f &k YYo 2NJ ! L5{ 0 6A(
previous engagement with health care services. This critical case review should be line
with the forthcoming national standardised process for reviewing late diagnoses which
is currently in development.

1 A mechanismisuld be established to routinely provide constructive feedback to
clinical areas considered to have missed important earlier diagnostic opportunities.

1 A summanyof the late diagnosis revieshould be provided to commissioners to aid
greater understandindpr interventions which can be implemented to reduce late
diagnosis annually.
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The proportion of people newly attending at sexual health services with a documented
offer of an HIV test in their clinical record (target: 98%).

In areas where the prevalence @iagnosed HIV infection is 2:1000 or greater, the
proportion of new adult registrants in general practice with a documented offer of an
HIV test, either at new patient check or first clinical consultation, in their clinical record
(target: 98%)).

In areaswhere the prevalence of diagnosed HIV infection is 2:1000 or greater, the
proportion of new registrants in general practice with a documented offer of an HIV
test, either at new patient check or first clinical consultation, who also have a
documented HIVest result in their clinical record (target: 98%).

In areas where the prevalence of diagnosed HIV infection is 2:1000 or greater, the
proportion of those admitted to secondary care with a documented offer of an HIV test
during their admission (target: 98%)

In areas where the prevalence of diagnosed HIV infection is 2:1000 or greater, the
proportion of those admitted to secondary care with a documented offer of an HIV test
during their admission who have a documented HIV test result in their clinical record
(target: 98%).

1 Proportion of services using the required HIV assays with a process for quality control.

1 Time between undertaking HIV testing and results being available and/or shared with

the patient.
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1b. Prevention

All sexually active people should be maglare of, and have access to, a tailored and
comprehensive package of HIV prevention options. This should include condoms, open access
to free HIV and sexually transmitted infection (STI) screening, STI treatment, partner
notification, behavioural intervaions and the use of antetrovirals (ARVS) as pest

exposure prophylaxis, pexposure prophylaxis and treatment as prevention, where

appropriate.

Rationale

HIV transmission is preventable, however the rate of new HIV infections in the UK still
NEBYIIAya KAIKP ¢KSNB Aa y2 aiay3atsSs az2yS &aril s
HIV prevention requires complex behaviour change which is influencethhy factorsA
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behavioural and structural interventions, tailored to local populations, is the only effective

way of tackling the spread of the epidemic. HIV prevensitould go beyond a focus on

only primary prevention for HIV negative people, and also work with people living with HIV

as important partners in prevention.

The HIV prevention landscape is changing dramatically and there is amersasingarray

of evidence-based, HIV prevention tootssailable. These include condonssI screening

and treatment, partner notification, motivational interviewing, angéitrovirals (ARVS) to
prevent motherto-child transmission and as peskposure prophylaxis, and vaginal
microbicides Particularly notable in recent years is the use of ARVs byétjstive and
positive individuals to reduce HIV acquisition and transmission in the form afxpesure
prophylaxis (PrEP) and treatment as prevention (TasP), respectivelyielrishat people

living with HIV, with a sustained, undetectable viral load in their blood cannot transmit HIV
to their sexual partnersAll patients should be made aware of this, which is itself a powerful
tool in HIV prevention.

PreP consisting ofal tenofoviremtricitabine taken daily or cdemand priorto and

following potential risk exposure is highly effective in preventing HIV infection. The PROUD
and IPERGAY studies have provided strong evidence for a large reduction (>85% in both) in
HIV inadence when PrEP is offeredrimen who have sex with meMSM) having

condomless anal sex, and revealed a-gutup of MSM who are at imminent risk of HIV and
who need additional risk reduction support over and above standard prevention care. Other
groupshave collected similar strong evidence for the benefits of PrEP in heterosexuals at
risk of acquiring HIV. No single intervention has provided as dramatic a reduction in HIV
transmission as PrEP. However, all studies have emphasised thath®tidbe ddivered

as part of a comprehensive package of HIV/STI prevention and risk reduction support.

NHS access to PrEP is variable across the UK, with widespread accessibility only in Scotland
and Wales. Individualis Englandhave two options foaccessing PrERither bypurchasing

PreP from pharmacies outside the European Union selling generic products or from
pharmacies within the UK with a private prescriptian by enrolling on th&HS England

funded Impact studyapragmatic norinterventional study to deermine need, uptake and

use of PrEP when delivered in GUM clini€ge Public Health Agency for Northern Ireland

are reviewing PrEP provision and a report is expected soon. In the interim PrEP monitoring is
being provided in sexual health clinics.
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Despik limited access, the garahanging potential of PrEP has been borne out in at least
five London sexual health clinics which have seen the number of new HIV diagnoses reduce
dramatically over 2 years. This is thought to be primarily due to increaseddestihe

most highrisk individuals, earlier ARV treatment initiati¢to effect treatment as

prevention: TasPand the increasing use of PrEP privately and via research studies.

Transmission risk is a major concern for people living with HIV and theialgeartners.The
knowledge of the impact of successful treatment on transmission risk is a powerful tool to
support people living with HIV and a challenge to the stigma that they often Exta.from
studies such as PARTNER and Opposites Attract provides overwhelming evidence that in
both heterosexual and male same sex sdrgecordant couplethe chance of @erson living
with HIVwho hasan undetectable viral load transmitting their virissegligible all people
living with HIV should be provided with this information and its implicatioresP is

another costeffective approach and we advocate that HIwicians discuss and offer TasP
with all newly diagnosed patients whatever their Géadint.

We know there are highly effective prevention interventions, we must determinehow
best to deliver these. In aincreasinglyfinancially constrained environment, clinicians,
community providers, patients and advocatsuldwork collaborativey with
commissioning bodies to design comprehensive prevention strategies to realise the full
public health potential with available prevention tools.

Quality statements

1 An assessment of the risk of transmission to others should be made at diagnosis and
subsequent visits.

1 We recommend thapeople living with HI\éhould be made aware of the range of
interventions which have been shown to reduce risk of onward HIV transmission,
including the risks and benefits.

1 People living with HIWho are assessed as being at risk of transmission to others should
be offered oneto-one risk reduction based on a theory of behaviobange (See
Sandard5a).

1 All HIV services should promote condom use as a safer sex strategy.

1 All HIV services should ene that a range of condoms (male, female, various sizes and
types) and lubricant are provided and availablegeople living with HIV

9 All HIV services should raise awareness of the role of STIs in the context of HIV
acquisition and transmission.

1 We recanmend thatpeople living with HI\6hould be made aware of the evidence that
treatment with ARVs substantially lowers the risk of transmission and once viral load is
sustained at undetectable, there is effectively no risk of sexually transmitting the virus
to an HIVnegative partner.

1 HIV services should be able to demonstrate that they have care pathways for partners
of peopleliving withHIV to access PreP as appropriate.

1 We recommend that PrE$hould be considered in all HIV negative people on a-bgse
case basis.
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1 We recommend that PrEP with regular or ewdased oratenofovir with
emtricitabine(TDFFTC)s offered to

oMen who have sex with men and transgender women at elevated risk of HIV
acquisition through recent 6 months) and ongoing condomless anal sex.

oHI\tnegative people having condomless sex with partners whaiare withHIV,
unless the partner has been @ntiretroviral treatment(AR7 for at least 6
months and their plasma viral load is <200 copies/mL.

oOthers considered to be at high risk.

1 We recommend that PrE$houldbe delivered as part of a comprehensive package of
HIV/STI prevention services, basedan individual's circumstances. These might
include condoms and lubricant, safer sex counselling, frequent STIl-apsand
treatment, and regular HIV testing.

1 We recommend that partners of people who test HIV positive should receive a prompt
offer andrecommendation of an HIV test through partner notificatimocedures (See
Sandard1a).

1 We recommend that partners of people who test HIV positive shoeddive a prompt
offer of postexposure prophylaxis (PEP), if recently exposed, through partner
notification procedures (Se&andardl1a).

Measurable and auditable outcomes

1 Documented evidence thateople living with HIViave had a discussion about HIV
transmission and HIV preventiontigns, including advice that ARVs substantially lower
the risk of transmission (target: 98%).

1 Documented evidence thadeople living with HIWho may be at risk of passing on HIV
to others have been offered orA®-one risk reduction based on a theory offtaiour
change (Se&andard5a) (target: 98%).

1 Documented evidence thadeople living with HIWith sustained viral suppression (at
least 6 months) and high adherence to ART have been advised that there is effectively
no risk of sexually transmitting the virus to an Hi&Qative partner (target: 98%).

1 Evidence of a patient experience survey to asseatisfaction regarding discussion
around HIV transmission and HIV prevention options
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2. Rersoncentred care

Good quality care should focus on the person and not only their illfies8]. The BHIVA

Sandards aim to ensure that care for peodleA Ay 3 g A 0 KOOI Y ENBRE di LISSNSE]
centred means that it consciously adopts the perspectives of individuals, families and
communities and sees them as participants not just beneficiaries of trusted health systems

that respond to their needs andrgferences in humane and holistic waj®. Person
centrednesst O2 Yy AaA RSNA LIS2L) SQ&a RSaANBaz g fdsSaz ¥l
AFSadetSaT aSSAy3 {#KS LISNE2Y & Iy AYRAGARdZ
When people living with HIV are with health care profesals, it is important they are

asked about their problems, symptoms and concerns. However, evidence suggests that they

are not routinely asked about these issybs Psychological and social problems persist
alongsideantiretroviral treatment(ART, as does the experience of stigitd. People living

with HIV in the UK can report a higbhriden of pain, other symptoms and psychological

concerng?7], and these ar associated with other challenges such as poorer adherence,

suicidal ideation, poorer quality of life, and treatment switchjBglL1]. People attending

HIV care services in the Wive identified the need for health professionals to better

identify and manage their physical and psychological concerns in order to achieve their life
goals[12].

2a. Stigma equitable and nondiscriminatory care

All people living with HIV should be provided equitable anddmgriminatory care across
all healthcare settings including those outside sexual health and reproductineeser

Rationale

Stlgma was originally conceptualised from an individual perspectlve by Goffraé8)as

GKS ONBlFGA2Y 2F | dalLR2At SR ARSyGAateé oKAOK |
themselves and how they are seen by othdt$s seen as aonstruct based on

psychological, social and societal factdrsefers to an extreme disapproval of a person or

group based on a characteristic that serves to distinguish them from other members of

society. Fear of stigma and discrimination is a leadorgributor to poor health outcomes

for people living with or affected by HIV.

The Equality Act applies in England and serves as protection against discrimination, including
professional and healthcare settings. However, the findings of The PeoplewithrglV

Stigma Survey UK 2015 show thathe precedingl2 months, one in seven (13%) reported
hearing negative comments from a healthcare worker about themselves or other people

living with HIV The findings also show about one thwdrried about beingreated

differently to other patients atleir general or dental practice, arido felt treatment was

refused or delayed across all heal#lresettings.

A relationship has also been shown between experiences ofdtitéd stigma and self

efficacy and heléh-related behaviours. There is good evidence that stigma is also associated
with reduced engagement with healthcare services. One in eight participants of the Stigma
Survey UK had avoided seeking care in the previous 12 months.
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Quiality statements

T

Staffat allhealthcare services, including general practitioners and dentists, should
receive basic informatioandtraining on blood borne viruses and access to resources
to supplement their existing knowledge on treatipgople with HIV.

All healthcare serves should ensure that stafire aware of theconfidential nature of
LIS2 L)X SQa YSRAOFf NBO2NRAXZ AyOfdzZRAY3I GKSANI

Patients should be made aware of how they can raise concerns if they are unhappy with
their care and should be supported in doing Batients should be reassured this will
not affect access to or standard of their care.

Measurable and auditable outcomes

T

Recruitment of 10%f patients to complete the NHS national patient experiences
survey to assess satisfaction with their care

Evidenceof all staff receiving education and training on equality agidcrimination
Staff should also receive specific training on HIV related stigma and the potential impact
GKA&G KlFla 2y LIS2LX SQa KSFHfGK FyR ¢Sttt o0SAy3

1 Evidence of a named lead for stigma

Evidence that departments provide information to staff in the form of posters or
leaflets
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2b. Selfmanagement and peer support

In keeping with the management of other leteym health conditionpeople living with HIV
should be enabled to optimise satitnagement and access pesupport opportunities to
promote their physical and mental health, and overall ¥elhg.

Rationale

Living with HIV requires lifelong adjustments and management by peuith the

condition. As with many other lorigrm conditions, seimanagement approaches can help
people with HIV gain confidence, skills and knowledge to manage their own health, with
resulting improvements in health, quality of life and independence.

It is important to recognise that the resources required to effectivelysalhage will

change across the lil@urse and with changes in physical healibth HIV and noHIV
related. SeHmanagement issues around key life phases and moments, for exaniie

and reentry into the workforce, establishing relationships, sexual debut, coping with loss,
ageing, retirement, transitioning from paediatric to adult services, will require different
strategiesand resources and have implications for different\gees.

UK health policy encourages an increased focus omsailagement. Evidence shows that
limited health literacy contributes to subptimal care, poorer health status of affected
individuals and avoidable costs within health systems. Across a nurhh@rgterm

medical conditions effective sefianagement interventions have been shown to help build
knowledge and skills among both individuals and groups of service users.

Selfmanagement involves people with HIV developing an understanding of how thei
condition affects their lives and how to cope with the clinical, physical, psychological and
social challenges it presents. Effective -setfthagement allows people living with HIV to
make the many daily decisions that improve their heatttated behaviars and outcomes.
Building capacity to optimally setianage includes not only ways to manage current
challenges but preparedness for future challenges. It is in this area that strong networks of
peer support can be particularly beneficial.

HI\tassociatedstigma has many negative effects on the lives of people with HIV,
undermining confidence and acting as a barrier to service uptake and utilisation. People
with HIV will differ in their experience of stigma, historically, geographically and in relation
to social context. Appropriate peer support enables people with HIV to develop confidence
and gain information and skills from others in an easily identifiable and applicable way,
which is critically important for all other aspects of smiinagement.

For peple with HIV, selmanagement can help with at least five interconnected major
areas:

1 Physical health, including H¥pecific issues, emorbidities that may be influenced by
HIV, lifestage health issues (such as pregnancy, ageing, puberty), and geeaital
matters

1 Health promotion and prevention of-fiealth

1 Mental health and welbeing including prevention of mental iliness and resilience
building
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1 Economic inclusion and wedking, including access to financial and employment
support

1 Social inclusn and wellbeing, including peer support
Selfmanagement is an important part of comprehensive HIV care because:
1 People with HIV are best placed to know and understand their own needs.

1 It allows people to take greater personal responsibility for their own health and well
being.

1 Professional resources can be focused where they are most needed.

Peer support is a relationship in which participants see each other as equal partners and
where the focus is on mutual learning and growth. Within NHS services, structured peer
support is delivered by trained peer staff or volunteers, in both-tmene and group

settings. Trained peer supporters can model positive and health behaviour and gigmpos
services and appropriate information. The focus is on strengths and abilities, motivating
and working to achieve agreed goals and improve or maintain quality of life. Peer support is
a key contributor to optimising sethanagement as it not only dngs on community

resources and expertise, but allows people with HIV to contribute to communities.

Services that provide care for people with HIV should be delivered in a way that not only
supports but also facilitates sethanagement, and encourages sttaffoperate a strong self
management philosophy. This should include an assessment of the individual self
management needs, followed by assistance to access resources (including peer support,
interventions and online resources) to develop confidence andpeiencies for living with
HIV. Useful approaches include the use of information, techniques and tools together with
the provision of skills development through interventions such as coaching. Working with
people with HIV to identify their sethanagemenneeds, staff should be able to offer

referral to services, professionals and paeipport groups that will most effectively

enhance their ability to sefinanage. Occupational therapists, physiotherapists and speech
and language therapists can collaborativevork withpeople living with HIYo identify

goals, engage in a rehabilitation programme to achieve thempoge function and

develop seimanagement techniques. Referral to dietitians can facilitate or support lifestyle
behaviour changes that willteier prevent or reduce the risk of lorigrm consequences
associated with poor nutrition.

A variety of approaches can be used to help people access (and benefit from) self
management interventions, including telephone, etweone, group settings and onkn
programmes. HIV services should develop delivery models using information technology
that supports people in achieving the goal of greater-ssihagement. ldentifying ways to
enhance service coordination and interdisciplinarity will play a criticalipartaking

services accessible, appropriate and effective. It is important to ensure that models of care
ensure equitable access to setfanagement support for people living with HIV, irrespective
of race, age, gender, disability or where they live.
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Qudity statements

People living with HIV should have equitable access to services which promete self
management of HIV including:

1 Provision of practical and empowering support and information about HIV, treatment,
healthy living with HIV, diet and lifesgyland optimisation of general health including
rehabilitation services.

1 Provision of support and information on maximisation of entitlement to health services
and support.

1 Provision of support, information and resources to enable people to optimise thei
entitlement and access to financial and housing support, and to optimise their ability to
maintain/ gain/ regain employment.

1 HIV services should maximise the use of peer support as set out in the National
Standards for Peer Support in Hivw.hivpeersupport.com this includes:

0A range of interventions in place to meet the needs of people living with HIV such as:
faceto-face, online, group support, workshops; Services tailored to specific
communities e.g. @y and bisexual men, women, African communities

oReferral arrangements in place to enable people living with HIV to access HIV
support services

oServices delivered by providers with appropriate expertise and competencies.
Wherever appropriate and relevamroviders should have the requisite
professional qualifications and be appropriately accredited.

olncreasing the involvement of skilled peer workers with HIV in service delivery, thus
optimising integral peeto-peer selfmanagement support. These skillpder
workers should have a structured recruitment and training process and have
access to appropriate supervision and professional development

1 HIV services should maximise opportunities for patients terealfiage their condition.
Measurable and auditabl@utcomes

1 Proportion of people feeling supported to manage HIV (NHS England Outcome 2.1).
(Target 90%)

1 Agree pathway from the clinic to peer support and sednagement which can be
tiered depending upon resourc€¥arget 90%)

o Signposting and informatiogiven to patients

oReferral pathways and sharing of data in place between the clinic and agency
providing peer support

oPeer support integrated and delivered within the clinical setting
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2c. Participation of people with HIV in their care

People living with HIV should be actively involved in decisions about their own health and
social care. Ensuring active engagement in decision making may require support and
resources for botpeople living with HInd service providers.

People who use HIV clinical and support services should be actively involved in the design,
planning, delivery and review of these services. This may require support, training and
resources for individuals and groups engaged ingdrosess.

Service providers should be able to demonstrate their commitment to participation through
identification of strategies, pathways and resources for both individual engagement in
decision making and community engagement in service provision.

Rationale
Individual decisions about treatment and care

In line with provision of any care delivered by the NHS, people living with HIV should be as
actively involved in decisions relating to their own care and treatment as they wish.

General Medical Cour@uidance sets out principles for good decismaking practice

which apply to all decisions about care. Other professional regulatory bodies and national
NHS guidance (for example NICE) set out similar requirements. In summary these set out
that people eceiving care and health practitioners should work together to make informed
decisions about treatment and care. People living with HIV can expect

1 To be listened to and have their views about their health respected.

1 To be actively engaged in discussions about their diagnosis, prognosis, treatment and
care.

1 To have access to information they want or need, in a way they can understand in
appropriate formats, in order to make decisions.

1 To be provided with opportuniteand supported to make decisions for themselves.
1 To have their decisions respected, including the right to stop or refuse treatment.

1 To be provided with the resources and support to build their confidence and skills in
joint decision making

HIV is a l#-long manageable condition. Antiretroviral treatment (ART), once started, is
generally continuous and ongoing. Successful responses to therapy depend on achieving
optimal adherence with minimal adverse effects. A focus on quality of life by using edfectiv
drugs with minimal toxicity is essential if people with HIV are to lead active, productive and
fulfilling lives. Undetectability also means that people with HIV do not pass on the virus to
others.

British HIV Association guidelines recommend that pewogile HIV be given opportunities

to be involved in making decisions about their treatment including ART. Trust and good
communication between the person receiving care and the health care practitioner lead to
better adherence and outcomes. A range of imfation resources and support services are
available to help including promoting treatment literacy. Information can include printed,
online information, telephone advice lines, with support services including treatment
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advocates and oron-one and group per-support. These all complement clinical services
and are helpful in addressing the following factors that may have an impact on achieving
good outcomes:

1 Physical and psychologicaldiness for treatment
1 Understanding how ART works, its efficacy aad Ithis is measured.

1 Concerns about taking ART or using specific ARV drugs, including potential or actual
adverse effects

1 Concerns with possible adverse social consequences of actions such as talking to others
about HIV

1 Confidence in the ability to adheto ART and the importance of adherence

1 Psychological or cognitive issues that could have an impact on adherence, for example,
depression, memory problems or drug or alcohol use

1 Issues related to living long term with HIV and ageing with HIV and thecirtipese
might have on treatment and health management

1 Understanding of other treatments and medications, particularly in how these may
interact with HIV and ART

1 Socieeconomic, cultural or practical factors that could have an impact on adherence,
for exanple income, housing, faith, intimate partner violence, abuse, stigma and
acceptance of their condition

71 Confidence in talking to medical staff about HIV and other health issues

1 Accessing primary care services, particularly GPs, to manage other healtihnsonce

1 Managing care plans across multiple le,egm conditions and multiple treatment
regimes

1 Engaging with palliative care services and actively participating in decisions about
palliative care

Involving people with HIV in their health care supports kegrgn, chronic condition self
management (see Standag). Shared decisiemaking and selmanagement can be
supported by higklguality, accessible information and support services together with
appropriate decisiommaking tools. The experiences of peomeeiving health care are
important measures of service quality.

Planning services

Participation of people with HIV in service design, planning delivery and review allows
providers to both understand and meet the needs of the communities served.

People with HIV have consistently advocated for participation in deemeking about
services they use and for people with HIV to be treated with dignity and respect, to which
the design, delivery and performance of clinical services contribute. Thetoiple

consulted on health care is enshrined in law and clarified in NHS guidance.

Services need to build in adequate time for patient consultation and include training and
capacity building that allows patients to understand their services, their pléibéen NHS
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structures and the role of patients and communities in contributing to service planning.
While medical care for HIV is provided within the NHS, GUM services and community
support services may reside within Local Authorities and patients neadderstand who is
responsible for different aspects of their care in order to engage effectively. The community
and voluntary sector can be engaged to support this.

Ultimately long term medical management of HIV will need greater involvement from care
closer to home using Primary care/GP services as is the case with othdetamgonditions
such as diabetes, COPD, heart failure.

Practitioners and managers will need to acquire, and be supported to acquire, the skills and
resources needed for fruitful emgement and consultation.

Quality statements
Decisions about individual treatment and care

1 Services should place the patient at the centre of decision making and ensure that
assessment and delivery of care addresses both clinical and patieotted ottcomes
and priorities

1 Services should ensure that decisions made together by people with HIV and
practitioners follow national guidance and professional standards for shared decision
making in all aspects of care.

9 Services should ensure that decisions @ART follow British HIV Association
guidelines for patient involvement in decisiomaking.

1 Services should ensure that people with HIV have access to written information about
investigations, ART and other aspects of their HIV treatment and care, abkréo
provide the equivalent orally if this is preferred or necessary. At a minimum, services
should ensure access to written information about:

oThe purposes and methods of monitoring CD4 and viral load, the frequency, and
what these tests mean

oHow AR works, including the importance of adherence and the risks and benefits of
treatment

oThe choices for ART, including potential side effects from individual drugs and how
these will be managed if they occur

olInformation about the importance of drug intecdons, particularly in relation to eo
morbidities and other longerm conditions

olnformation about improving general health outcomes

1 Services should ensure that information on ART and its risks and benefits supports the
key decision issues of whether ttag, change or cease treatment, using ART during
pregnancy, and the impact of treatment to protect sexual partners.

1 People with HIV should expect information to be available in a language that is
understandable and in a format relevant to individual nggiehicluding age and literacy
level, of the person receiving care.
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1 Making shared decisions about health care requires specific skills and confidence.
Access to decisiemaking tools may help discussion on particular aspects of care.

1 Developing capabilitior shared decisiommaking should be encouraged and facilitated
in clinicians, people with HIV and the community sector, in particular for those whose
background circumstances may compromise their full participation in evaluating
options for treatment anctare.

Planning services

¢2 SyadaNB (GKFG aSNBAOS& NB FAG F2NJ LIzN1LI2 &S

(formal and informal) should be available for people with HIV, individually or through the
community sector, to be involved in service desiglanning, delivery and review.
Opportunities for servicaiser involvement should be multiple, varied and widely publicised.

Service users should expect to be able to provide feedback, ranging from comment on
individual consultations to involvement ieiwvice commissioning, as well as the chance to
give named and anonymous input into service design, delivery and performance review at
local, regional and national level. Service user involvement should be incorporated into
national treatment guidelines.

Information related to consultations about service planning and delivery should be
published in appropriate physical (e.g. public notice boards) and virtual (e.g. service
LINE A RSNRAE S0 aAdSuv t20FGA2yao

Formal structures for service design and review sti@ways factor in adequate time for
meaningful servicaiser input and include community representatives who should, as far as
is practical, reflect the diversity of the population served. There should be transparent
mechanisms for selection of communigpresentatives and for the wider involvement of
people with HIV in these structures.

Practitioners and managers within HIV services should be supported to acquire the skills and
resources needed for genuine and meaningful engagement and consultatiosenitite

users. There should be due recognition that People living with HIV are also part of the
clinical, social care and service workforce.

Measurable and auditable outcomes
Individual decisions about treatment and care

1 Proportion of people who are figfied with decisions about their care (target: 90% of
total people).

1 Proportions of people who receive written information about their ART, including
details for each drug prescribed, or confirm they have been given equivalent oral
information if they pefer this option (target: 90% of total people on treatment).

1 Proportion of people who confirm they have been involved in making decisions about
their care (target: 90% of total people).

1 The BHIVA patiereported outcome measure should be used to idgnsymptoms
concerns, priorities and outcomes of care in 90% of those with sufficient capacity to
participate
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Planning services

1 Proportion of people with HIV participating in service planning and consultation
satisfied with the opportunities for their involvement (target: 80% of total people
participating).

1 Evidence of routine participation of people with HIV, as individualsroutih
representatives, in service design, planning, delivery and review.
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2d. Welltbeing

People with HIV should receive care that takes account of and enhances théieiwell
beyond their physical health and life expectancy.

TheWorld HealthOrganization WHO) defined healtm its broader sense in its 1948
constitution as "a state of complete physical, mental, and sociallve@lly and not merely

the absence of disease or infirmityVhile wellbeing is an integral part of health within

most accepted definitions, it is often overshadowed by the more tangible and concrete
aspects of physical health. Wkking is specifically that aspect of health that is concerned
with the psychologidasocial and physical resources an individual can draw on to meet their
life challenges and to increase their happiness and quality of life.

Including a specific standard of care on vieing makes clear the importance of these
FaLISOha 2 ¥Fandi8ghlighitsShe sontfibAtignSat care providers grabple living
with HIVcan make to enhancing qualiof life.

Rationale

Wellbeing in thecontext of these tandards is a consideration of the broader quality of life
issues fopeople living with W/ beyond treatment of the virus and beyond physical health
and increased longevity. There is a recognition that the aim of quality health and social care
is to create lives that are worth living. While this includes many factors that are beyond the
remit of theseSandards, there are key contributions that service providers have and can
continue to make to the welbeing of individuadand communitieof people living with HIV
more generally.

Improving and maintaining welleing for people with HIV clearyings individual benefits,
including greater happiness, social participation,-saifth, improved physical health,
greater resilience in the face of adverse events, and more opportunities to contribute to
society.

The broader community benefits of ireased weHlbeing include the greater participation of
people living withHIV in society, reductions in community stigma, lower community viral
load and consequent onward infection. The highly visible HIV partnership approach and
emphasis on holistic welleing has provided a key model for other areas of the health
service.

While the benefits of improving and maintaining wieling may be selévident, the

practices, policies and actions that enhance veling are often overlooked or undervalued

in servie provision and assessment. These practices can include: the inclusion of the
consideration of social and psychological contexts in the provision of care; the
establishment and maintenance of strong professional networks that facilitate continuity of
careand efficient referral; productive engagement with community sector organisations to
ensure continuing relevance; and public advocacy in partnership with communities to
ensure continued begpractice service provision. These are all things which have
characterised the HIV service sector historically and contribute directly to thelveatig of
people living with HI\&And their communities.

The increased emphasis of persoentred care is particularly useful in promoting models of
well-being thatard: LILIN2 LINR F S G2 LIS2LX SQa f AFS -OANDdzya
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centred skills and education framework provides a useful tool for services to undertake self
assessment in this area.

Importantly, while there are clear intersections between considers of wellbeing and
mental health, the emphasis here is on the more holistic sense evaeth and happiness
that contributesto quality of life for individuals and communities.

Quality statements
Services should ensure that

1 Issues of welbeing catinue to be incorporated into clinical and care practices in
transparent ways

1 A personcentred approach is taken in providing care to ensure that-iveithg for each
person is holistic and meaningful

1 Welkbeing is a consideration when developing, deiivg and assessing services and
policies in health and social care fagople living with HIV

1 Pressure on the cost and time available to provide clinical services does not result in the
erosion of weHbeing initiatives or considerations

1 Best practice seige provision that incorporates concerns of individual and community
well-being should be broadly communicated

1 Feedback and input is sought frggeople living with HINAnd the community sector on
the contribution of services to the welleing ofpeople livng with HIVand their
communities. It is critical that this feedback, particularly the positive aspects of it, reach
service providers

Measurable and auditable outcomes

Optimal weltbeing is achieved through a combination of factors, of which HIV caré is
one. Agencies providing HIV care have a responsibility to ensure thabewed] is an issue
that is considered in the design, review and provision of services and there are
opportunities for referral and support that enhance wb#ing. Attention toand responding

to issues such as homelessness, immigration experience, access to education, intimate
partner and gendebased violence, stigma and social exclusion within the remit of the
service will assist in optimising life outcomes people living wh HI\V. The outcomes listed
below include those that are most likely to be directly addressed within HIV care services
and those which assist in understanding the broaderveihg context of the PLIV
population.

Within HIV Care
1 The proportion of peoplavith a care coordinator (Target 75% of appropriate people)

1 The proportion of people who have an assessment for and access to mental health
support services (Target 75% of appropriate people)

1 The proportion of people have an assessment for and accedsigpand alcohol misuse
support (Target 75% of appropriate people)
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1 The proportion of people have an assessment for and access to support for intimate
partner violence (Target 75% of appropriate people)

1 The proportion of people have an assessment for anekss to support around
accessing benefits and financial hardship (Target 75% of appropriate people)

1 Evidence of an agreed pathway from the clinic to peer support andresiigement
(seeSandard 2b- selfmanagement and peer support)

1 Evidence of particigéon in integrated care planning and communication between
agencies (HIV clinics, other areas of health care, GPs, specialist services, support
services, social care services)

1 Evidence of the use of HIV PROMs/PREMSs to assess patient experience (Taafet 95%
all people)

Beyond HIV Care

1 The proportion of people who report good quality of life

1 The proportion of people who report accessing wider healthcare services without
experiencing stigma and discrimination

1 The proportion of people who report being aliteaccess mental health support in a
timely manner

1 The proportion of people who have the financial and social resources to meet basic
needs

1 The proportion of people who have the financial and social resources to meet physical
and social needs consistewith a reasonable quality of life (for example access to
entertainment, opportunities to socialise, travel etc.)

1 The proportion of people who report that their care is planned around them, co
ordinated and integrated

References
1. Equality AcR010 http://www.legislation.gov.uk/ukpga/2010/15/contents

2. Statutory Guidance on Joint Strategic Needs assessments and Joint Health and
Wellbeing Strategies. http://www.networks.nhs.uk/news/statutegyidanceon-joint-
strategicheedsassessmentandjoint-health-and-wellbeingstrategies

3. NHS Health & Webeing Improvement Framework
http://www.gov.uk/government/uploads/system/uploads/attachment_data/file/2163
80/dh_128813.pdf

4. Positively UK (2014) Improving Weding, the effectiveness of peer support

Public Health Engtal (2014b). Promoting the health and wellbeing of gay, bisexual

and other men who have sex with men: initial findings. London: Public Health England.
Available at: www.gov.uk/government/publications/promothtige-health-and
wellbeingof-gay-bisexualand-other-menwho-have sexwith-men

34



Earnshaw, V. A., Smith, L. R., Chaudoir, S. R., Amico, K. R., & Copenhaver, M. M.
(2013). HIV stigma mechanisms and yeling among PLWH: a test of the HIV stigma
framework. AIDS and Behavior, 17(5), 1-1995.

Bing, E. GHays, R. D., Jacobson, L. P., Chen, B., Gange, S. J., Kass, N. E., ... & Zucconi,
S. L. (2000). Heaktelated quality of life among people with HIV disease: results from
the Multicenter AIDS Cohort Study. Quality of Life Research, 9¢68.55

Testa, MA., & Simonson, D. C. (1996). Assessment of qurdiitfe outcomes. New
England journal of medicine, 334(13), 8340.

PersonCentred Approaches: Empowering people in their lives and communities to
enable an upgrade in prevention, wellbeing, health, camd support. (2017) Health
Education England, Skills for Health, and Skill for Care

35



3. HV autpatient care and treatment

3a. Access to and retention In care

People newly diagnosed with HIV, wherever they are tested, should be offered a full
assessmentarried out by an appropriately trained practitioner with specialist expertise in
HIV, at the earliest possible opportunity and no later than 2 weeks after receiving a positive
HIV test result.

Serviceshouldhave mechanisms in place for those who migsagments or who transfer
their care to another centre, to ensure people with HIV are retained in specialist care.

Rationale

The HIV care continuum describes HIV care as a progression from tedtiig diagnosis
and linkage into care, retention in carjherence to antiretroviral therapy treatment, and,
ultimately, suppression of the virudn practice, an individual does not simply, sequentially
move through each stage of this continuum. Engagement in care is dynamic and
disengagement from care may fygen at any time.

The prognosis for people with HIV infection who engage fully with specialist HIV care with
high-quality, tailored multidisciplinary management continues to improve, with ongoing
reduction in morbidity and mortality. Those who are diaged promptly and treated
successfully with antiretroviral therapy (ART) now have a similar life expectancy to that of
the general population.

For optimum outcomes people with newly diagnosed HIV infection require rapid access to
HIV specialist servicesrfolinical, laboratory and psychosocial assessment, so that an
appropriate management plan can be developed. Best outcomes for people with HIV
related pathology depend on rapid recognition and appropriate intervention, and everyone
who is newly diagnosedithh HIV should be seen for this specialist assessmentmiiio

weeks of receiving an HPpoOsitive diagnosis. People newly diagnosed with HIV who have
symptoms and/or signs attributable to HIV infection (including those of primary infection)
may needmmediate intervention and so should be able to access urgent (within 24 hours)
specialist assessment. Rapid assessment and intervention also has an important role to play
in the prevention of onward transmission of HIV. Rapid involvement of an HIV sgasial
particularly important if an HIV diagnosis is made during a hospital admission where HIV
may be a significant causal factor.

People differ in their emotional and psychological reaction to a diagnosis of HIV and

subsequent adjustment. Access to Fpropriate emotional, psychological and peer

support services is particularly important for people as they adjust to their diagnosis (see
{OGFYRIENR cO® t SSNJ adzZLILI2 NI Ol Yy AYLINR @S LIS2LX S
their wellbeing and overaljuality of life. It should be embedded in the clinical pathway to

ensure everyone has access to peer support that is timely and meets their needs, with an

initial appointment as soon as possible after treatment.
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The implications of the diagnosis for otiseparticularly sexual partners and children, need
to be explored with the patient thoroughly and sensitively, facilitating disclosure of the
diagnosis to others and supporting people with HIV through the process. This requires
access to practitioners witskills in partner notification without delay following a diagnosis
of HIV (see Standafh).

HIV remains a stigmatised and socially complex diagnosis which disproportionately affects
already marginalised population groups. This may further complicatsithation when
someone is first made aware of their infection. People with $tiduldbe able to access
appropriate specialist HIV care without fear of discrimination. Specialist HIV services should
be provided in a nofludgemental environment in which pele with HIV feel secure and

where their confidentiality and autonomy is actively respected.

Systematic monitoring of engagement in care and mechanisms to identify and follow up
those that do not attend (DNAS) is imperative for a higlality HIV serviceThere is

currently no gold standard for measuring engagement in care. The approach taken by the
NHS England HIV quality dashboard includes indicators for the proportion of patients who
re-attend during the 1224 months after HIV diagnosis and after besegn for care. It is
valuable to review these as a measure of performance, but for individual patient
management procedures are needed to recognise and respond to signs of disengagement
before the 24month indicator cutoff is reached.

People may becomeisengaged from specialist HIV catevarious points along the
continuumfor a variety of reasons. These reasons may result from both pateiot
servicerelated issues. Services should be designed and delivered in ways that maximise the
opportunities forpeople living with HIV to consistently attend and remain engaged in care.
At the time of reengagement, it is essential to try and understand the reasons that led to
0KS AYRAQGARdzZ £ Qa4 RAASYy 3l IASYSYyidsZ FyR gKSNB
interventions. This might mean for example increasing the offer of evening appointments.
Recent data highlights factors that may be predictive of suboptimal engagement in care in
newly diagnosed people. These include age at diagnosis, having children, recredtimna

use, drug/alcohol dependency, insufficient enough money for basic needs and use of public
transport to get to the clinic. People with mental health comorbidities and people who use
drugs may also be at particular risk. Close working links betwealthheocial care, legal
services, benefit agencies, peer support and voluntary sector agencies is required in these
situations to maximise webeing.

People with HIV may relocate, be detained or incarcerated, or choose to engage with a new
HIV serviceMechanismshouldbe in place for seamless transfer of care, both from the
sending and receiving clinical services, with appropriate transfer of information between
teams.
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Increasing numbers of infected children living in the UK are entering adolesdédree.
process of adolescents successfully making the transition to adult HIV services is complex
and should be managed by a multidisciplinary team in accordance with CHIVA guidance.

Quality statements

Access

T

All services that offer diagnostic testing for Bhouldhave an agreed pathway into
specialist HIV care for people who are diagnosed HIV positive.

People who have a new diagnosis of HIV should expect to have their HIV fully assessed
by appropriately traned staff within 2 weeks of receiving an HIV positive test result.

People who have a new diagnosis of HIV and have symptoms and/or signs potentially
attributable to HIV infection (including those of primary infectishpuldbe referred
for urgent (within24 hours) specialist assessment.

People who receive their diagnosis within a hospital setting should expect to be
reviewed by appropriately trained staff within 24 hours if their admission may be HIV
related, or within 2 weeks as an outpatient if unrelatedHIV infection.

People who have a new diagnosis of HIV should expect to have access to appropriately
trained HIV specialist professionals for opportunities to discuss emotional, psychosocial
and partner notification issues relating to their HIV diaga@s well as access to
community support.

People who have a new diagnosis of HIV should receive/have access to psychological
support/information within 2 weeks of diagnosis.

HIV outpatient units should have a policy/pathway to support access to peer suppor
within 2 weeks of diagnosis.

HIV outpatient units should have a policy/pathway for support and onward referral for
those individuals who present in a situation of social and/or financial crisis.

Adolescents moving from paediatric into adult care shoudeet their transition to be
managed sensitively in accordance with separate guidance developed by CHIVA and
BHIVA.

People who have a new diagnosis of HIV should have the initial
investigations/evaluations as recommended within the BHIVA guidelines for
investigation and monitoring withi2 weeks of receiving their Hpositive result.

People who have a new diagnosis of HIV should be informed of their CD4 count and
have the opportunity to discuss management, starting antiretroviral therapy and
opportunisticinfection prophylaxis within 2 weeks of this initial assessment (i.e. within
1 month of initial diagnosis).

Retention

T

All HIV serviceshouldhave mechanisms to identify people with HIV, registered with
their service, who become disengaged from care.
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Clincal HIV serviceshouldhave mechanisms in place to follow up people with HIV who
miss appointments, monitoring tests or run low on supplies of medication.

Clinical HIV servicestiouldhave mechanisms in place to explore the reasons of
disengagement whengople living with HIV rengage with services after missing
appointments.

Serviceshouldaim to support retention in care and where possible address identified
reasons for disengagement.

People living with HIV should expect to have access to peer siygpenever required,
particularly when facing a significant life event such as starting/changing treatment,
major iliness, diagnosis of gnorbidity, pregnancy and menopause.

People living with HIV should receive/have access to ongoing psychological
suppot/information as needed to enable holistic wdieing.

All HIV services should have mechanisms in place to provide advice and support to
improve lifestyle choices.

If a patient is unhappy with the care provided by an individual clinician, an alternative
should be offered (including referral to another centre if necessary) after exploration of
the basis for concerns and addressing as appropriate.

HIV serviceshouldhave defined pathways for the safe trdesof care, both from the
sending and receiving cloal services, with timely transfer of appropriate information
between teams. Patients who transfer their care to another centre should have a full
clinical summary provided from their former to their new treatment centre within 2
weeks of this being reqed. This summary should contain as a minimum the
information outlined in the BHIVA investigation and monitoring guidelines.

Measurable and auditable outcomes

T

The proportion of people newly diagnosed with HIV who have a CD4 count result in
their clinicalrecord within 1 month of their HIV diagnosis (target: >95%).

The proportion of people newly diagnosed in primary care who are seen in an HIV
specialist department within 2 weeks of diagnosis (target: >95%).

The proportion of people newly diagnosed in sedary care who are seen in an HIV
specialist department within 2 weeks of diagnosis/discharge from hospital (target:
>95%).

The proportion of people newly diagnosed in community settings who are seen in an
HIV specialist department within 2 weeks of diagadtarget: >95%).

The proportion of people newly diagnosed with HIV who are offered referral for peer
support in any form (target: >95%).

The proportion of people with known HIV infectiarimo are not known to have
transferred their care or diedyho haveaccessed HIV clinical services within the past 12
months (target: >95%).

Patients attending HIV services 1 year ago who have not been lost to follQweyp
diagnoses (numerator: number of patients in care at the beginning of the year who
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have not died wb were NEWLY diagnosed between 24 and 12 months ago and have
received some aspect of care in the past 12 months; denominator: number of patients
who were NEWLY diagnosed between 24 and 12 months ago).

1 Patients attending HIV services 1 year ago who havéeen lost to follow ug; all
patients (numerator: number of patients receiving some aspect of care in the past 12
months who have not died and who received some aspect of care between 24 and 12
months ago; denominator: number of patients who received s@sgect of care
between 24 and 12 months ago).

1 Where peer support needs have been identified, excluding those newly diagnosed, the
proportion of patients who report awareness of peer support services, and the
proportion who report subsequent use of peerpport (target: >95%).
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3b. Outpatient care

People with HIV attending asutpatient HIV service should have their HIV infection
monitored and treated safely in accordance with national guidance

Rationale

Outpatient care for people with HIshouldfollow current national guidelines for support,
monitoring and treatment to maximise the benefits of argtroviral therapy, to allow early
detection of treatment and HIVrelated complications and to promote a good quality of life.
Services should be pon-centred: people with HIV who are less well engaged in care have
a significantly increased risk of mortality.

As increasing numbers of people live with HIV, services should facilitateeihgith HIV

by working within the local health and sociake system, and engaging particularly with

other sectors such as primary care. There is an established relationship between HIV and an
increased risk of other health problems, ranging from some cancers through to mental

health and sexual health. In theses well as other areas such as pregnancy, there are
ALISOAFAO I L+ NBfFGSR A&aadzSa NIy3IAay3d FNRY (KS
experience of stigma and difficulties in communication with partners and family. The

interfaces between HIV care @nhese other areas are particularly important astibuldbe

as smooth and seamless as possible.

People living with HIV who have more complex care needs should have their care delivered

in settings with the appropriate range of specialist knowledge sskiibl services and there

should be local arrangements, such as care pathways, to allow equity of access to this
SELISNIAASD G+ANIdzl £ ¢ | NNIyaSYSyidGas &dzOK & |
should be usedavhere direct contact is not feastl

All people using the NHS have the right to expect that their care is delivered in a safe
environment, where they are treated with dignity and respect, and without fear of
discrimination. Staff involved in delivery of outpatient HIV cgtreuldbe mindiil of the

impact of HIV related stigma and discrimination and able to support patients facing these
issues, especially when this affects uptake or access to health and social care outside the
HIV clinic.

All HIV services should have access to the fulleafigessential investigations routinely
used in the management of HIV, including CD4 lymphocyte count, HIV viral load, HIV
genotypic resistance testing, and should expect to receive results within 2 weeks of
specimen collection.

Access to important aspexbf healthcare is best achieved through primary care,

particularly as patients age and become more likely to develop long term chronic illnesses.
Serviceshouldcommunicate well with other specialties and primary care with respect to

HIV specific comorbities and druedrug interactions. There should be clear protocols and
pathways for care across the primary and secondary sectors to maximise patient safety and
clinical effectiveness. Regular communication between these services should take place,
unlessthe patient specifically witholdsconsent.
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Quality Statements

T

People with HIV attending specialist HIV outpatient services should receive care and
treatment thatfollows national guidelines for the treatment of HIV infection and the
complications of HlVhfection and its therapy.

People with HIV should receive care in appropriate designated facilities which

guarantee privacy and confidentiality. There should be easy access to multidisciplinary
support serviceg in particular: phlebotomy, specialist adfesmce support, specialist

HIV pharmacy advice, dispensing services, counselling, and peer and advocacy support.
There should be ready access to, or information about, services that can provide advice
about social care and benefits entitlements.

The stanard of care delivered to people living with HIV should be the same, whatever
their circumstances. People in prisons or in other closed settings, such as detention
centres have the right to the same quality of care as all other pelopiey with HIV
Servees should seek to provide flexible care arrangements for particularly vulnerable
people e.g. homeless people.

People with HIV should have access to appropriate sexual and reproductive health
services offeringexually transmitted infectiorST) screening treatment and advice as
well as a full range of contraceptive choices, taking into accountdrug interactions
(see Standar®).

All services should have access to essential diagnostic investigations for the routine
management of HIV and themmplications of HIV therapy, as per national guidelines.

All persons living with HIV should have access to peer and psychosocial support and
advice according to national standards. There should be care pathways in place for
those with more serious psychagical or cognitive difficulties which ensure early
detection of the problems and prompt referral to appropriate services (see Star@jard

People with HIV should have access to services to safely manage comorbidities, in
collaboration with the appropriateon-HIV specialist team and/or primary care.

Services should seek to agree local arrangements for the management of comorbidities
where the roles and responsibilities of different agencies are clear, and lines of
communication are robust. Clear pathwaymald exist for entry into more specialist
services where people have less common or more complex problems.

People living with HIV should have ready access to health promotion and screening
services as for the general population.

All services providing Mloutpatient treatment and care should have a designated HIV
inpatient unit(s) to which patients requiring admission to hospital with serious HIV
related pathology can be referred.

42



T

T

T

Where antiretroviral treatment choice is affected by resistance, drug augons or
comorbidities, thisshouldbe recognised and discussed at the appropriately specialist
level, including representation from the relevant professional disciplines as specified in
national guidelines. These arrangements may be physical or virtual.

All HIV serviceshouldhave a pathway in place so that patients have 24/7 access to
emergency treatment and advice.

All persons involved in providing care and support for people with HIV, including peer
support, should receive the appropriate trainingchhave the relevant specialist
knowledge, skills and competencies in accordance with their relevant professional
bodies

Measurable and auditable outcomes

Preventing premature mortality, reducing morbidity and preventing transmission

T

T

Evidence that newlyidgnosed patients are clinically assessed and offered the
opportunity to start antiretroviral treatmert according to BHIVA guidelines (95%).

Evidence that all patients have been given information, whether oral or written, about
the effect of antiretroviral therapy on the risk of transmissiq@85%).

Evidence to demonstrate that all patients who experience viral rebound who were
previously suppressed or where viral suppression is not achieved are managed
according to national guidelines (95%).

Important modifiable risk factors for longer term health such as smoking history, BMI
and blood pressure should be recorded and documented according to BHIVA guidelines
with formal cardiovascular risk calculation as specified by those guidelines.

Proportion of patients with viral hepatitis screening and offer of appropriate
vaccination as well as appropriate screening and advice about other vaccine
preventable diseases (targets as specified in BHIVA monitoring and immunisation
guidelines).

Patients with adlocumented assessment of renal function, to include an assessment of
proteinuria in the last 15 months (>90%).

Evidence of achievement of national clinical quality outcomes

Clinical practice in line with national guidelines

M

M

Evidence that patients are mdaored in accordance with BHIVA guidelines, whether on
or off treatment.

Evidence that genotypic resistance testing is performed according to BHIVA monitoring
and treatment guidelines.
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1 Evidence that when patients transfer into the service an attempt iderta obtain the
following information from the previous care provider: baseline resistance status,
previous treatment regimens and the reasons for any treatment switch. This
information should be recorded in the care record.

1 HIV services should be abledemonstrate that they are able to provide results for HIV
viral load, CD4 count, HIV resistance assay;BH7/81, and tropism tests within 2
weeks (target: 90%) of specimen collection

Patient experience

1 Evidence of a designated and appropriate waitinggaiconsulting rooms and treatment
rooms, with a layout and design that ensures patient confidentiality and privacy.

1 Evidence of easy access to multidisciplinary support sergiteparticular:
phlebotomy, specialist nursing, adherence, specialist HAfmpacy advice, and peer
and advocacy support.

1 Evidence of ready access to defined care and support services, e.g. dispensing, mental
health care, social care advice, sexual health advisor.

1 Survey of patient experience in the preceding 3 years (targé)95
Patient safety

1 Evidence of recording of clinical incidents and complaints and their investigation
(target: 95%).

1 Evidence of a care pathway whereby patients with viraemia and limited options to
construct a fully suppressive regimen have their casesvesd directly or remotely (by
virtual clinic) by a multidisciplinary team consisting of at least one consultant virologist,
two HIV consultants, and a specialist HIV nurse or pharmé&sigtence should be
available to demonstrate that patients are reviesveia this clinic.

1 Evidence of care pathways with a designated HIV inpatient service.

1 Evidence of protocols/formalised pathways for integrated care or for referral of
patients with complex HIV or conditions requiring specialist input, such as hepatitis
coinfection, TB, or treatmentelated endorgan damage.

1 Evidence of participation in local and/or regional mortality review meetings with
documentation of outputs for improvement.

1 For stable patients:tdeast annual communication with GPs for those patienit®
have consented to share information with their GP, that patients have been offered a
copy of this letter and that this was sent to those who wish it (95% for all).

1 Evidence that each patient has a nominated consultant for their HIV (target: 95%).
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1 Evidence that there is provision of consultant advice and clinical supervision during
routine outpatient working hours (target: 100%).

1 Evidence of formal processes to identify patients who may have disengaged from care
and evidence of efforts to rengage thesgatients.
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3c. Anttretroviral prescribing

People living with HIV should be prescribatiretroviral drugs by an appropriately qualified
clinician and receive treatment and monitoring with such drugs that follow current national
guidance

Rationale

Antiretroviral drugs (ARVSs) suppress viral replication at various stages in the viraldifecycl
but do not eliminate HIV and therefore treatment is lifelong. The pharmacokinetics and
pharmacodynamics of these agents and their interactions with other medicines can be
complex. HIV treatment regimershiouldmeet the particular requirements of indiwichl
patients.

Choices about starting and changing treatment with ARVs, and which drugs to use, require
prescribers to possess and integrate data on the interpretation of the genetic-onakd

both the virus and the host, wielat the same time assessitige ways in which ARV
pharmacology and drug interactions may impact on-exéting conditions. Safe and

effective prescribing of appropriate combinations of ARVs is crucial to maximise benefits,
minimise adverse effects, avoid drug interactions and redheeemergence of drug
resistance. Good communication with weiformed and supported patients who

participate in shared decision making about treatments is an essential component of
success.

Prescribing of AR\&houldbe supported by safe and effectiuse of clinical and laboratory
monitoring of drug response, drug toxicity and treatment adherence. There is evidence that
between 20% and 60% of people receiving ARVs in Europe and the USA are at risk of
clinically significant drug interactions, yet UK gicians were only able to correctly identify
two-thirds of these potential interactions. Safeguards must be in place to minimise errors
and promote good prescribing.

Robust engagement with primary care to minimise potential drug interactions is an edsenti

aspect of good prescribing practice. Polypharmaadpngreasingly recognised as an

important factor in patient safety and a number of resources exist to guide healthcare
professionals and patients (NICE guideline on medicines optimisation, 2015; Niiispe

LK NI O& NBLR2NI 2y LRfELKINYIFEO& wanmnT YAYy3IQa
medicines optimisation, 2013). Recommendations from these resources inform and are
incorporated into our quality statements below.

Antiretroviral drugs continue to represit a major component of the costs of treatment and
care for people living with HIV in the UK; this means that clinically effective and cost
effective prescribing is essential to make efficient use of NHS resources. As generically
manufactured antretrovirals become increasingly available, treatment changes for reasons
of cost saving are more frequent. Informed decision making with the patient having a sense
of control in this process is likely to increase the success of this strategy. The development
of drug resistance and toxicity through inappropriate HIV prescribing might further increase
costs so careful consideration of patient engagement and switch choice is important.
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Quality statements

1 ARVs shouldnly be prescribed by an appropriately qualifie@dgtitioner (see Standard
30). Medical andhon-medical ARV prescribesfiouldmaintain prescribing
competencies on a continuing basis with evidence ofsfi&tificcontinuing
professional developmen(CPD), and evidence of clinical Programmed Activities or
equivalent relevant to HIV care allocated in the job plan.

1 Antiretroviral therapy should be prescribed in line with national guidance and best
available evidence, in partnership with each patient, takimg account their wishes
and concerns to inform sharetkcision making (see Standegd).

1 People living with HIV should have access to adherence support, which $eould
provided by staff with appropriate skills, when starting or switching ARVs and at any
time when viral rebound or suspected low adherence occurs. There should be evidence
of selfreported adherence at each clinician visit assessed as per nationaligegiel
Any patient reporting missed medication or experiencing viral load rebound should
receive adherence support, noting the evidence of the contribution of psychosocial
factors to adherence and the potential benefit of peer support.

1 Information relatingto past antiretroviral regimens prescribed should be recorded in
GKS LI GASyGQa Of AyAOFf NBO2NRa® ¢KA&a AYyTF2N
changes should be as accurate as possible.

1 A drug history should be undertaken and documented dank ARVs are prescribed
by either the prescriber or an HIV specialist pharmacist Clinical records should include
details of all prescribed medication from primary care, the HIV service, any other
specialist service, ovéghe-counter medication, herbal mechtion and recreational
drugs.

1 A medicines optimisation/usage review should be undertaken by a HIV specialist
pharmacist, at least annually where patients areadher medications. This shouldke
into consideration adherence, any difficulties with digation and drugdrug
interactions. This should be documented in the clinical records.

1 All prescribers of ARVs should be able to readily access and regularly ubaseeb
information and decisiorsupport tools to support best prescribing practice, anchelp
reduce medication errors. Patients should be encouraged to access the same or similar
tools to be able to check and monitor their own medications.

9 Antiretroviral prescriptions should be clinically verified by an HIV specialist or an
adequately traned pharmacist, prior to dispensing, with respect to appropriateness
with other prescribed medication and comorbidities.

1 Mechanisms should be in place to alert primary care to HIVahugy interactions and
for primary care to verify notll\frelated presdptions issued to people with HIV.

1 HIV clinics should provide pharmaeighd nurseled interventions, including outreach
in the local community, to provide flexible care arrangements supporting antiretroviral
therapy prescribing for patients who havdfaiulty attending formal clinic
appointments.
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1 Persons in prisons or other detention facilit@souldhave a regular and continuous
supply of antiretroviral medicationsalongside adequate access to HIV specialist, and
continuity of both treatment and aess should be maintained when being moved
between facilities On leaving these facilities thehouldbe provided with an adequate
supply of medication to allow continued adherence while making their own
arrangements for a further supply.

1 HIV servicesral patient representatives should work in partnership with
commissioners to develop strategies to maintain eeffective prescribing.

1 HIV services have a duty to participate in regular monitoring of efficacy and safety of
ARV prescribing locally, regiolyand nationally

Auditable outcomes

1 Evidence of clinical appraisal of HIV therapy prescribers, which records participation in
relevant CPD activities on HIV therapy.

1 Proportion of patients who are new to treatment who are prescribed a treatment
regimen n line with BHIVA guidelines (>90%) and who have a full clinical and
LJ A8 OK2a20Alft S@lfdz A2y YR aasSaavySya 27
(>90%).
1 Adherence documented within the first 3 months of startargiretroviral treatment
(AR7 and at least annually thereafter (target: 95%, both)

1 Patients starting or established on ART with HIV viral load and safety monitoring
performed in accordance with national guidelines (target: 95%).

1 Proportion of all patients who have a documented medizatreview in the past 15
months (97%).

1 Proportion of patients who report that they were as involved as they wanted to be in
treatment decisions (>90%).

1 Evidence that patients are offered written information and access to peer support when
making treatmentecisions and in reporting side effects.

1 The HIV service should be able to demonstrate that patients with virological rebound
are rapidly recognised, and managed according to national guidelines.
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4. @mplex HIV care

4da. Inpatient care

People with proven or suspected complications of HIV infection or its treatment who require
admission to hospital should receive equitable and rapid access to care by appropriately
trained staff either within a consultaséd HIV specialist multidisciplinary team or within an
acute medical team supported by immediate and continued engagement with specialist HIV
expertise and advice.

Rationale

People living with HIV who presewith complications of HIV infection can be critically ill
with life-threatening conditions and require complex care including intensive care.
Management for these patients should be provided by an HIV specialist conskeithnt
multidisciplinary team, fregently in collaboration with other medical specialties. According
to Public Health England of the 6,095 people diagnosed with HIV in 2015, 39% were
diagnosed at a late stage of the infection. People diagnosed late are at increased risk of
developing an AlBdefining illness and continue to have a tid increased risk of death

in the year following their diagnosis, as compared with those diagnosed promptly (31.5 per
1,000 compared to 3.6 per 1,000). Gyear mortality was particularly marked among
peopleaged 50 years and over, where one in 16 diagnosed late died within a year of
diagnosis. If appropriately managed, people presenting with severediiiéd

complications should expect a good letegm prognosis. Best clinical practice for the
management ad treatment of HIVassociated opportunistic infections and cancers is
outlined in national and international guidelines.

The spectrum of iliness seen in patiefiténg with HIVhas changed over the last decade.
The use of effective antiretroviral therajy people known to have HIV infection has led to
fewer people requiring inpatient care fapportunistic infectionsand AlDSelated
complications To ensure optimal management of these conditions, service provision will
need to be delivered via formal teorks across geographical areas to ensure that
inpatients with advanced HIV infection have equitable access todqesity care and

advice. Network arrangements will ensure that HIV services maximise critical mass in order
to provide adequate experiende achieve optimal outcomes and support training in
inpatient HIV care. In addition, loigrm survival has led to an increase in a number of
malignancies and other erorgan disease. There will be a need for a network to develop
protocols/formalised pathways for integrated care for those conditions requiring specialist
input, such as lymphoma, multicentric Castleman diseas@&feation with hepatitis B and
C, and enebrgan liver and renal disease.

People withHIV are living longer and are often admittedhospital for norHIV related
problems. During hospitalisation they may be seen by a wide range of healthcare staff,
some of whom may have limited experience in providing care for people living with HIV.
Issues which can negatively impact on patient eigrece during their stay include fear of
breach of confidentiality, fear of stigma and fear of drug errors with HIV medication.

Providers of outpatient HIV cashouldhave documented pathways to appropriate
inpatient services. It is accepted that notdople living with HIdeople with proven or
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suspected complications of HIV infection require transfer to an HIV specialist unit and they
may be cared for safely and effectively locally. Téleyuld however, be supported by
immediate and continued engageent with specialist HIV expertise and advice, allowing for
early transfer should the complexity of care escalate. Specialist HIV inpatient sshicsg

also be in a position to provide support and advice to acute medical services when a patient
is clincally unsafe to transfer.

Quality statements
Treatment

People living with HIV requiring admission to hospital should receive the best care and
treatment, as defined by nationally recognised guidelines for all patients but also guidelines
for the treatmentof HIV infection and its complications.

People living with HIV should expect that if they are hospitalised with a suspected or proven
AIDS&defining opportunistic infection/cancer and/or with severe immunosuppression, their
care is supervised by or discadswith a clinician experienced in the inpatient management

of HIV disease. This clinical engagement should be immediate and continuous- In low
prevalence areas this will mean that their care will be discussed with the designated
inpatient unit within thenetwork.

Care pathways

People who need admission or transfer to an acute HIV specialist inpatient unit, or who
require access to specialist HIV inpatient expertise and advice, should be able to access
these services within 24 hours of referral.

Confidentidity, privacy and dignity

Peopleliving with HIV whaequire inpatient admission should experience high standards of
confidentiality, privacy and dignity in line with the law, GMC guidance, NMC code of
conduct and national standards. People with HIV infechave the right to expect that their
care is provided in a safe environment and that everyone is treated with dignity and respect
regardless of race, sex or sexuality.

Communication and discharge planning

Peopleliving withHIVwho require admission tdospital should experience effective
rehabilitation anddischarge planning to ensure timely length of stay, appropriate
arrangements for ongoing care and safe discharge.

Health care professionals involved with the ongoing care arrangements of patients

discharged from HIV specialist inpatient services should be in receipt of a summary of the
GNBLFGYSYyd FyR OFNBS NBOSAOSR YR LXIlFya FT2NJ 2y
discharge.

Infection control

People with advanced immune deficiency who Ewvang withHIV and who are admitted to
hospital should be protected appropriately from nosocomial ciiogsction. Service
arrangements should be in place to reduce and avoid risk of nosocomial anerfext®n
and to ensure immediate accessappropriate isolation facilities.
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Care arrangements of HIV inpatient units

Arrangements for care in specialist HIV inpatient sernstesildensure there is:

)l
)l

= =2 =4 A4 2

il
1

Provision of 2sour access for acute care

Calocation withhigh dependency unitHDU andintengve care unitTU services
with appropriate escalation of care to HDU and ITU when indicated

24-hour availability of pharmacy services and access to specialist HIV pharmacist
advice

An HIV specialist consultant physicied multidisciplinary team
A nursng team with specialist nursing skills and expertise

24-hour availability of HIV specialist inpatient consultant advice and expertise (locally
or via a network)

Access to diagnostic laboratory services as required

Access to other medical and surgical spkyg advice and services when required
Access to psychosocial and welfare advice and support

Access to peer support

Access to dietetic, physiotherapy, occupational therapy and speech and language
services, including assessment and provision of inpatimabilitation

Provision of 24our access to and use of -Gite negative pressure units

Access to a full range of egite imaging services

Arrangements for care should ensure that access to the above services, advice and
provision of results is not delayeahd/or potentially impacts negatively on the quality of
care provided and treatment outcome.

Measurable and auditable outcomes

T

Proportion of all patients admitted within 24 hours of time of request for transfer
(target 90%).

Evidence that consultant phygsans who have responsibility for the care of inpatients
with HIV infection undertake regular and -p-date continuing professional
development(CPD)n both HIV medicine and general medicine, and have a job plan
with designated PAs for inpatient care gthumber of which should be appropriate to
the unit workload and complexity of patients seen.

Evidence that a specialist HIV inpatient service is able to provid®@dHIV specialist
consultant cover for the management of HIV disease within a desigmetaork
where applicable.

Evidence of existence of formal robust network arrangements appropriate to a
geographical area to ensure that patients requiring inpatient care have equitable
access to besfjuality advice.

Proportion of all patients admitted witAlDSdefining opportunistic infection/cancer
still alive 30 days and 6 months after diagnosis.
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Proportion of all inpatients presenting with an AIB&ining condition or serious
bacterial infection and CD4 count <350 cells/fretarted on, or maintained gn
antiretroviral therapy within 12 weeks (target 95% of those surviving).

Proportion of all patients discharged from an HIV specialist inpatient(witih an HIV
related problem)seen in HIV outpatient services within 1 month (target 95%).

Evidence of raew of all deaths of HIV patients admitted to an inpatient unit.

Evidence of patient survey to assess satisfaction regarding inpatient treatment and
care in the preceding 3 years.

Evidence of recording of clinical incidents, complaints and their investigat
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4h. Comorbidities, coinfections and cancers

People with HIV should be able to access a comprehensive range of specialist services to
manage cemorbidities, caeinfections and cancers as required.

Rationale

Monitoring and treatment for people with HIV infection needs to be in accordance with
current national guidance to maximise health and life expectancy and minimise morbidity
and mortality. A combination of an aging HIV cohort, longer duration of HIV iofeahd
longterm antiretroviral therapy has resulted in a shift from HIV associated pathology and ill
health associated with severe immunosuppression to non AlB8acbidities associated

with aging in the general population such as neurological, heeaet, oind renal diseases and
cancers. HIV services have a key role in screening and monitoring people for complications
associated with HIV infection. Where a service is not in a position to deliver all aspects of
HIV related care, it is essential for atiali safety and service sustainability that clear

pathways are established with local or regional specialist services to allow equitable access
to care for people with HIV.

Primary care has an important role in the lelmgm management of HIV. Regular
communication is strongly recommended due to the increase in non AlB&ocbidities

and the complexity of HIV drugdrug interactions to promote patient safety unless patients
specifically refuse consent. Establishment of clear protocols and pathways foretarecn
primary and secondary care are essential for safe delivery of service.

People living with HIV are at increased risk of certawnéections, particularly tuberculosis
(TB), hepatitis B and hepatitis C. Risk factors include imrauppression assaed with
advanced HIV in the case of TB, as well as shared routes of transmission between HIV and
hepatitis B and C viruses, and higher prevalence of these infections in parts of the world
where HIV is endemic, especially sthharan Africa. It is essalf therefore, that people

with HIV infection are screened for these-iodections both at initial HIV diagnosis and

during followup, according to national guidelines. Those found to bentected should be
referred to specialist services for appropaareatment.

People with HIV infection are also at increased risk of certain cancers, including the three
ADSRSTFAYAY 3 YIfAIYyl yOkldan @ RALIA FNAE { BIVNIB2YI X | )
cancer), as well as many other cancers. The care of tregnfs should be undertaken by

a mulitrdisciplinary team, including oncologists, HIV physicians and palliative care physicians
where appropriate.

Comorbidities

Quality statements

1 People attending HIV outpatient clinics should undergo regular screesrggt out in

GKS .1 L+! 3dzZARStAYySa F2N Ww2 dzi A-Ydsitikey S a G A 3
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morbidities.

54



T

T

T

People with HIV should have access to services to geenamorbidities safely and
effectively either within the HIV service or in collaboration with appropriate-Hov
specialist teams.

Clear pathways should be developed to facilitate referral to local or regional services for
those with complex and/or lessommon cemorbidities.

People with HIV should have timely access to diagnostic tests required for the detection
and investigation of conorbidities.

Measurable and auditable outcomes

T

Patients with a smoking history documented in the last 2 years (8@%blood
pressure (BP) recorded in the last 15 months (90%).

Patients aged >40 years with-¥@ar cardiovascular disease (CVD) risk calculated within
1 year of first presentation (90%), and within the last 3 years if taking ART (90%).

Documented assessmeaf renal function, to include assessment of proteinuria in the
last 15 months (>90%)

Bone fracture risk assessment in patients over 50 years of age andneosipausal
women within last 3 years (>90%)

Coinfections

Quality statements

B
T

People with newy diagnosed HIV infection should undergo full clinical assessment to
exclude active TB

People with HIV from high and medium TB incidence countries should undergo testing
for latent TB infection

Access to rapid TB diagnostic tests and drug sensitivity testing should be available. Best
practice infection control should be in place and intensive contract tracing available.

People being treated for HIV and TB should be cared for by a specialigtisciglinary
team that has experience managing TB/HINMrdection.

People with HIV and rifamyenesistant/MDR TB should be managed in conjunction
with teams with expertise in the management of drtegsistant TB

People with HIV and TB-oafection shoutl be managed according to BHIVA guidelines
for the management of TB/HIV 4ofection in adults (201¢ consultation draft)

Hepatitis B & C

T
T

M

People newly diagnosed with HV should be screened for immunity to hepatitis A and B.

People newly diagnosed with Hé¥ould be tested for cinfection with hepatitis B and
C.

Norrimmune individuals should be offered immunisation for hepatitis A and B.
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1 People with HIV who are aafected with either hepatitis B or C should be managed
according to national guidelindBHVA guidelines for the management of hepatitis
viruses in adults infected by HIV 2013).

1 People with HIV who are a@afected with hepatitis C (HCV RNA positive) should be
referred to a specialist viral hepatitis clinic for further investigation and treatmetit
directly acting antivirals (DAAS).

1 People with HIV and cirrhosis should be referred to a hepatology clinic for long term
monitoring and management.

Measurable and auditable outcomes
B
1 People with HIV from high and medium risk countries screenelhfent TB (>90%).

1 People with HIV diagnosed with active TB managed according to BHIVA guidelines
(>95%).

Hepatitis B & C
1 Hepatitis A, B and C screening on diagnosis or first clinic appointment (>95%).

1 People with HIV who are nammune to hepatitis A or Bffered vaccination as per
BHIVA guidelines (>95%).

1 People with HIV cinfected with either hepatitis B or hepatitis C managed according to
national guidelines (>95%).

Cancers

Quality statements

1 All people with HIV and malignancy should be referred toresnivith expertise in the
management of these conditions.

1 Management of people with HIV and malignancy should be in line with the BHIVA
Guidelines for HRdssociated malignancies (2014)

1 Clinical networks supporting regional centres of excellence for gegnent of both
AIDSdefining and nopAIDSdefining cancers should be developed.

1 People with HIV and neAIDS&defining cancers should be offered the standard of care
given to HIVhegative patients.

1 Potential interactions between ART, opportunistic infestprophylaxis and cancer
therapy should be considered.

1 Those patients with a poor prognosis should be referred to the palliative care team (see
section 7d).

Measurable and auditable outcomes

1 Evidence of existence of formal robust network arrangements gmate to a
geographical area to ensure that people requiring specialist oncology services have
equitable access to besjuality advice.
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1 Proportion ofpeople with HIV and malignancy linked to specialist oncology services
(96%)
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4c. Supporting peoplevith increased needs

[This section is still in development and should be available for consultation by Mofftay 29
January.Please note that this section will include intimate partner violence]
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5. &xual and reproductive health

5a. Sexual health

Peopldiving with HIV should be supported in establishing and maintaining healthy sexual
lives for themselves (and their partners).

People with HIV should be supported to protect themselves (and others) from acquiring new
sexually transmitted infections, witiccess to regular screening and prevention
interventions for all sexually transmitted infections.

People living with HIV should be offered support from staff competent in partner notification
with expertise relevant to their individual circumstances. $higild enable their personal
contacts who are at risk of HIV, including their children, to access timely HIV testing with
appropriate consideration of confidentiality and safety.

People living with HIV who may be at risk of drug use associated withdaxjng

chemsex, infectious hepatitis, and Sexually Transmitted Enteric Infections (STEI) should be
identified and offered support, advice and interventions. Regular (at least annually and more
frequently for some depending on their risk) sexual histarigweand alcohol and

recreational drug use history can identify those requiring additional clinical input.

Rationale

Good sexual health is part of good overall health. The impact of living with HIV, a potentially
stigmatising sexually transmissible infectj that may a have been acquired through sexual

or nonsexual routesshouldnot be underestimated, and is associated with sexual
dysfunction and psychosexual morbidity. People living with HIV require access to
appropriate, culturally sensitive and efféat information and support about sexual

behaviour and minimising transmission risks. Practitioners need specific knowledge and
expertise in this area to be able to sensitively discuss issues of great personal importance to
those living with HIV and themartners, including sex and sexuality, safe sexual practices

and the HIV andexually transmitted infectionST) risks of different sexual practices, HIV
transmission risks in the context of effective therapy and preventative therapy for contacts,
issuesaround HIV disclosure and fear of criminalisation. Guidelines produced by BHIVA,
BASHH and the FRSH on the sexual and reproductive health of people living with HIV should
be followed (http://www.bhiva.org/SRiguidelinesconsultation.aspx). Practitioneshould

be up to date on key emerging issues affecting sexual risks, suherasex and hepatitis
outbreaks, and STEI and be able to counsel and support accordingly. Sexually transmitted
infections are more commom people living with HIV. People livinghvHIVare at a

greater risk of complications from STlIs such as hepatitis A, B and C, human papilloma virus
(HPV), herpes simplex virus (HSV) and syphiés.Who have sex with men @M who are

living with HIVhave a higher prevalence of bacterial Sii¢tuding syphilis, viral infections
including Hepatitis C infection and of emerging STIs such as Sexually acquired enteric
infections (STEI). Lymphogranuloma veneruem (LGV) is now endemic in the UK with men
living with HI\tlisproportionately at risk. Prompdentification and treatment of all STIs is
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important as concomitant infection increases the risks of HIV transmission/acquisition.
Those who ardiving with HI\Ghould be provided with information on current as well as
emerging STI risks and outbreakdgheir routine HIV appointments so they can identify the
need for additional healthcare testing themselves. In the case of outbreaks it may
occasionally be necessary to advise and recall prior to the next appointment.

Sexual health care should be printaffor the benefit of the individual, and the cornerstone
of sexual health care is open access to a specialist confidential service with treatment for
STIs provided without charge. The clinical care of the individual psfsmuridnot be
compromised by angties about any legal issues relating to sexual transmission of HIV
infection.

Partner notification for HIV (and other STIs) is an important public health strategy,
facilitating early diagnosis among known sexual partners, where unprotected sex has
occurred in the presence of a detectable HIV viral load. Onward HIV transmissioa can b
minimised if sex occurred or will occur prior to the taking of effective antiretroviral therapy
(and becoming undetectable), by ensuring sexual partners are aware of the presence of HIV
within the relationshipPrevention strategies are kemcluding rsk reduction counselling

and antiretroviral medicationeither as prophylaxis for negative partners (in the form of
pre-exposure prophylaxigfeB or post-exposureprophylaxis followingexualexposure

(PEPSJ;, or treatment for the person living with H{¥featment as prevetion, Task. Since

the previous g&ndards, new evidence has emerged regarding transmission of HIV, showing
that people living with HIV on antiretroviral therapy with an undetectable viral load in their
blood (achieved and sustained far least 6 months) have a negligible risk of sexual
transmission of H\Depending on the drugs employed it may take as long as six months for
the viral load to become undetectable. Continued and reliable HIV suppression requires
selection of appropriatagents and excellent adherence to treatment. HIV viral suppression
should be monitored to assure both personal health and public health benefits.

It is important to note that an undetectable HIV viral load only prevents HIV transmission to
sexual partnersCondoms also help prevent HIV transmission as well as other STls and
pregnancy. The choice of HIV prevention method may be different depending upon a
LISNE2y Q& aSEdzZ f LINI OiAOSaszr OANDdzvaidl ydSa I yR
having sex with miltiple partners or in a nommonogamous relationship, they might

consider using condoms in addition to prevent other STIs.

People living with HI®houldbe able to access appropriate support and guidance
throughout this process and may require specitpghwhen telling past and present sexual
and/or injecting partners about being HIV positive.

The need for testing of the children of paretitsng with HIV irrespective of their age and

health status, has been highlightedsn2 y Qi C 2 NB Shitp:/vikvs. / KA f RNB Y
bhiva.org/documents/Guidelines/Dont%20Forget%20the%20Children/DFTC.pdf), which

provides the relevant guidanc@ll new HI\positive patients attending adult HIV services

should have any children identified, tested ostieg history obtained (and evidenced) and

GKS AYTF2NXIGA2Yy Of SI NI & R20dzYSyiSMmo ONBF 52y
illustration of how this can be approached when parents are reluctant is given in an

appendix to the GMC guidance (Protecting alefdand young people: The responsibilities
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of all doctors. 201 2http://www.gmc-uk.org/guidance/ethical_guidance/13257.asp). This
can be a very worrying and stressful experience for both parents and children, ansl teeed
be handled sensitively and supportively with a partnership approach, bearing in mind that
the health of the child/children who may be infected is a priority.

Quality statements

Sexual health

1 Sexual health assessment should occur at least annualpefiple with HIV. Where
the HIV service is separate from the sexual health service, people with HIV who require
it should be actively facilitated to access local sexual health services at least yearly, to
enable access to the full range of sexual healtariventions in addition to screening.

1 All those living with HIV should have easy access to investigation, diagnosis and
treatment for STIs, in line with national guidance. Where this cannot be provided within
the HIV service, agreed referral pathways ésusal health services should be in place,
ideally with rapid access to facilitate testing and treatment

1 Syphilis serology should be included in the baseline investigations for people at the time
of initial HIV diagnosis and at regular intervals accortbnisk thereafter (86-monthly
or annually, depending on risk).

1 Hepatitis A, B and C serology should be included in the baseline investigations for
people at the time of initial HIV diagnosis and at regular intervals according to national
guidance and rlg which for some will be 3 monthly.

1 People living with HI8houldbe able to access preventative vaccines for hepatitis A and
B, as well as other sexually transmitted infections, such as HPV, as they become
available.

1 People living with HIV should be nedware of the range of interventions which have
been shown to reduce risk of onward HIV transmission, including evidence that
effective antiretroviral therapy is associated with reduced rates of HIV transmission
(TasP).

1 People who are not on effective aretroviral therapy (for whatever reason) or not yet
undetectable should be made aware of the effectiveness of PreP and PEP for uninfected
sexual partners according to risk factors.

Contacts at risk of HIV infection

1 The HIV status of all children borngeople living with HIV should be assessed for risks
of vertical transmission, where children are defined as those who have not yet reached
their 18th birthday.

1 Testing children at risk of HIV infection should be discussed with at least one of the
OKAf RQA LI NBydGa 2N f B/mdwithHB/o hedRN Istgtds isA T G K S
unknown, and appropriate testing and follewp organised with paediatricolleagues.

1 All those living with HIV should be offered support and guidance with partner
notification (PN) at the time of HIV diagnosis, and if HIV viral load is >200copies/ml)
whenever there are new partners whose HIV infection status is unknown. sidusd
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