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Introduction and Background

• One Health Lewisham (OHL) is a GP federation of 32 GP practices in Lewisham 

• Lewisham has a particularly high prevalence of HIV (8 per 1000) with a tendency for late 

diagnosis (40% of patients living with HIV (PLWH) are diagnosed late)

• In June 2019, OHL was contracted to a Social Impact Bond (SIB) called Zero HIV Project, 

commissioned by the Elton John AIDS Foundation

• Outcome-based payments were the primary mechanism of funding

These were made against two specific outcomes:

1. Identifying new diagnoses of HIV in primary care or;

2. Re-engaging PLWH who were lost to follow up (LTFU)

Dr Grace Bottoni
• GP training in Lewisham
• Rotation in HIV clinic
• GP HIV Clinical Fellowship 

at GP Federation



Why weren’t we testing in Lewisham? 

Patient may be 
angry/upset 

(58%)

Stigma attached 
(29%)

Patient is not at risk 
(21%)

Felt awkward
(14%)

Don’t know 
what to do with 
a positive result

(11%)

In a survey conducted in 2019 (32 respondents incl GPs, trainees, practice staff, 
nurses, HCAs) we found: 

• 44% had requested an HIV test in the last week
• 19% had requested an HIV test in the last 3 months
• 55% were extremely comfortable suggesting an HIV test to their patients

Some of the reasons why health care professional is uncomfortable to request 
an HIV test included: 
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How did we achieve these outcomes?

1. Education for patients and healthcare 
professionals

2. Financial incentives for GP practices

3. Local leadership and support

4. Encouraging collaboration across local 
primary and secondary care teams

5. Audit of LTFU and action plan 

Reaching undiagnosed 
patients

Re-engaging patients lost to 
care



Education

• The SIB was promoted across the borough 

• Computer based reminders alerted clinicians to 
request an HIV test

• Organised lunch time teaching for GPs, nurses and 
health care assistants with local HIV consultant

• Posters were placed in all GP surgeries for patients



Financial incentives

Provided to practices who:

• Increased their HIV testing

• Identified a new patient living with HIV

• Re-engaged a patient living with HIV back into care

GP surgeries were tracked against these outcomes on a 
monthly basis

GP practice
Monthly 

lower 
threshold

April 
2021

May 
2021

June 
2021

Total
Total positives/

re-engaged 

Amazing 
Vale

22 56 49 44 149 0

Troubled 
surgery

14 4 10 13 27 1

Trying 
Surgery

9 161 142 177 480 0

Down 
Road GP

22 4 11 9 24 0

Middle 
Road GP

12 11 10 16 37 0

Example dashboard:



Local leadership and support

Local GP 
Lead

GP HIV 
Champion 
Network

GP 
Federations

• Understands local pressures 
and services 

• Build relationships with 
stakeholders

• Carry out audit

• Supported initially by EJAF
• Key to sharing learnings and 

ideas throughout SEL
• Generate momentum within 

General Practice

• Supported with general 
administration and data 
analytics 

• Enabled coordination and 
engagement across GP 
practices 



Re-engagement audit

1. Search ran on all GP practices for patients with an HIV diagnosis (1586 patients)

2. Details of identified patients were sent to HARS team who provided the month and year of last clinic date

3. For all potentially LTFU patients, GP notes were reviewed to identify which HIV clinic the patients were 

under the care of

4. The date of the last HIV clinic letter was used as an indication of when the patient was last seen

5. The patient’s respective HIV teams were contacted to confirm if the patient was engaged, if they had 

moved abroad or if they were known to be LTFU

6. In some circumstances, there was no indication that the patient was under any HIV clinic, in which case 

these patients were contacted individually for more information



Who re-engaged?

Between: June 2019 – December 2021

• Approximately 701 patients were thought to 
be LTFU

• 17 patients were re-engaged into care

• Average CD4 count of those who re-engaged 
was 252

Sex Percentage (number of patients)

Male 29% (5)

Female 71% (12)

Age

30-40 yrs 12% (2)

40-50 yrs 47% (8)

50-60 yrs 29% (5)

60+ yrs 12% (2)

Ethnicity

Black African 58% (10)

Black Caribbean 24% (4)

White other 12% (2)

White and Black African 6% (1)



Who re-engaged?

Case 1
Profile: 
• 36 year old
• Black African female
• LTFU for 2 years
Action:
• GP audit identified her as LTFU
• Her GP practice was alerted by the GP champion
• At her next GP appointment the GP discussed HIV 

medications. She mentions she has been taking her 
husbands

• Patient not attending her clinic anymore as she knows staff 
at the hospital. Worried if they find out she has HIV

Outcome:
• GP Referred her to another local clinic 
• CD4 count 659
• Stable on medications and had another baby

Case 2
Profile:
• 54 year old
• South American female
• LTFU for 4 years
Action:
• Had been seeing her GP for recurrent mouth ulcers. Treated 

for oral thrush, then herpes stomatitis.
• Patient told GP she was engaged with clinic. No LTFU letter 

in the notes. Last clinic letter was from 5 years ago
• GP audit identified her as LTFU
• Her GP practice was alerted by the GP champion
Outcome:
• The GP made contact with the patient who agreed to re-

engage
• CD4 count 14 
• Now back on treatment



Other findings 

Care provided by 
13 different NHS 
Trusts making it 
difficult to co-

ordinate follow-
up

Limited up-to-date 
clinic letters 

in GP records meaning 
GPs unable to contact 

clinics

GPs were not made 

aware if the patient 
was LTFU which limited 

re-engagement 

conversations



Primary care collaboration

GP HIV Champions in South East London

• Sharing learning
• Computerised alert

• How to best approach certain stakeholders

• What hasn’t worked

• Sharing ideas
• Developed a GP trainee session

• Mass texting patients to invite them for an HIV test in HIV testing week

• Awaiting approval from local Pathology services to provide a written reminder to test for HIV when a patient has a positive CT/GC 
result



Collaboration between primary and secondary care

• GP Champions set up a primary and 
secondary care LSL network that met 
quarterly

• Obstacles to effective patient pathways 
were identified and resolved

• Changes to HIV teams clinic letters to GP to ensure 
messages were clear and evident

• Shared GP surgeries and HIV consultants contact 
details to improve communication and facilitate 
reengagement of patients lost to follow up

• Worked together to re-engage patients 
through the audit

Case 1
Profile
• 58 year old
• Black Caribbean woman
• LTFU for 2 years, clinic unable to get hold of her
Action:
• HIV clinic sent LTFU letter to the GP 
• GP sent letter to patient asking for up to date contact details
• New mobile number sent to the HIV clinic who managed to contact the patient
Outcome:
• Patient attended. CD4 count 329. GP is now aware of the patient’s potential to disengage

Case 2
Profile:
• 42 year old 
• Black African female
• LTFU for 5 years
Action:
• Had been seeing the GP with several issues – recurrent thrush, eye infections, low energy. Patient 

told the GP she was on HIV treatment.
• GP noticed recent LTFU letter from clinic. 
• GP discussed this with the patient at her next appointment. 
Outcome:
• Patient agreed to be referred to a more local clinic. CD4 count 126. Patient now on treatment 



The role of primary care in re-engaging patients

Primary care reaches a wide audience
• 98% of the population sees their GP at least once every 3 years

• 75% of people with a late HIV diagnosis had seen their GP in the preceding 1-3 years

HIV is a chronic disease like any other
• GPs need the skills and support

• Establish communication with specialists

Tackling stigma starts in the community
• Encourage disclosure of their HIV status to their GP

• We need support patients to avoid disengagement 

with HIV care in the first place

We need a 
coordinated 
approach 
involving 
primary care 
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