	Ref No.: FOI/2627/SG19505

	Date FOI request received: 25th September 2026

	Date FOI response: 13th October 2026

	REQUEST: 
Please provide information held by the Trust as at the date of this request. We are requesting recorded information only.  

For the purposes of this request: 

“HIV service” means the service or services responsible for providing specialist outpatient HIV care e.g a HIV Outpatients Service

“Psychological support” includes identification or assessment of psychological need, psychological interventions, specialist psychological therapies, neuropsychological support, mental health pathways, and HIV peer support. More information regarding psychological support services for people living with HIV, national standards and service specifications can be found in the British HIV Association’s Standards of Psychological Support for Adults Living with HIV.

  

Where information is held separately by more than one HIV clinic or service, please provide separate responses were reasonably practicable. If information is not held, please state “not held”. If it is held only in part, please provide the information that is held.

It would be appreciated if your institution could provide us with the information set out in the questions in the attached document. If the Trust does not provide psychological support services and/or does not operate an HIV service, please respond to that effect.

If you are unable to open the PDF, I have copied the questions below. Please send the response, or any questions, to HIV.Outcomes@nat.org.uk.

1. Name of your Trust or Health Board?

2. Does the HIV service have a named or designated role with recorded responsibility for overseeing psychological support for adults living with HIV? 

If yes, please provide:  

a. the job title

b. the relevant department or service; 

c. whether the post forms part of the HIV multidisciplinary team; and 

d. the funded whole-time equivalent allocated specifically to this responsibility, if recorded.
3. Does the HIV service have access to funded psychological practitioner capacity dedicated wholly or partly to people living with HIV?

            If yes, please provide, where held:

          a. the profession(s) or job title(s);
          b. the funded whole-time equivalent dedicated to HIV care.

4. Using the table below, please indicate which services for people living with HIV are available within your Trust/Health Board, the delivery route for each service (using the codes provided below), whether the service is commissioned specifically for people living with HIV, and whether the service uses Patient-Reported Outcome Measures (PROMs).

Type of support
Available?
Delivery route (Select all applicable codes)

Commissioned specifically for people living with HIV?

PROMs used?
Psychological needs identification or assessment

Yes / No / Not held

Select code

Yes / No / Not held

Yes / No / Not held

Low-intensity psychological interventions

Yes / No / Not held

Select code

Yes / No / Not held

Yes / No / Not held

Specialist psychological practitioners (e.g. clinical psychologists, counselling psychologists, psychotherapists)

Yes / No / Not held

Select code

Yes / No / Not held

Yes / No / Not held

Specialist psychological therapies

Yes / No / Not held

Select code

Yes / No / Not held

Yes / No / Not held

Neuropsychological assessment or support

Yes / No / Not held

Select code

Yes / No / Not held

Yes / No / Not held

Pathway for severe and enduring mental illness

Yes / No / Not held

Select code

Yes / No / Not held

Yes / No / Not held

HIV peer support

Yes / No / Not held

Select code

Yes / No / Not held

Yes / No / Not held

Online psychological support services

Yes / No / Not held

Select code

Yes / No / Not held

Yes / No / Not held

Other

Specify

Select code

Yes / No / Not held

Yes / No / Not held

      Delivery-route codes:

· A: Provided within the HIV service

· B: Referred to another NHS service

· C: Provided by a commissioned HIV-specific VCSE organisation

· D: Provided by a commissioned non-HIV-specific VCSE organisation

· E: Provided by a commissioned independent or private provider

· F: Information not held

5. Does the Trust or Health Board hold a current HIV training programme, training requirement, competency framework or guidance for staff delivering psychological or mental health support to people living with HIV? 

If yes, please provide a copy or web link, or state: 

a. the title of the training or document; 

b. the staff groups to which it applies; and 

c. whether completion is mandatory or optional.
6. For the calendar year 1 January to 31 December 2025, please provide the following recorded figures, where held: 

a. the total number of people recorded as receiving HIV care; 

b. the number who received a recorded psychological-needs identification, screening or assessment; 

c. the number identified through that process as requiring or potentially benefiting from psychological support; and 

d. the number referred by the HIV service for psychological support. 

If the Trust or Health Board already holds percentages corresponding to these figures, please also provide them. We are not asking the organisation to calculate percentages that it does not already hold.

7. For referrals made during 2025, please provide any recorded information held on waiting time, in calendar days, from the date of referral to the first attended psychological-support appointment. 

Where held, please provide:  

a. mean waiting time; 
b. median waiting time; 

c. the number of referrals included in the calculation; and 

d. the definition of waiting time used, and reporting period used. 

We are not asking the Trust or Health Board to calculate a mean or median if it does not already hold that information.

8. Since 1 January 2020, has the HIV service completed an audit, self-assessment, service review, gap analysis or quality-improvement exercise that explicitly assessed provision against either of the following standards?

a. BHIVA Standards of Psychological Support for Adults Living with HIV (either the 2011 Standards or the updated 2025 Standards)

b. Psychological Management of Children and Young People Living with HIV: Standards for Care
For each relevant exercise completed, please provide: 

a. its title and completion date; 

b. which standard was used; 

c. a copy of the final report, action plan or executive summary; or, if already published, a web link; and 

d. the recorded status of actions arising from it, where held.

 
OUR RESPONSE: Please see attached the provided response template


	Attachments: 
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Department of Medical Psychology- Infectious Disease



1. Introduction

The Medical Psychology Department is funded to work with patients accessing services to HIV care based at the LRI.

In the past year, consultations were offered face-to-face, via telephone or via secure video, per patients’ preference. The service still has no access to LPT ‘held’ therapy space at the LRI. Therefore, we carried face-to-face appointments at Hadley House throughout the week and at the Jarvis Clinic only on demand on Friday afternoons.

Currently, the department offers direct clinical work, consultancy, teaching and training. We work with individuals/couples in the following areas:

· Dealing with adjustment issues around HIV diagnosis.

· Dealing with primary and secondary aspects of HIV.

· Systematic aspects of living with HIV.

· Adherence to treatment regimens including medication and compliance with education and information regarding self-care and safer sex issues.

· Co-morbidity (e.g. previous trauma, such as sex abuse, loss and bereavement issues and long-standing psychological difficulties. 

· Cross-cultural issues.

· Sexuality issues.

· Psycho-social aspects of living with HIV.

· Behaviour change regarding risky sexual behaviour. 

· Psychosexual work with individuals and couples who are experiencing problems such as loss of drive, difficulties with arousal and orgasm.

We offer an integrative approach largely based on Cognitive Behavioural Therapy, Acceptance Commitment Therapy and Compassion Focus Therapy. Recently our band 8a Counselling Psychologist has completed an accredited course on Schema Therapy to better address the needs of people living with HIV (PLWH) who are referred to us. A vast majority of these patients have a history of trauma, profound emotional deprivation, and feelings of being defective and damaged. The diagnosis of HIV further emphasises and confirms these pre-existing beliefs, contributing to enduring feelings of shame and stigma, which can become barriers to treatment adherence and acceptance. Schema therapy can offer a simple formulation that patients can relate to well and allow those behavioural changes that help patients implement more adaptive coping styles. It can compensate for what other approaches cannot offer, for example with more enduring difficulties, whilst remaining a relatively short- term therapy (around 18 sessions). 



2. Staffing

The service is provided by a lead Clinical Psychologist (Band 8b, 0.5 wte) and Counselling Psychologist (Band 8a, 0.5 wte). 

3. Clinical services



3.1. Referrals

Between 1st April 2024 and 31st March 2025 there were 40 referrals. A total of 33 people opted-in for an assessment. Table 1 shows the number of referrals received per month.

Table 1

		Month

		Number of referrals



		April

		5



		May

		6



		June

		3



		July

		0



		Aug

		3



		Sept

		6



		Oct

		3



		Nov

		2



		Dec

		2



		Jan

		4



		Feb

		2



		Mar

		4



		Total

		40







Demographic Information

Data was collected on referral source, presenting problem and demographic information for all people who opted in. Out of 40 referrals, 33 opted-in for an assessment. Tables 2a and 2b show their demographic composition: Age (Table 2a) and Ethnicity (Table 2b).

Table 2a: Age of patients referred

		Age Range

		Female

		Male



		18-40

		4

		11



		40-64

		11

		7



		Total

		15

		18







Table 2b: Ethnicity of patients referred

		Ethnicity

		Number of patients (%)



		White - British

		12



		Unknown/Not stated

		10



		Black or Black British - African

		5



		Black or Black British - Caribbean

		2



		Asian or Asian British - Indian

		1



		Asian or Asian British - Any other Asian background

		1



		Black or Black British - Any other Black background

		1



		Mixed - White and Black Caribbean

		1



		Total

		33



		

		







Referrals source

Table 3 shows referral source. 

Table 3: Referrer by designation

		Referrer

		Number of patients 



		Clinical Nurse Specialist

		15



		Infectious Diseases Consultant

Health Advisor

Specialist Pharmacist

		11

5

2



		

		



		Total

		33







Type of main presenting problem at referral

Table 4 shows a breakdown of referrals according to their main presenting problem. 

Table 4

		Problem category

		Number of patients 



		Low Mood

		6



		New diagnosis

		8



		Adjustment

		3



		Anxiety

		2



		Physical Health

		4



		Inpatient Referrals

		4



		Adherence

		1



		Trauma

		1



		Other

		4



		Total

		33



		

		







3.2.  Number of sessions offered

We offered patients an initial assessment of sixty minutes.  However, due to patients’ needs and complexity, we often prolonged the assessment to ninety minutes or offered extended assessments over multiple sessions. After the assessment, when eligible, patients started therapy. 

From April 2024 to March 2025, we offered a total of 58 assessment sessions, and 241 treatment sessions. Table 5 shows the breakdown of appointments by attendance status.

		

		Attended

		CNC by patient

		CNC by service

		DNA

		Total



		Assessment

		43

		5

		3

		7

		58



		Treatment

		204

		15

		4

		18

		241





Table 5



We compared the assessment and treatment sessions from the past four annual years as shown in Table 6:

Table 6

		

		2021-22

		2022-23

		2023-24

		2024-25



		Assessments

		73

		139

		95

		43



		Treatments

		289

		215

		274

		204



		Total sessions

		362

		354

		369

		247







In the past year we have seen a reduction in the referrals number, reflected in reduced assessment and treatment sessions. 

3.4 Number of appointments not attended.

We extrapolated the numbers of appointment not attended or cancelled by patients for assessments (12% vs 31% last year) and treatments (7% vs 5% last year). It is worth noting that the team has worked towards decreasing the percentage of missed or cancelled appointments at assessments and in general to facilitate engagement of patients. These are some examples of strategies implemented to reduce missed appointments:

· We contact patients via telephone to introduce our service and discuss referral and they are given the option to book an assessment appointment in that moment.

· We send patients at least one text reminder prior to the appointment.

· Patients can choose to attend appointments face-to-face at LGH or LRI and/or remotely (video or telephone) or a combination of both.

· We have adapted our non-attendance policy to make it more flexible in the hope of re-engaging the patients before discharging them. To this aim, we send a text or letter to patients who missed their appointment reminding them to contact us within a specific timeframe to reschedule.

· We accept re-referrals even if they are within a few months from discharge.



4. Waiting times to access Medical Psychology

The service continues to work without a waiting list and on average patients are contacted within one week from referral/triage to be offered an appointment for an initial assessment. No waiting list is present for treatment either.

The time spent working on onwards referrals, signposting, safeguarding, and writing letters of support for housing, immigration and financial services has likely increased over time, but this is unfortunately not captured by the data above and at present we don’t have a quantitative measure for this additional work.

 

5. Outcomes

We use the Patient Health Questionnaire (PHQ-9) and the Generalised Anxiety Disorder (GAD-7) questionnaires. These tests are screenshots respectively of people’s mood and anxiety levels over the previous two weeks. The scores from these questionnaires are not taken as diagnostic but only evaluated in the context of the information we gather during a thorough assessment. We also ask patients to complete the Work and Social Adjustment Scale (WSAS).

These tests have the limitation of being variable across timepoints; for example, if a patient is tested right after a significant but confined event, the score will substantially change. Therefore, we started using the HIV-PROM questionnaire to better capture patients’ current needs and difficulties at the point of assessment. It also enables us to monitor how these needs and concerns change throughout the intervention. This tool could be used across the whole MDT as a longitudinal measure of patients’ progress for the duration of their care. It could also provide a consistent measure to share when transfer of care is required.

We are still working towards increasing the number of outcomes measures we collect, especially at discharge.

6. Additional Activity



6.1. Ongoing services 

The psychologists continue to offer the possibility of regular consultation/advice regarding individual cases with the HIV Team, IDU, other NHS and community staff and voluntary organisations. 

As indicated in the previous report, PLWH referred to us often have needs related to housing, finance, and immigration. Due to a lack of local provision from third sector, and sparse support for social and legal issues (e.g. housing, immigration, benefits applications), our team tries to compensate for these gaps in support, for example by signposting, liaising with Adult Social Care or writing letters of support. This is not our area of expertise or something we are commissioned to do. These are ongoing issues that need to be addressed with reinvestment in local third sector organisations. There has been some recent funding to third sectors for one-to-one peer support, as explained later in this document.

Finally, we continue to see an increase in people presenting with, or seeking, a diagnosis of ADHD. In addition to facilitating referral to ADHD services where appropriate we have been reviewing scientific literature that look at the links between ADHD traits and impulsivity and risk-taking behaviours, we see in some PLW. We will continue to refine our skills and knowledge in this area.

7. Planning for the next 12 months in light of the recent consultation released by BHIVA Standards for Psychological Support for Adults Living with HIV

[bookmark: _Hlk197075286]BHIVA stands for the British HIV Association. It's the leading UK organization representing professionals working in HIV care. BHIVA focuses on providing excellent care for people living with and affected by HIV, and it serves as a national advisory body on all aspects of HIV care. The organization also promotes education and training related to HIV care. 

We have reviewed the suggested new BHIVA Standards for Psychological Support for Adults Living with HIV in comparison to our current service provision, identifying both strengths and areas of development.  Below is an account of this comparison, outlining where our existing service aligns with these standards and where developments are needed to meet best practice guidelines.

BHIVA Standard 1: Promotion of Mental Health and Psychological Wellbeing

People living with HIV should receive care which promotes their emotional, cognitive,

psychological and behavioural wellbeing and that is sensitive to the unique aspects of living with HIV.

Recommendations

1.1 Psychological wellbeing on the agenda: people living with HIV should have the opportunity to discuss their psychological wellbeing during all clinical appointments.

1.2 HIV-sensitive care: people living with HIV should receive confidential, non-stigmatising and culturally competent care informed by the unique HIV-related factors affecting psychological wellbeing.

1.3 Informed psychological wellbeing: people living with HIV should receive information and resources to support their psychological wellbeing, along with access to peer support and patient representatives during health and social care interactions.



Current Provision

Our service offers HIV-sensitive care that is confidential, non-stigmatising and culturally competent, as well as information and resources to support their psychological wellbeing. LLR currently lacks peer support and patient representative involvement during health and social care interactions. This gap limits our alignment with Standard 1.3.

Planned Actions

· Medical Psychology will develop a Psychological Support Resource Pack and a Psychological First Aid toolkit for staff on hospital wards.

· A specific support package will also be created for people living with HIV (PLWH) in hospital isolation.

· Recent fundings have been allocated to a local organisation (Trade) with the aim to establish one-to-one peer support to PLWH. Medical Psychology is liaising with them regarding involvement/support (e.g. through supervision).



BHIVA Standard 2: Comprehensive Psychological Support Services

People living with HIV should have access to a range of psychological support services appropriate to their needs.

Recommendations

2.1 Psychological support leads: HIV services should have a designated clinical lead for psychology embedded in HIV leadership teams to oversee all aspects of psychologically informed care.

2.2 Psychological assessment: assessment (i.e. in-clinic conversations, psychological and cognitive screening and in-depth psychological assessment) should be inclusive, present throughout all aspects of HIV care and appropriate for diverse needs.

2.3 Matched care model: the matched care model should guide all service and care planning and access to culturally competent psychological support at Levels 1 to 4.

2.4 Access to Interventions: clear local pathways to psychological support should be established in accordance with the matched care model and communicated to HIV  MDTs. These should prioritise in-house HIV specialist interventions. When these are unavailable, non-HIV specialist service provision must ensure a holistic understanding of HIV and be culturally competent.

2.5 Timely access: interventions should be delivered promptly according to need, with support plans communicated as soon as the need is identified.

• Non-urgent Level 1 and 2 needs should be responded to immediately with compassionate, context-sensitive communication and prompt signposting.

• Non-urgent Level 3 and 4 needs requiring specialist support should have a referral to- treatment time of no longer than 18 weeks, as per national guidelines.

• Urgent Level 4 needs should be referred immediately to emergency mental health services and assessed or triaged in accordance with NICE and other national guidelines.


Current Provision

LLR generally meets the requirements for a Matched Care Model, offering timely access with no waiting time for assessment or treatment that goes above and beyond this recommendation. However, peer support provision remains absent as highlighted above.

Planned Actions

· Develop a digital library of national peer support resources patient from LLR can access (e.g. NHS, London, Manchester charities).

· Conduct a scoping exercise to identify the specific peer support needs of PLWH in LLR.

· Use findings to inform the implementation of structured peer support options. Current funding should cover peer one-to-one support, therefore explore needs for group peer support.

[image: A diagram of a psychological support
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BHIVA Standard 3: Engagement of People Living with HIV

People living with HIV should be engaged in the planning, delivery and evaluation of psychological support services.

Recommendations

3.1 Co-production in service planning, development and evaluation: People living with HIV should be engaged in the planning, delivery and evaluation of psychological support services:

• Designing, redesigning and developing specialist HIV services.

• Participating in evaluation activities to inform service management.

• Co-developing outcome measures for psychological support services.

• Shaping local and national HIV policy and research agendas

3.2 Supporting co-production: HIV specialist services should implement EDI policies and inclusive frameworks to ensure involvement from all communities affected by HIV. People living with HIV engaged in service improvement should be provided with supervision, training and opportunities to enhance their skills as needed.

3.3 Including people living with HIV in service delivery: people living with HIV should play an active role in delivering HIV and specialist psychological support services through peer support, advice and advocacy. All HIV specialist services should either provide direct peer support or have established pathways to external providers to ensure access as needed.


Current Provision

There is no current structured co-production model in service planning and delivery.

Planned Actions:

· Distribute questionnaires via QR code (provided by ID and Medical Psychology teams) to assess interest in peer support options:

· 1:1 peer support

· Advocacy

· Group support (online/F2F, peer-facilitated or co-led with psychologists)

· Identify and engage former service users to participate in service development.

· Establish a focus group involving PLWH, psychologists, and infectious disease unit (IDU) staff.

· Collaborate with Trade to offer supervision on peer support scheme.

· Useful Resources:

THT Peer Support

NHS Peer Support Framework

· Evaluation forms: 

https://www.england.nhs.uk/personalisedcare/supported-self-management/health-system-support-framework-for-supported-self-management/examples-of-survey-tools-for-use-in-supported-self-management/ 

Pre- and Post- HIV-PROM

BHIVA Standard 4: Support at the Time of Diagnosis

People living with HIV should have timely access to information and appropriate emotional support following the diagnosis of HIV.

Recommendations

4.1 Support at the time of diagnosis: people living with HIV should receive appropriate psychological and emotional support following their diagnosis. In healthcare and community settings, the person delivering the diagnosis should offer emotional support, collaborate on a plan of care which includes addressing immediate psychological needs and ensure appropriate follow-up. All practitioners delivering results should be culturally competent, well-informed and compassionate.

4.2 Information at the time of diagnosis: self-testing kits, healthcare settings and community testing services should provide up-to-date written information on HIV and signposting to reputable online resources. Healthcare and community practitioners should also provide high quality verbal information along with written materials.

4.3 Psychological support following diagnosis: all people newly diagnosed with HIV should have assessment of psychological, emotional and cognitive wellbeing, using screening tools if needed. Any referral for psychological support should be based on the matched care model. Local policies and pathways for post-diagnosis psychological support and referral must be in place. Urgent needs identified through clinical conversations should lead to immediate referrals.



Current Provision

Our current provision aligns with this standard

Planned actions

No further developments are needed.



BHIVA Standard 5: Identifying Psychological Support Needs

People living with HIV should have access to psychological and cognitive screening as a standard part of routine investigation and monitoring of HIV.

Recommendations

5.1 Routine screening: at each HIV clinic appointment, all clinicians should have exploratory conversations about psychological wellbeing (i.e. emotional and cognitive). Screening tools should be used if indicated, to screen for low mood/depression, anxiety, substance use, cognitive difficulties, PTSD and suicide or self-harm risk. Routine screening should take place at least once per year.

5.2 Additional screening: people living with HIV should have access to screening following events that are known to trigger or exacerbate psychological distress or cognitive difficulties.

5.3 Referral following screening: clear, inclusive pathways for further assessment to a suitably competent practitioner must be in place for those whose screen suggests significant difficulties.



Current Provision

Psychological support referrals are made based on need and should Medical Psychology not be appropriate, signposting to other services is suggested/facilitated. However, acceptance of referrals is dependent on external services with their own criteria. 

Planned Actions:

· Continue to provide routine signposting to available services when appropriate. 

· Enhance integration and communication with local services to improve referral outcomes.

· Maintain a clear and updated list of local support services for staff and PLWH: List of local services



BHIVA Standard 6: Competence to Provide Psychological Support

People living with HIV should have their psychological support provided by competent practitioners.

Recommendations

6.1 Competence to provide psychological support: psychological support should be provided by trained practitioners with proven competencies (aligned with the matched care model) in both their specialism and HIV. In-house specialists working with HIV MDTs are essential for optimal care. In non-specialist settings, practitioners must gain a thorough understanding of HIV through training, CPD and collaboration with HIV experts.

6.2 Maintenance and assessment of competence: all practitioners providing assessments and interventions should maintain their psychological and HIV-specific competence through CPD, reflective practice and receiving proactive supervision. Individuals practising at all levels of the matched care model have an ongoing responsibility to maintain competence, supported by their employing organisation. Competence should be assessed both formatively and summatively through ongoing supervision, personal development reviews, observation of practice and verbal feedback.

6.3 Training: specialist HIV psychological practitioners (matched care model Levels 3 and 4) must keep their HIV knowledge updated and should offer in-house training, supervision and CPD to Level 1 and 2 MDT members. Where there is no in-house psychology, HIV MDT members must access psychological skills training through validated and reputable training courses. In non-specialist settings, HIV champions should be appointed to ensure the communication of specialist knowledge and to challenge misinformation and stigma.



Current Provision:

· Band 8a Counselling Psychologist (0.5 WTE)

· Band 8b Clinical Psychologist (0.5 WTE)

· Staff have received recent training in Schema Therapy, ChemSex, and trauma-informed care for asylum seekers.

Ongoing Development:

· Scope MDT training needs around:

· Risk management

· Personality and attachment issues

· Reflective practice

· MDT case discussion forums

· Provide supervision to CNS staff.

· Collect training needs via this form.



BHIVA Standard 7: Coordination of Psychological Support

People living with HIV should have access to appropriate psychological support services that are coordinated within a managed framework.

Recommendations

7.1 Service design and provision: psychological support should be integrated into all phases of planning, design, delivery and evaluation for services accessed by people living with HIV. Commissioners, clinical leads, people living with HIV and other important stakeholders should work collaboratively to ensure high-quality, well coordinated, inclusive psychological support across all levels of the matched care model.

7.2 Pathways of care: care pathways between HIV treatment providers and psychological support services should be explicit, agreed upon by all partners and include self-referral options. Coordination across services should ensure that psychological support is available as needed, with a focus on transitions between services and throughout different life stages.

7.3 Leadership and collaboration: psychological support must be underpinned by effective collaboration across organisational and professional boundaries, supported  by clear, accountable leadership. Clinical leadership should come from Level 4 practitioners with HIV expertise, integrated into multidisciplinary HIV care teams, working closely with commissioners and local service leads. Knowledge, skills and resources should be shared across disciplines/services to ensure trauma-informed training, maintain competencies and advance interdisciplinary research on the health and wellbeing of people living with HIV.

7.4 Inclusivity and accessibility: psychological support services must address the diverse needs of people living with HIV, including all ages, gender identities, ethnicities and sexual orientations. Services should be available in local languages and accessible formats. Special attention should be given to marginalised groups and those facing complex disadvantages. Self-referral mechanisms should be clear and accessible.



Current Provision

LLR provides inclusive psychological support, but service uptake appears skewed by ethnicity, suggesting access or awareness issues.

Planned Actions:

· Explore community-specific barriers to access, especially among underrepresented ethnic groups.

· Engage with community stakeholders (e.g. Trade, universities, asylum seeker centres, VitaHealth) to improve awareness and referral networks.



BHIVA Standard 8: Evidence-Based Practice

All psychological assessments and interventions for people living with HIV should be based on the best available evidence.

Recommendations

[image: A screenshot of a computer

Description automatically generated]8.1 Evidence-based assessment and interventions: all psychological assessment and intervention methods used across the four levels of matched care should be selected and delivered according to the best available evidence of effectiveness.

8.2 HIV-appropriate assessment and intervention methods: all psychological assessments and interventions should be selected based on their suitability for people living with HIV and/or other complex long-term conditions.

8.3 Contextualised assessment and intervention methods: all psychological assessment and interventions methods should account for contextual factors known to impact people living with HIV in the UK, such as biomedical, socio-cultural, environmental and economic influences.



Models of psychological support provision 

 As reported at page 20-21 of the main document ‘Consultation draft: Standards of Psychological Support for Adults Living with HIV BHIVA 2024’:

It is not feasible to prescribe a ‘one size fits all’ model as local needs will vary due to a range of factors. However, extrapolating from other long-term condition fields can be helpful. For example, the UK Renal Psychosocial Workforce Report (2018) suggested a need for 1 whole-time equivalent (WTE) psychological practitioner per 600 people with renal conditions, based on 25% requiring psychologist involvement. The psychological needs of people living with HIV are considerably more complex. A conservative estimate, based on 35% of people living with HIV needing referral for Level 3 or 4 psychological needs suggests a requirement for 1 WTE psychological practitioner per 430 people living with HIV. On this basis, Table 2 (above) offers a framework to guide commissioning decisions.



Current Provision
Psychological care is evidence-based and contextualised to the needs of PLWH, but staffing levels fall short of BHIVA-recommended benchmarks.

Staffing Comparison

· Recommended: 1 WTE psychologist per 430 PLWH

· LLR has a total of 1800 PLWH → recommended 4 WTE

· Current provision: 1.0 WTE total → close to AMBER category

Next Steps:

· Continue to advocate for increased staffing aligned with national standards.

· Monitor effectiveness of interventions and adjust based on outcome measures e.g. HIV-PROM and other supported self-management survey tools: https://www.england.nhs.uk/personalisedcare/supported-self-management/health-system-support-framework-for-supported-self-management/examples-of-survey-tools-for-use-in-supported-self-management/

HIV-specific:

https://pmc.ncbi.nlm.nih.gov/articles/PMC3383929/

https://www.sciencedirect.com/org/science/article/pii/S1874613617000015



Report compiled by:
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Freedom of information request



National AIDS Trust (NAT) as the Secretariat for HIV Outcomes UK, is requesting specific

information regarding psychological support available for people living with HIV.

 

Please provide information held by the Trust or Health Board as at the date of this request. We are requesting recorded information only.  

 

For the purposes of this request: 

· “HIV service” means the service or services responsible for providing specialist outpatient HIV care to adults. 

· “Psychological support” includes identification or assessment of psychological need, psychological interventions, specialist psychological therapies, neuropsychological support, mental health pathways, and HIV peer support. More information regarding psychological support services for people living with HIV, national standards and service specifications can be found in the British HIV Association’s Standards of Psychological Support for Adults Living with HIV.

  

Where information is held separately by more than one HIV clinic or service, please provide separate responses where reasonably practicable. If information is not held, please state “not held”. If it is held only in part, please provide the information that is held.



1. Name of your Trust or Health Board?

Our Response: Leicestershire Partnership NHS Trust



2. Does the HIV service have a named or designated role with recorded responsibility for overseeing psychological support for adults living with HIV? 

If yes, please provide:  

a. the job title - 

b. the relevant department or service 

c. whether the post forms part of the HIV multidisciplinary team; and 

d. the funded whole-time equivalent allocated specifically to this responsibility, if recorded.

Our Response: 

a) Clinical Psychologist for HIV

b) Medical Psychology

c) The psychologists receive referrals from University Hospitals Leicester (UHL) MDT and liaise with them

d) 0.5 WTE at Band 8b



3. Does the HIV service have access to funded psychological practitioner capacity dedicated wholly or partly to people living with HIV?

If yes, please provide, where held:

a. the profession(s) or job title(s);
b. the funded whole-time equivalent dedicated to HIV care.



Our Response: 

a) As above, The Band 8b Psychologist oversees the service and works with a 0.5 WTE Band 8a Clinical Psychologist to provide the service.



b) 0.5 WTE 	Psychologist at Band 8b

0.5 WTE 	Clinical Psychologist at Band 8a

1 WTE 	Total



4. Using the table below, please indicate which services for people living with HIV are available within your Trust/Health Board, the delivery route for each service (using the codes provided below), whether the service is commissioned specifically for people living with HIV, and whether the service uses Patient-Reported Outcome Measures (PROMs).

		Type of support

		Available?

		Delivery route (Select all applicable codes)

		Commissioned specifically for people living with HIV?

		PROMs used?



		Psychological needs identification or assessment

		Yes / No / Not held

		B

		Yes / No / Not held

		Yes / No / Not held



		Low-intensity psychological interventions

		Yes / No / Not held

		B

		Yes / No / Not held

		Yes / No / Not held



		Specialist psychological practitioners (e.g. clinical psychologists, counselling psychologists, psychotherapists)

		Yes / No / Not held

		B

		Yes / No / Not held

		Yes / No / Not held



		Specialist psychological therapies

		Yes / No / Not held

		B

		Yes / No / Not held

		Yes / No / Not held



		Neuropsychological assessment or support

		Yes / No / Not held

		B

		Yes / No / Not held

		Yes / No / Not held



		Pathway for severe and enduring mental illness

		Yes / No / Not held

		B

		Yes / No / Not held

		Yes / No / Not held



		HIV peer support

		Yes / No / Not held

		D

		Yes / No / Not held

		Yes / No / Not held



		Online psychological support services

		 Yes / No / Not held

		F

		Yes / No / Not held

		Yes / No / Not held



		Other

		Specify

		Select code

		Yes / No / Not held

		Yes / No / Not held





Delivery-route codes:

· A: Provided within the HIV service

· B: Referred to another NHS service

· C: Provided by a commissioned HIV-specific VCSE organisation

· D: Provided by a commissioned non-HIV-specific VCSE organisation

· E: Provided by a commissioned independent or private provider

· F: Information not held



5. Does the Trust or Health Board hold a current HIV training programme, training requirement, competency framework or guidance for staff delivering psychological or mental health support to people living with HIV? 

If yes, please provide a copy or web link, or state: 

a. the title of the training or document; 

b. the staff groups to which it applies; and 

c. whether completion is mandatory or optional.



Our Response: No



6. For the calendar year 1 January to 31 December 2025, please provide the following recorded figures, where held: 

a. the total number of people recorded as receiving HIV care; 

b. the number who received a recorded psychological-needs identification, screening or assessment; 

c. the number identified through that process as requiring or potentially benefiting from psychological support; and 

d. the number referred by the HIV service for psychological support. 

If the Trust or Health Board already holds percentages corresponding to these figures, please also provide them. We are not asking the organisation to calculate percentages that it does not already hold.

Our Response: 

a) 2024-2025 estimate for Leicester, Leicestershire and Rutland (LLR) was 1800 people living with HIV

b) 39 people offered psychological assessment

c) Over this period 32 people attended for either an extended assessment or treatment (this number may have been lower due to the period of no staffing)

d) 39 referred as needing medical psychology psychological support (this does not include for neuro assessment of low intensity assessment, as this data is not held.)



7. For referrals made during 2025, please provide any recorded information held on waiting time, in calendar days, from the date of referral to the first attended psychological-support appointment. 

Where held, please provide:  

a. mean waiting time; 

b. median waiting time; 

c. the number of referrals included in the calculation; and 

d. the definition of waiting time used, and reporting period used. 

We are not asking the Trust or Health Board to calculate a mean or median if it does not already hold that information.

Our Response: 

a) For assessment: 3.8 weeks; for treatment 5.7 weeks; overall 4.2 weeks

b) 4 weeks

c) 30 patients

d) Date of receipt of referral to first assessment or treatment appointment



8. Since 1 January 2020, has the HIV service completed an audit, self-assessment, service review, gap analysis or quality-improvement exercise that explicitly assessed provision against either of the following standards?



a. BHIVA Standards of Psychological Support for Adults Living with HIV (either the 2011 Standards or the updated 2025 Standards)

b. Psychological Management of Children and Young People Living with HIV: Standards for Care

For each relevant exercise completed, please provide: 

a. its title and completion date; 

b. which standard was used; 

c. a copy of the final report, action plan or executive summary; or, if already published, a web link; and 

d. the recorded status of actions arising from it, where held.

Our Response: An assessment was included in the 24-25 annual report against the BHIVA Standards for Psychological Support for Adults Living with HIV. This is included in annual report attached.

a) Annual Report for HIV 2024-2025

b) Standard A

c) Please see the attached report

d) Not held




