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Executive Summary 

Introduction 

This pilot implemented across selected Leeds general practices sought to introduce HIV, Hepatitis B 

and C (HBV/HCV) screening into new patient registration. The Sexual Health Team in Leeds City 

Council was successful in their bid to obtain funding from the Elton John AIDS Foundation and Public 

Health England (PHE) to implement HIV screening in practices with estimated high HIV prevalence. 

This funding was supplemented by the three Leeds Clinical Commissioning Groups (CCGs) in order to 

include HBV/HCV, enabling it to be reframed as a Blood-Borne Virus (BBV) screening pilot. The pilot 

was launched on 20th November 2015. This evaluation takes a whole systems approach to assess 

how screening was implemented, how it progressed and assess outcomes in the first 12 months.  

Headlines 

3,748 people - 18% of 20,615 eligible1 new patients - were screened for BBV, ranging from 0–67% of 

eligible new patients per practice.  

There were a total of 49 positive cases diagnosed in the first 12 months - 11 HIV, 30 HBV and 8 HCV. 

This represents a total yield of 13.1 per 1000 screens (2.9 per 1000 HIV tests, 8 per 1000 HBV tests 

and 2.1 per 1000 HCV tests).  

Testing in participating practices increased by almost 250% compared to the year prior to the pilot2. 

Cost per diagnosis is estimated at £1060 which, despite excluding project management costs, is likely 

to represent significant savings long-term.  

If practices were supported in increasing screening across the city to rates achieved by some 

practices in this pilot (65%) and assuming the yield stayed the same, 175 new diagnoses would have 

been made in the 12 months, with likely significant beneficial impacts across the city.  

Summary of Findings 

This pilot achieved mixed outcomes, with an overall screening rate lower than anticipated yet with a 

high rate of positivity. In addition, some practices screened almost up to the target of 70% of their 

new patients. These outcomes illustrate that screening at new patient registration is not only 

possible, but has the potential for significant beneficial outcomes. The individuals diagnosed with a 

condition through this pilot can now access the appropriate care, with probable improvements to 

their prognoses and a reduction in their risk of transmitting these conditions to others.  

This evaluation identifies some key avoidable barriers to screening. It discusses how issues such as 

staff turnover, lack of communication, type of new patient registration, approach to screening and 

staff confidence can impact on a practice’s ability to screen their new patients. It considers patient 

responses and concerns around delivering positive results. These issues are in turn considered in the 

recommendations, which outline how the planning stages, workforce development and intra-city 

partnerships could be improved in order to improve screening rates and better support patients. If 

these recommendations are implemented, subsequent increases in screening have the potential to 

confer significant benefits, with these impacting on individuals diagnosed with a new condition, their 

families and communities and on the health of the city as a whole.  

                                                           
1
 16-65 year olds 

2
 1 screen= 3 tests. Data is from 8 months of the pilot compared to the corresponding 8 months in the year prior.   
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Setting the Scene 

 Leeds overall has a ‘high’ (>2 per 1000 people) HIV prevalence and a high rate of ‘late’ 

diagnosis3. 38 Leeds GP practices were mapped to be in areas of estimated >2 or >5 per 1000 

HIV prevalence4. There are significant risk factors for all BBVs across the city.  

 At 12 months, 29 of these practices across 33 sites were involved in the pilot. They provide 

services to 224,958 patients and registered 20,615 new patients over these months. 56 staff 

members from those practices attended training, with staff reporting a significant increase in 

their knowledge and confidence offering tests.  

Key Findings 

Why did some practices screen more patients? 

 
Figure 1: Variation in screening rates across the participating practices across 12 months, where each space 

for a red bar represents a practice  

 Practices varied significantly in terms of key attributes. However, the only attributes that made 

statistically significant and practical impact on screening were background HIV prevalence, with 

practices in higher prevalence areas screening more patients, and type of patient registration 

with practices that provide face-to-face new patient health checks achieving higher rates. Other 

factors such as deprivation, demographics of new patients and smaller number of registrations 

may have had a small further positive impact on the ability or motivation of practices to screen.  

 Screening was not initiated in all practices at the start of the pilot. This was likely exacerbated by 

time constraints in planning and implementation stages including insufficient involvement of 

individual practices and CCGs at these points, meaning that full potential outcomes are likely not 

realised within the 12 months of this evaluation. 

 Numbers of new patients registering at practices fluctuate throughout the year. Screening rates 

per practice have fluctuated significantly over the 12 months.  

                                                           
3
 <350mm

3
 CD4 count at diagnosis 

4
 >2 and >5 per 1000 are deemed by PHE to be ‘high’ or ‘extremely high’ prevalence (PHE/NICE, 2016)   
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 Communication to practices was a key problem throughout both the pilot and the evaluation, 

exacerbated by staff turnover and vacancies within practices. This was the key finding in those 

practices that did not screen any patients as they had very poor or no knowledge of screening 

and of participation in the pilot. 

 Reception staff felt concerned and lacked confidence in offering screens, exacerbated by a lack 

of attendance at training. This may, in turn, have adversely affected patient responses to 

screening.  

 Language and approach are important when offering screening to patients. Screening was often 

not offered as ‘opt out’, with this seemingly coinciding with lower screening rates and likely 

impacting on uptake.  

 Potential for cross-sector collaboration was not fully recognised, missing key opportunities for 

partnership across the third sector, NHS and Local Authority  

Who was screened?  

 Testing across all 3 conditions increased to 17,010 tests in the first 8 months of the pilot, 

compared to 6860 in the corresponding 8 months in the pre-pilot year5. This is an increase of 

almost 250%. 80% of these additional tests in the pilot year are accounted for by screening, 

meaning the remaining tests may indicate an increase in testing in practices overall.  

 Age, gender and ethnicity are all characteristics that potentially affect whether a patient is 

screened or declines screening. Almost 70% of new patients were aged 16-35, about half were 

women and under 40% identified as ‘White British’. Proportionally fewer younger patients were 

screened, fewer women and fewer individuals with a ‘White British’ background. This could have 

been because of these individual attributes or because of attributes of practices where screening 

was lower.  

 Where data is known, the majority of individuals diagnosed with a condition were born outside 

the UK. Many individuals were diagnosed late. Non-attendance at secondary care was a 

significant issue and requires further investigation to establish whether this was exacerbated by 

method of diagnosis. 

 Clear pathways and processes to manage positive results were lacking, especially managing non-

compliance and managing families and contacts. Protocols for non-attendance were unclear.  

 Despite screening potentially being acceptable to patients, feedback demonstrated that not all 

patients understood its purpose and this may have contributed to feelings of fear and lack of 

support after diagnosis. This may have been exacerbated by language barriers and relate to 

findings that some staff members may have insufficiently explained the screening to patients.  

 There were issues with monitoring and coding in primary care. This may have resulted in some 

under-estimation of key outcomes due to incorrect recording, and therefore extraction, of data.  

 

  

                                                           
5
 Laboratory tests are rounded to the nearest factor of 10 
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Recommendations 

This report concludes that BBV screening in new patient registration is feasible and has the potential 

for significant positive health impacts for communities with high HIV prevalence. Taking a city-wide 

approach, these recommendations highlight achievable steps that could improve screening rates, 

outcomes and acceptability to staff and patients alike. These recommendations have been grouped 

into three headings and include both operational steps for those working in primary care, and 

strategic points for those working across an area or city.  

Logistics – Planning and Communication 

1. Ensure each practice has tailored and documented implementation and continuity plans 

developed in collaboration with practice staff and in place prior to the pilot start date. 

2. Develop robust communication strategies both to and within practices, ensuring regular updates 

and a feedback loop mechanism. 

3. Where possible, embed screening into face-to-face new patient registration appointments with 

clinical staff, but recognise it is not the only factor required to maximise screening. 

4. Allow a longer duration in order to embed screening into normal processes and to be able to 

assess its full potential. 

5. Use traditional methods of health promotion and awareness raising to support practices, 

ensuring that these are available in the appropriate languages for the participating patient 

populations and taking into account change in these populations. 

Workforce 

1. Ensuring that reception staff are trained, confident and knowledgeable of screening and 

HIV/HBV/HCV is a vital step in successful implementation and normalisation of screening. 

2. Ensure staff understand the balance between the importance of offering screening as ‘opt out’, 

yet ensuring patients have sufficient information to make an informed decision and are 

prepared for potential positive results. 

3. Advise staff of the benefits of universal screening, where screening can be presented to patients 

as routine and ‘normal’.   

4. Plan for staff turnover and further training needs. Consider, for example, a new staff starter pack 

5. Recognise how a lack of confidence and concerns of staff may project onto patients, 

exacerbating potential stigma and subsequent negative responses to screening. 

Partnerships 

1. Take into account how the organisational boundaries of the Local Authority and the NHS impacts 

on planning, implementation, communication, monitoring and managing problems as they arise. 

2. Recognise the mutual benefit that could arise from co-working with CCGs, utilising CCG links and 

relationships with primary care and sharing knowledge and awareness about local prevalence, 

risks and the importance of prevention.  

3. Harness the opportunity for cross-sector collaboration, utilising third sector services and 

specialist knowledge, working with primary care and in partnership with Local Authorities and 

CCGs. Recognise the potential this presents for improvements to patient access and support.  

4. Develop a pathway for managing positive cases with secondary care, explicitly planning for the 

management of non-attendance and incorporating family and contacts of those diagnosed.  
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Structure of the Report 

This evaluation sought to answer the following questions: 

 How was the pilot implemented?? 

 What were the impacts and outcomes 

 What barriers were there to implementation? 

 Is it a feasible and cost-effective method to achieve its aims and objectives? 

In order to answer these questions, this evaluation is split into 3 key parts: 

1. Description of the pilot, including a logic model 

2. Quantitative Results – what does the data show us 

3. Qualitative Results – what can we learn about the pilot from those involved 

These are complemented by background and method sections, meaning the full structure is as 

follows: 

Background ........................................................................................................................................... 14 

Description of the pilot ......................................................................................................................... 18 

Evaluation Methodology ....................................................................................................................... 24 

Quantitative Results .............................................................................................................................. 27 

Qualitative Results ................................................................................................................................ 59 

Conclusion ............................................................................................................................................. 83 
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Background 

BBV 

Blood-Borne Viruses (BBV), such as HIV and Hepatitis B and C Viruses (HBV, HCV) carry significant 

public health burden nationally and internationally.  

In the UK, diagnosed HIV prevalence is estimated as 1.6 per 1000 people6 (PHE, n.d.a.). In 2015, 

there were an approximate 101,200 people living with HIV (PHE, 2016a). However, of this number, 

an estimated 13,500 individuals were unaware of their diagnosis (ibid). This significant proportion of 

cases remains untreated and is at higher risk of onward transmission. This culminates in increased 

risks to these individuals and to others. A reduction in late diagnosis of HIV7 is recognised as a Public 

Health England (PHE) ‘key strategic priority’ and is a ‘Public Health Outcomes Framework’8 key 

indicator (PHE, n.d.a). Late diagnoses account for an approximate of 40% of all HIV diagnoses across 

the UK (2013-2015, ibid). Those diagnosed late have a 10-fold increased mortality compared to 

those that are diagnosed early (ibid) are more likely to need long-term health and social care, with 

estimates that the cost of HIV care is twice that of early diagnoses in the first year and remains 50% 

higher for each year thereafter (NICE, 2014). Further, the UK National Institute for Health and Care 

Excellence (NICE) estimates that a further 3500 diagnoses/year could be prevented if their 

recommendations in prevention and early diagnosis were implemented, representing treatment 

costs of £18 million/year, not taking into account the human costs or costs to wider society (NICE, 

2014).  

There were an estimated 457 cases of acute HBV infection in England in 2015 (PHE, 2016b). The 

majority of acute cases resolve, however a small amount confer to chronic HBV infection, the 

proportion of which depends on the age at infection (varies from 90% of neonates, 25% of children, 

and under 5% of adults, HSE, n.d.) Chronic HBV increases the risk of liver cirrhosis and hepatocellular 

cancer, yet can remain asymptomatic for some time, heightening the risk of delayed treatment and 

onward transmission. NICE guidance published in 2012 highlights the lack of known epidemiology 

around chronic HBV, citing a 2002 Department of Health estimate of 180,000 people (NICE, 2012, 

p26). Further research, however, indicates an estimated more than 350,000 people living with 

chronic HBV in the UK, with this still potentially an under-estimate (Pendleton & Wilson-Webb, 

2007).  

Higher proportions of HCV than HBV infections become chronic conditions. National data estimates 

that 214,000 people are living with chronic HCV (PHE, 2015). HCV is frequently initially mild or 

asymptomatic, even in the acute phase, but is a significant risk factor for chronic liver disease, end 

stage liver failure, and hepatocellular cancer (ibid). Both Hepatitis viruses are preventable and can 

develop into long-term, albeit treatable, conditions with improvements to morbidity and mortality if 

diagnosed early.  

Although the most at risk groups for HIV, HBV and HCV are all slightly different, they share the same 

routes of transmission. They are all transmitted by sexual contact, contact with infected bodily fluids 

                                                           
6
 >2 per 1000 is deemed ‘high prevalence’  

7
 Defined as a CD4 count of <350mm

3
 at diagnosis 

8
 See more about the UK Public Health Outcomes Framework at http://www.phoutcomes.info/ [Accessed 26 

April 2017]  

http://www.phoutcomes.info/
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such as due to needle-sharing and by vertical transmission i.e. from mother to baby. The majority of 

HIV is sexually transmitted, with men who have sex with men (MSM) and black African men and 

women particularly at risk (PHE, 2016a). HCV burden mostly is around intravenous drug users (IVDU) 

(PHE, 2016c) and the majority of acute HBV in the UK is sexually transmitted between heterosexual 

couples (PHE, 2016b). However, 95% of chronic HBV in the UK is thought to be in migrants – most 

cases are likely from early childhood, with the further 5% majority sexual or vertical transmission 

(NICE, 2013).  Individuals migrating from countries with higher incidence of HIV, HBV and HCV are at 

increased risk. This includes all countries in Africa, Asia, the Caribbean, Central/South America, 

Eastern/Southern Europe, the Middle East and the Pacific islands (NICE, 2013).  

This pilot is in line with national recommendations. Guidance from the Framework of Sexual Health 

Improvement in England (DH, 2013, p31), NICE’s HIV testing and prevention pathway (NICE, 2011) 

and UK National Guidelines for HIV testing (BHIVA, 2008, p5) advises that areas of HIV prevalence > 2 

per 1000 should ‘consider’ testing ‘all men and women registering in general practice’ (ibid). The 

recent PHE and NICE joint guideline [NG60] HIV testing: increasing uptake among people who may 

have undiagnosed HIV (PHE/NICE, 2016) similarly advises that: 

‘in areas of high [between 2 and 5 per 1000 15-59 year olds] or 

extremely high prevalence [>5 per 1000 15-59 years] also offer and 

recommend HIV testing to everyone who has not previously been 

diagnosed with HIV and who registers with the practice’ (p7).  

Areas with high HIV prevalence are likely to have concurrent high rates of HBV and HCV. NICE 

guideline Hepatitis B and C testing: people at risk of infection (NICE, 2013) advises that people at ‘an 

increased risk of infection, particularly migrants from medium- or high-prevalence [≥2%] countries 

and people who inject or have injected drugs’ and ‘people newly registered with the practice and 

belong to a group at increased risk of infection’ should be offered HBV/HCV testing (p16). In 2016 

the UK Government adopted a World Health Organisation strategy, aiming to eliminate HBV and 

HCV by 2030 (Williams et al, 2016).  

BBV in Leeds  

The national HIV prevalence data discussed above conceals significant local variation. PHE mapping 

of Leeds HIV prevalence at Lower Super Output Areas (LSOA)9 show significant intra-city variation, 

ranging from potentially over double the rate deemed ‘extremely high prevalence’ (>5 per 1000, 

PHE, 2016a), to <1 per 1000 population (PHE, private communication)10. The rate across Leeds was 

2.48 per 1000 in 2015, which is above the threshold for ‘high prevalence’ or 2 per 1000 (PHE, n.d.a). 

This translates to approximately 1190 15-59 year olds living with diagnosed HIV in Leeds in 201511.  

Across Leeds the late diagnosis of HIV is also high at 47.4%12 compared to the UK average of 40% 

(2013 – 2015 data, PHE, n.d.a)   Mapping has not been undertaken for HBV/HCV, however, due to 

their same routes of transmission and similar at risk groups, high HIV prevalence is likely to 

                                                           
9
 LSOA are small geographical areas of approximately 1000-1500 people used in reporting statistics 

10
 This data used 2012 HIV service Data (SOPHID) mapped to LSOA. This means that data is not necessarily 

related to practice catchment area and may be out of date.  
11

 Denominator used as per PHE Sexual and Reproductive Health Profiles, ONS mid-year estimates for 15-59 
year olds (480,720) (ONS, 2015) 
12

 Note this is for ages 15years and above 
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approximately concur with high HBV/HCV prevalence. This assumption was applied in the 

implementation of this pilot. Although local HBV/HCV prevalence data is not available, under 75 

mortality from HBV-related conditions13 in Leeds is almost double the England average14 (2012 -

2014, PHE, n.d.a). Although the same mortality from HCV in Leeds is similar to that of England 

overall, hospital admission rate for HCV-related conditions is higher than other similar areas in the 

country, and significantly higher than the country-wide rate15 (2012/13-14/15, ibid). These indicate 

that morbidity and mortality from HBV/HCV remains an issue in Leeds, representing an opportunity 

to improve this for individuals and reduce this disease burden overall.  

Why is it important 

HIV, HBV and HCV are manageable, treatable conditions with good prognoses if diagnosed early and 

managed appropriately. They are conditions that remain endemic across the UK, with large numbers 

of people as yet undiagnosed. Guidance advises to increase testing to reduce this number and 

through this reduce the risks to those affected and to others, as transmitting these conditions is less 

likely if people are aware of the need to take necessary precautions. Increasing testing can therefore 

significantly reduce overall disease burden and save significant costs to health and society. These 

infections also more commonly affect the more vulnerable, for example those living in deprived 

areas or new immigrants, and thus can exacerbate health inequalities.  

These conditions can also be associated with fear and stigma. These factors can dissuade people 

from getting tested and negatively affect their health and wellbeing after being diagnosed. The 

promotion of routine testing in general practice could assist in reducing this stigma, as testing or 

screening becomes more normalised and these conditions are more widely visible and discussed, 

both amongst the public and amongst healthcare professionals.  

Initiatives such as this pilot, therefore, that reduce the risks to individuals and the wider public and 

promote positive conversations about these conditions are of clear public health importance, with 

the potential for both human and financial benefits across the system.  

Leeds City Profile 

Leeds is a multi-cultural city with a growing population, estimated to be 774,060 in 2015 (Leeds 

Observatory, n.d.). As a large city, Leeds hosts significant numbers of those known to be at risk of 

BBV, including those living in deprivation, new migrants, MSM and IVDU.    

 Despite a successful inner-city business hub, Leeds has a significant degree of deprivation, 

with 22% of Leeds LSOA in the most 10% nationally (IMD, 2015).  

 Leeds is an ethnically diverse city, with 8% of the city’s population comprising of non-British 

people and 11% not born in the UK (Migration Yorkshire, 2016a, p4). New long-term 

immigration (those expected to stay for ≥1 year) into Leeds was estimated to be 16,100-

23,200 people in 2014/2015 (Migration Yorkshire, 2016a, 2016b). Although both new and 

more established migrant groups are disseminated across Leeds, it is known that some areas 

                                                           
13

 Hepatitis B related end stage liver disease or hepatocellular carcinoma 
14

 0.236 per 100,000 is Leeds compared to 0.13 across England 
15

 3.2 per 100,000 in Leeds, compared to 2.4 per 100,000 across England (2012/13-14/15 data) 
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have higher concentrations of migrants from high prevalence regions, and this can culminate 

in increased risk of BBV in those areas.  

 Leeds is known to have a significant degree of drug misuse, with rates of IVDU estimated to 

be approximately 3.5 per 1000 people in 2011/12, with this increasing (PHE, n.d.b) 

 Finally, Leeds is home to a large number of MSM and supports a thriving LGBTQ community.  
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Description of the pilot  

In July 2015, Leeds City Council (LCC) Sexual Health Team successfully bid for £150,000 from the 

Elton John AIDS Foundation and PHE in order to pilot an incentivised HIV screening programme. This 

was to be implemented at all eligible16 new patient registrations in GP surgeries in areas with high 

HIV prevalence (>2 per 1000 people). Further funding was obtained from each Leeds CCG (£5000 

each) as payment for the co-testing of HBV and HCV, thus resulting in a BBV screening pilot. Phase 1 

of the pilot started on National HIV Testing week, on 20th November 2015 and was scheduled to run 

for 12 months, until the 19th November 201617. Figure 2 shows the aims and objectives from the 

original pilot service specification.   

Figure 2 – Pilot Aims, Objectives and Projections 

Aim 

1. To increase the earlier diagnosis of HIV and Hepatitis B&C in Leeds residents. 

2. To support access into treatment for those diagnosed positive 

3. To reduce the onward transmission of HIV, Hepatitis B&C 

Objectives 

1. To achieve a 70% uptake in BBV screening 

2. To normalise HIV / BBV screening within the primary care environment 

3. To increase HIV testing in those presenting with clinical illnesses indicating HIV18 

Outcomes 

1. NHS Outcomes Framework – reduce late diagnosis of HIV indicator.  

2. Local defined outcomes   

a. increase acceptability of HIV testing in GP surgeries 

b. Reduce the late diagnosis of HIV in Leeds 

(Service Specification, 2015) 

Projections were based on an average 10% of practice list size annual new patient number19 and a 

projected screening target of 70% of those new patients. 70% was chosen as this is comparable to 

rates achieved in previous pilots of HIV screening (Pilot application form, 2015 - private 

communication). The predicted number of new patient registrations, aged 16-65 years, was 23,217 

(note the actual number was 20,615) and the predicted number to be screened was 16,251 

(compared to the actual number of 3,748).  

Figure 2 on the following page depicts a ‘logic model’ of the pilot. This indicates the required inputs, 

or resources and actions required to implement this pilot in Leeds, the processes expected to occur 

and the projected outputs, or short term targets. Finally, on the right, it concludes with the 

outcomes - the ultimate aims of the pilot. The individual aspects relating to inputs and process are 

discussed in the remainder of this section.  

                                                           
16

 Eligibility criteria were patients ages 16-65 years, not already diagnosed with one of the conditions and not 
pregnant (the latter have a separate, national screening programme) 
17

 The pilot was later extended for 3 months, until 19
th

 February 2017  
18

 This objective relates to the clinical indicator aspect of the pilot, which will be discussed further in a separate 
document 
19

 Practice populations established from April 2015 
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Figure 2 - Pilot Logic Model 

 

  
INPUTS PROCESS OUTPUTS/ 

PROJECTIONS 

OUTCOMES 

 Funding - £150,000 + £5000 x 3 

CCGs = £165,000 

 Public Health resources, time 

and staff 

 CCG and Local Medical 

Committee agreement, 

involvement and engagement 

 Prevalence Data by GP 

area/LSOA – supplied by PHE 

 Laboratory involvement and 

engagement 

 Data sharing agreement for 

public health intelligence  

 Payment strategy 

 Training and promotional 

material preparation 

 General Practice contract and 

service specification 

 Liaison with  secondary care 

with referral pathway 

 IT template development 

 General Practice selection, 

offer, contract and engagement 

 Training supplied to general 

practice staff 

 Payment of first instalment on 

completion of outlined 

requirements 

 Steering group development 

and maintenance 

 In General Practice: 

management of new patient 

registration process, staff 

turnover, maintaining staff 

motivation and confidence, 

liaison with public health 

 Monthly monitoring of 

screen/offer/decline codes with 

associated £7/screen payment 

and feedback to practice via 

public health, with investigation 

of any issues 

 Implement BBV screening at 

new patient registration in 

selected GP practices 

 Second payment instalment 

to practices if achieve 30% 

screening at 3 months 

 Achieve a 70% uptake in 

screening at 12 months (of 

eligible new patients) – 

calculated to be 16,251 

individuals (initial screening 

target) 

 HIV and Hepatitis trained, 

aware and confident staff 

 Positive patients referred to 

secondary care within 2 

weeks and managed as per 

local and national guidance 

 

 Increase HIV, HBV, HCV 

diagnosis across selected 

GP practices 

 Reduce late diagnosis of 

HIV ↔ public health 

outcomes framework 

key indicator  

 Increase 

acceptability/normalise 

BBV screening in GP 

practices 

 Reduce morbidity, 

mortality and 

transmission caused by 

HIV, HBV, HCV 
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Participating practices 

The pilot was selectively offered to practices situated in LSOA mapped by PHE to have diagnosed HIV 

prevalence of ≥2 per 1000 population. Rates of undiagnosed HIV are assumed to be higher in areas 

with high diagnosed HIV prevalence, in addition to higher rates of chronic HBV and HCV. In total, 38 

practices were mapped to be in these LSOA, with these practices offered to be involved. There were 

some exceptions, where practices in sites with lower prevalence participated. This included 

branches, where if any branch of a practice was situated in a high prevalence LSOA, all branches 

were included20. Two further lower prevalence practices were involved, one because of pre-existing 

involvement in HIV initiatives and the other because their practice population was thought to likely 

have a different rate of BBV prevalence to its surrounding LSOA, as it specialises in individuals that 

are likely to be at higher risk21.  

 

At the beginning of the pilot in November 2015, 31 practices across 36 sites in Leeds (4 branches) 

had agreed to be involved.  

 

Payment Model  

The pilot model was for incentivised screening, with £7 was paid to the practice for each screen.  In 

addition, two instalments of £250 could be earned by each practice, the first instalment requiring: 

 a minimum of 2 staff members to attend training 

 a signed contract received by LCC public health Business Support Team 

The second instalment requiring: 

 month 6 screening rates to be ≥40%22 of eligible new patients 

Instalments were also reliant upon23: 

 a clinical and managerial lead be specified for each practice. This would include: 

o cascade training to practice team 

o submit a performance improvement plan if screening uptake is lower than 60% at 

month 3 

o liaise with the sexual health team over monthly data 

In addition to new patient screens, existing patient screens were also included for £7 payment per 

screen, as it was felt to be unfair to deny practices funding for other patients to have these 

investigations. However, this data was not included in the reported ‘screening rates’ and it was 

made clear to practices that this was neither the key aim, nor should it be advertised to existing 

patients as such. These screens have been omitted from this evaluation, apart from in the cost 

section, where they are specifically identified as included. 

                                                           
20

 This included 2 practices with 3 branches that are situated in LSOA with estimated high HIV prevalence. Note 

that the central practices in both cases are not in areas of high prevalence.  
21

 One practice was included due to its position in a locality where this work was discussed prior to the funding 
had been secured for this pilot. The other offers additional services for patients who misuse substances.   
22

 Note that this was changed to 30% during the duration of the pilot.  
23

 Note that there is little or no evidence that these requirements were enforced. See results section.  



 

21 
 

Laboratory involvement was secured and it was agreed that an additional £1.75 would be paid per 

screen to the Leeds Teaching Hospitals Trust (LTHT) laboratory, to covers costs generated. For HIV 

tests that initially tested positive, a further payment of £17.46 per test would be made to cover 

further PCR24 testing. No further payment would be made for any further Hepatitis virus testing 

required, as this is included in a pre-existing block contract between Leeds CCGs and LTHT.  

Laboratory agreement 

The following tests would be included in the screening, with costs as above: 

 HIV antibody screen (and if initially positive → PCR) 

 HBV surface antigen 

 HCV antibody screen 

Laboratory staff involvement and engagement was also secured, with a LTHT consultant virologist 

involved in the steering groups.  

Training 

A training session of 1.5 hours duration was provided for each CCG as part of their pre-booked 

TARGET training days on either the 12th, 17th or 19th November 2015 with top-up sessions on 9th 

December 2015 and 7th January 2016. This training was developed by the Sexual Health team with 

input from Leeds North CCG, LTHT HIV Treatment Service and local charities Yorkshire MESMAC & 

BHA Leeds Skyline. These charities are commissioned by LCC to provide HIV prevention services for 

the target groups MSM and Black African communities respectively25.  

The service specification specified that the expectation was that each practice sent a minimum of 2 

staff (Health Care Assistants (HCAs)/nurses/office managers) to one of the training sessions, with 

payment of the first instalment reliant on this.  

The training involved an interactive PowerPoint presentation, covering the following topics: 

 Increase awareness of the screening programme & the evidence base behind it 

 Increase knowledge of why we need HIV screening  

 Increase confidence in delivering screening  

 Practicalities of running the screening programme 

 Exploration of other services/pathways within the city 

                                                                                                                  (Training slide, 2015) 

                                                           
24

 Polymerase Chain Reaction, which is a further test designed to better identify the HIV virus 
25

 See http://www.mesmac.co.uk/ and https://www.thebha.org.uk/skyline for more information [Accessed 20 
April 2017]  

http://www.mesmac.co.uk/
https://www.thebha.org.uk/skyline


 

22 
 

Data sharing agreement, monitoring and IT 

Monthly data extractions were made through the Public Health Data Sharing Agreement and 

included counts of the following read codes identified specifically for this pilot: 

o Screen Offered  

o BBV Screen (from a combination of HIV, HBV and HCV screen codes) 

o Screen Declined 

o Positives: HIV, HBV or HCV  

In addition to these read codes, information was gathered around new eligible26 patients registering 

and, for evaluation purposes only, around patient demographics.  

The above read codes were identified for both clinical systems (SystmOne and Emis) and inserted 

into a new specifically developed template, developed using an iterative process with practice staff 

at their TARGET training to ensure usability. Codes were specifically identified to distinguish between 

screening and testing, the latter ongoing in practices in circumstances where there is clinical 

suspicion of infection, or in clinical decisions around individuals deemed otherwise high risk of these 

infections. In addition, codes were assessed if linked to registration, to identify new patient from 

non-new patient screens. Positive codes were linked to registration and screening temporally to 

ensure positive cases picked up via tests done due to, for example, clinical suspicion were not 

counted. Multiple other codes exist for HIV/HBV/HCV tests and HIV/HBV/HCV positive diagnoses27.  

Steering Groups 

A local steering group was established with the following membership: 

 Locality Managers from each CCG 

 2 GP advisors 

 Local third sector organisations 

 Representatives from both LTHT HIV & Viral Hepatitis Treatment services 

 PHE (Regional & National) 

 Elton John AIDS Foundation.  

The group met on a quarterly basis. 

A national innovation fund steering group was also established and met quarterly at PHE 

headquarters in London. This steering group included key PHE and the Elton John AIDS Foundation 

officers as well as representatives from the 2 successful pilots (Leeds & Lambeth).  

Promotional Material and Patient Communication 

Leaflets and posters were consulted on and developed by Leeds BHA Skyline, a charity providing HIV 

testing and support services for anyone living or affected by HIV in Black African communities. These 

                                                           
26

 16-65 years 
27

 Multiple read codes for very similar or the same presentations or problems are a widespread issue in GP 
clinical systems. This especially came to light in this pilot around recording positive cases. This will be discussed 
further in the following section under ‘Coding and Caveats with Coded Data’ (p58) 
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materials are available in the appendix and the front cover of the English version can be seen on the 

cover page of this evaluation. These were translated into 3 further languages – Arabic, Czech and 

Tigrinya. The design was developed using an iterative approach by Skyline, involving user group 

discussion and based on their experiences in their service. Further language advice was obtained 

from the pilot GP advisors, via the steering group.  

Implementation in Primary Care 

Population (inclusion/exclusion criteria) 

Screens were to be offered to all new registering patients at included GP surgeries in Leeds. Patients 

must have the following criteria: 

 Between the ages of 16-65 years 

 Not already known to be diagnosed with HIV, HBV or HCV 

 Not pregnant (as this group have a pre-existing screening programme) 

Process 

Each practice was expected to develop a plan to incorporate screening into their new patient 

registration. Although the original model assumed most practices have face-to-face new patient 

health checks into which the screening could be relatively easily introduced, it was recognised that 

each practice may have a slightly differing approach to registering new patients and thus would need 

to arrive at their own individual plans at how best to implement this pilot.  

The service specification stated that ‘[screening] should be offered as ‘opt out’ to all eligible’ 

[emphasis added] (Service Specification, 2015). ‘Opt out’ refers to an approach where eligible 

patients are offered screening in a manner that states that they will be screened unless they 

specifically decline. In other words, patients must specifically ‘opt out’ in order to not be screened. 

Although opting out should not be dissuaded, this manner of offering tests can normalise testing, 

and is associated with higher rates of HIV testing in trials (see for example Montoy et al, 2016).  

Contract 

Each practice manager (PM) was required to return a signed contract in order to receive the first 

payment, although participation in the pilot was not ceased if left unsigned (as in one case).  
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Evaluation Methodology 

The evaluation of this pilot was undertaken between Feb-April 2017. It incorporated two key 

aspects:  

1. The quantitative element considers data from: 

 Training questionnaires 

 Public health intelligence 

 PHE data extracted from the LTHT laboratory system 

 Information around positive cases from secondary care  

 Patient feedback questionnaires  

2. The complementary qualitative element investigates this data in more detail by 

discussing the pilot in group and 1:1 interviews undertaken with GP practice staff and 

CCG locality team members  

Quantitative Data 

The data was extracted from the following sources: 

Training Questionnaires 

Before and after questionnaires were filled by GP staff members attending training sessions, 

providing self-rated changes to knowledge and confidence around HIV before and after the training, 

alongside rating the training in general.  

Public Health Intelligence at Leeds City Council  

Monitoring data extracted from the clinical systems developed for this pilot and used on a monthly 

basis for monitoring and payment purposes was used to provide 12 months data on number of 

patients: 

 Registering 

 Screened (in both new and non-new patients) 

 Offered28 

 Declined  

 Positive diagnoses linked to screening 

In addition to further information on: 

 Practice sizes 

 Basic demographics linked to the above codes, i.e. for new patients, screened patients and 

those declining screening.  

  

                                                           
28

 This code was added as an administrative tool for practices and has been used in many different ways by 
each practice and therefore cannot be reliably used to make any conclusions. It has therefore has not been 
further used in this evaluation.  
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Laboratory Data 

Due to a local systems outage in LTHT laboratory, data on tests and positivity rates had to be 

acquired via PHE Centre for Infectious Disease Surveillance and Control, as there are frequent data 

extractions for national studies. Unfortunately, data from 19th July 2016 to the end of the pilot, i.e. 

Month 9 – 12 was lost and therefore could not be used in this analysis.  

Positive Cases – demographics and stage at diagnosis 

Limited data around positive cases was supplied by secondary care, where patients were linked by 

NHS staff in primary and secondary care via NHS number. No identifiable patient details were shared 

with the report author or LCC. A summary of this information is presented here, although due to 

very small numbers only very broad-stoke conclusions can be made.  

Patient Feedback Questionnaire 

Patients diagnosed with a condition through this screening pilot were sent an anonymous feedback 

questionnaire via their practices. Questions queried their understanding of the tests, the pilot, asked 

whether they found screening acceptable and whether they felt supported throughout the process. 

No identifiable information was shared with the report author or LCC.   

Analysis: 

Data was analysed using Microsoft Excel and SPSS Version 23.  

  



 

26 
 

Qualitative Data 

All interviews were undertaken by the report author over February/March 2017, with sessions 

ranging from 30-90 minutes depending on quantity of responses and time available. No incentives 

were offered. All interviews used a semi-structured technique, promoting and facilitating open 

discussion between group members and individuals. Interviews were audio-recorded. Each member 

was consented to be involved in this process.  

The interviewer carried out the group sessions at GP practices at convenient times for management 

and clinical staff. CCG locality staff were seen at their CCG headquarters. 

Sample: 

13 practices were purposively sampled. The aim was to interview a variety of practices with low, mid 

and high screening rates with an additional practice added due to very high recording of offering 

screens, yet low screening uptake.  

In this sample of practices, the following individuals were invited to a group interview via an email 

sent to their practice manager (PM): 

 PM 

 Reception staff involved in new patient registration 

 Clinical staff involved in new patient registration or offering BBV screens 

 The staff members that attended our BBV screening training last year 

 A GP lead if interested 

 Anyone else that has played a role, or feels they would like to contribute to this evaluation  

                                                                                                                 (Original email sent to PMs, 2016) 

 

All 3 locality managers of the 3 Leeds CCGs were contacted for interview.  
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Quantitative Results – What does the data tell us? 

Introduction 

This section will outline the results from the analysis of the different types of data used in this 

evaluation. It will start by considering staff members’ rating of the pilot training. It will then 

consider, in turn, the variation in the participating practices and how these different attributes could 

have affected their screening rates. Subsequently, it will discuss the demographic breakdown of 

patients involved in this pilot, going on to discuss how testing overall has changed in these 

participating practices. Considerations will be made about the individuals diagnosed with a condition 

through this pilot and their acceptance of the screening. Costs of the pilot will be laid out in relation 

to outcomes. This section ends with a discussion on the caveats and issues associated with 

monitoring and evaluating this pilot using GP clinical system read codes. Outcomes discussed in this 

section will then be explored in the following section, where the qualitative interview findings will be 

outlined.  

Headlines 

3,748 people - 18% of 20,615 eligible29 new patients - were screened for BBV, ranging from 0 – 67% 

of eligible new patients per practice.  

 

There were a total of 49 positive cases diagnosed in the first 12 months - 11 HIV, 30 HBV and 8 HCV. 

This represents a total yield of 13.1 per 1000 screens (2.9 per 1000 HIV tests, 8 per 1000 HBV tests 

and 2.1 per 1000 HCV tests).  

Testing in participating practices increased by almost 250% compared to the year prior to the pilot30. 

Cost per diagnosis is estimated at £1060 which, despite excluding project management costs, is likely 

to represent significant savings long-term.  

If practices were supported in increasing screening across the city to levels achieved by some 

practices in this pilot (65%), and assuming the yield stayed the same, 175 new diagnoses would 

have been made in the 12 months, representing a significant number of individuals across the city.  

 

Figure 4 on the following page shows a proportionally representative model showing relative 

numbers of total new patients eligible for screening (i.e. the potential 100%), the total screened 

(18.2%) and the total positive cases (0.2% of total, or 1.3% of those screened, representing a yield of 

13.1 per 1000 tests done).  

  

  

                                                           
29

 16-65 year olds 
30

 1 screen=3 tests. Data is from 8 months of the pilot compared to the corresponding 8 months in the year prior.   
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Figure 4 – Proportional Representation of new, screened and positive patients.  

 

  

Total New Patients 

Total Screened 

Total Positives 

20,615 

3,748 

49 

Who was eligible? 

 20,615 new patients between 

the ages of 16-65 years 

registered at the participating 

practices 

 Almost 70% were aged 

between 16-35 years  

 Over half had a White 

background and of these 

people, a further half identified 

as White British.  

 The remaining individuals had 

predominately Black or Asian 

backgrounds. 

Who was screened? 

 3,748 people were screened for 

HIV, HBV and HCV. 

 The proportion of these people 

between 16-35 years old was 

over 6o%. Slightly larger 

proportions of older people 

were screened than registered 

as new patients. 

 Proportionally slightly fewer 

women and fewer people with 

White British backgrounds 

were screened than registered.  

Who was diagnosed? 

 49 people were diagnosed with 

a condition - 11 with HIV, 30 

with chronic HBV and 8 with 

chronic HCV. 

 This does not take into account 

any family members or other 

contacts that were diagnosed 

as a result of this. 

 The majority of people 

diagnosed with a condition 

were born outside the UK 
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1. Training 

 At least one member of staff from each practice, excluding one31, attended one of the 

training sessions, with 2 practices specifically requesting further 1:1 training for selected 

staff members. 

 Attendees included: 

o  8 managers (6 PM, 1 business manager, 1 assistant manager) 

o 17 HCAs 

o 20 PNs/Nurse Practitioners (Hereafter all denoted ‘PN’) 

o 1 reception staff member 

o 1 administrator 

o 4 phlebotomists 

o 6 unknown job roles  

 Numbers ranged from 1-6 per practice, with an average of 2 per practice and a total of 56 

members of staff.  

 64% had never offered an HIV test to a patient 

 36 of these members of staff completed anonymous pre and post training questionnaires  

Table 1 – Training Questionnaire Results. Questions 1-3 are based on a 1-5 rating scale where 1 – 

very low/minimal and 5 – very high/a lot 

 

Table 2 – Training Rating. This question is based on a 1-5 rating scale where 1 -it hasn’t been 

informative or helpful to you and 5 - it has been very informative and helpful 

 

                                                           
31

 This practice screened no patients over the course of the pilot. Non-participation in the training indicated an 
issue from the start, which may not have been sufficiently acted upon. This practice is included in the 
qualitative discussion in the following section.  
32

 Wilcoxon Test, p<0.001 for all three questions.  

Question 
Median 

Pre 

Median 

Post 

Difference 

in Medians 
Statistical Significance32 

1. How much information and 

knowledge do you have about HIV 

as a condition? 

2 4 +2 
Highly Significant 

increase 

2. How confident do you feel 

offering an HIV test? 
2 4 +2 

Highly Significant 

increase 

3. How much information do you 

have about other services that 

provide HIV testing or support 

people living with HIV? 

1 4 +3 
Highly 

Significant increase 

Question Median Score Range 

Score of general 

content of the training 

session 

5 (n=32) 4 – 5 
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Table 1 on the previous page shows that the median, or mid-range score of these questions, asked 

before and after the training, increases by 2 or 3 points after staff had attended training. This 

demonstrates an overall significant increase in self-reported awareness of information, knowledge 

and confidence around HIV and HIV tests in these staff members. Table 2 shows the median score of 

the final question, relating solely to how staff experienced the training. This was the top score of 5, 

with all answers either 4 or 5/5. This demonstrates the quality of the training.  

Although it did touch on HBV and HCV, training focussed mostly on HIV. Feedback questionnaire 

questions only refer to HIV. This could have led to a gap in knowledge and confidence around the 

Hepatitis viruses, conditions which may additionally be lesser-known that HIV. This represents a 

possible gap in training provision for this pilot. It also prevents any conclusions to be made around 

improvements in knowledge or confidence around HBV/HCV pre/post training to be included in this 

evaluation. 

In addition, training sessions were in November 2015, with top-up sessions in December and January 

2016. The pilot started in November 2015. Some staff, therefore, remained untrained at the start of 

the pilot. This has potential repercussions on the ability of practices to start the pilot on month 1. 

This will be discussed further below. This potentially means that the true pilot duration is shortened, 

with associated negative effects on ability to generate outcomes by the pilot end.  

Training was developed in partnership with two Leeds charities: Yorkshire MESMAC and BHA Leeds 

Skyline, charities commissioned by Leeds City Council to provide HIV prevention services for the 

target groups of MSM and Black African communities respectively. This is a positive indication of 

partnership work across Local Authority and health and third sectors.  
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2. Participating Practices, Practice Sizes and New Patients  

 

2.1 Participating Practices 

At the end of 12 months, there were 29 participating practices, across 33 sites. This included 13 

practices across 15 sites at Leeds South and East CCG, 11 practices across 14 sites in Leeds North 

CCG and 5 practices in Leeds West CCG.  

2 practices dropped out during the first 12 months of the pilot, the first left the pilot from 

20/05/2016 (end of Month 6) due to practice closure and the second left the pilot from 19/06/2016 

(end of Month 7) due to commissioning conflicts. Both of these practices have been excluded from 

the analysis, apart from in the costing calculations later in this section.  

 

Figure 5 shows a map indicating the geographical location of the participating practices across Leeds.  

This pilot was implemented across this range of practices. They vary significantly in terms of many 

attributes including location, practice size, number of new patients and distribution of new 

registrations over the year. The following pages outline these differences.  
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Figure 5 – Map of Participating Practices 
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Figure 6 – Practice Sizes  
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2.2 Practice Sizes 

There was a large size variation between the participating practices. In total, these practices provide primary care 

services to 224,958 people, of which 156,130 are aged 16-65 years. Figure 6 shows this variation in practice size. 

Each bar represents a practice, with 16-65 year olds highlighted in blue. Data is from January 2017.  

2.3 New Patients   

There is also significant variation in the number of new patients by practice. Figure 7 shows the number of new 16-

65 year olds registering by practice between pilot month 1-12 (20/11/2015 – 29/11/2016). A total of 20,615 new 

patients aged 16-65years registered across these practices between these dates and were thus potentially eligible 

for screening. Note that the number of new patients does not necessarily completely correspond to practice size. 

Once again, each bar represents a practice.  

Figure 7 – New Patients aged 16-65 years by practice.  

 

These new registrations, however, were not distributed equally throughout the year. Figure 8 shows how these new 

registration numbers have fluctuated by month over the 12 months. This has an impact on monthly screening rates 

by practice, as large influxes of new patients in a month may impact on screening rates if there is, for example, 

associated less staff capacity or longer waits for appointments. The influx of new patients in some practices in Month 

10 is likely represented by students arriving in the city for the September semester.  
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Figure 8 - Graph showing the differences in (cumulative) new patient registration numbers over duration of the pilot, by practice 
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3. Screening Rates 

3.1 Overall screening rates 

In total, across the 33 sites, 18.2% of new patients were screened for BBV. This represents 3,748 

people out of 20,615 eligible new registrations.  

However, this conceals significant variation across the practices. Figure 9 shows the percentages 

screened by practice. Actual numbers vary significantly as numbers of new patients vary, as outlined 

above.   

The screened percentages per practice ranged from 0% to 67%, with a total of 18.2% screened (95% 

confidence interval (CI) of 17.7% – 18.7%33).  

Figure 9 – percentage of new patients screened by practice (total over 12 months) 

 

The black box in figure 9 highlights the 8 practices that screened <5% of their new patients. 

Excluding these practices completely, 23.8% (CI 23.1% -24.4%) of new patients were screened. 

These practices did not represent any significant resource usage, as 2 out of these 8 did not receive 

their first payment instalment, and none received the second. Additionally, they accrued very few 

incentive payments due to their low screening rates. Therefore, although nominally registered in this 

pilot, practically these practices were little involved, and therefore citing a screening rate excluding 

these practices is reasonable.  

As discussed above, these practices vary significantly in terms of size and number of new patients 

over the 12 months. However, they also vary in terms of practice deprivation score, estimated HIV 

prevalence, demographic breakdown of their new patients and by type of new patient registration 

they provide. Screening also varied over time. The following pages will consider how these different 

attributes may have impacted on the ability of practices to screen their new patients and therefore 

on their screening rates.  

                                                           
33

 All confidence intervals in this document are 95% 
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3.2 Percentage screened compared to number of new patients  

There is a large variation in the number of new patients per practice. This variation is depicted in 

figure 7 on p34. It is possible that number of new patients could impact on screening rates, where, 

for example, practices with small numbers of new patients may find it easier to screen larger 

proportions of those patients or vice versa, where practices registering larger numbers of patients 

may have more resources, for example. Figure 10 shows the number of new patients registered in 

the year compared to the percentage screened. The graph depicts no clear relationship between 

these two factors, meaning there is no evidence to suggest that screening rates are influenced by 

numbers of new patients. Statistical analysis by logistic regression confirms this (odds ratio (OR) = 1). 

It is worth noting, however, that all the practices that achieved high screening rates had new patient 

numbers of 650 or fewer (highlighted in the black box in figure 10).  

Figure 10 – Percentage Screened and Number of New Patients  

 

  

3.3 Percentage screened compared to practice size 

Practice size (depicted in figure 6 on p33) could have a similar effect, with practice size affecting the 

ability to screen. Figure 11, however, indicates no clear pattern, confirmed by statistical analysis by 

logistic regression (OR=1).  

Figure 11 – Percentage Screened and Practice Size 
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3.4 Percentage screened compared to practice deprivation  

In general, these practices are in areas of deprivation. 64% of the participating practices are situated 

in LSOA that are in the 10% most deprived deciles in England and 85% in the most deprived 30%34 

(2015 data, Leeds Observatory, n.d.). In addition, over 50% of practices are situated in the most 

deprived quintile (by Middle Layer Super Output Area (MSOA)35) in Leeds, with almost 85% being in 

the most deprived 2 quintiles (i.e. most deprived 40% in Leeds)36. See map in figure 13 on the 

following page.  

This reflects the known association between deprivation and higher HIV/HBV/HCV prevalence, in 

addition to worse individual disease outcomes (see for example Burch et al, 2016; NHS, 2012). This is 

potentially exacerbated by practices situated in areas of deprivation frequently facing compounded 

pressures and conflicting priorities. Figure 12 uses practice deprivation scores37 to assess whether 

deprivation affected screening rates. Statistical analysis by logistic regression indicates that practice 

deprivation score has a small, albeit significant, effect on whether an individual is screened, with 

those registering in more deprived practices slightly more likely to be screened (OR = 1.02, CI 1.02 – 

1.03) . The relevance of this small effect is unclear, however, in combination with known factors 

around these conditions and deprivation, this may be worth taking into account when considering 

where would most benefit from a screening programme.  

Figure 12 – Percentage Screened and Practice Deprivation Scores 

 

                                                           
34

 As per Indices of Multiple Deprivation (IMD is a method of assessing levels of deprivation in an area 
frequently used in health statistics) For more information see 
https://www.gov.uk/government/statistics/english-indices-of-deprivation-2015 [Accessed 12 April 2017]  
35

 Geographical area used in statistics reporting, larger than LSOA, incorporating populations of between 5000 
and 15000 people 
36

 Leeds deprivation quintiles are calculated by LCC public health intelligence using IMD2015 LSOA scores 
weighted to MSOA level using mid 2015 practice populations 
37

 Practice deprivation scores are calculated by LCC public health intelligence using IMD2015 and patient 
locations (Leeds only) in July 2015.  
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Figure 13 – Map showing location of participating practices and associated Leeds Deprivation Quintiles 
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3.5 Percentage screened by estimated practice HIV prevalence 

Apart from a few exceptions described earlier, all the participating practices were in areas of high 

(>2 per 1000 population) HIV prevalence. However, mapping indicated that within these areas there 

still existed a significant degree of variation, with some practices being in areas of extremely high (>5 

per 1000 population) prevalence and some significantly above this threshold. Although not possible 

to depict here due to information governance regulations, statistical analysis by logistic regression38 

was undertaken to assess whether a local estimated prevalence of >4 per 1000 people affected 

practice screening rates, compared to estimated prevalence of ≥2-4 or 1-<2 per 1000. This used the 

most recent data from by PHE, which used the slightly larger MSOA and categorised practices into 

these prevalence groups using 2014 data (PHE, 2016, private communication). This resulted in 

slightly different results than the initial mapping process used to implement this pilot, yet includes 

more up to date data and is therefore used here.  

Analysis indicates that there is a significant increased likelihood of being screened if you register at a 

practice in an area with estimated prevalence of >4 per 1000 people, compared to those in areas 

with less than that (compared to prevalence 1-<2: OR = 0.55, CI 0.47 – 0.65 and prevalence ≥2-4: OR 

= 0.87, CI 0.79 – 0.97). This implies that those practices with higher prevalence did screen more of 

their new patients, potentially indicating increased awareness and/or prioritisation in these areas. In 

addition, practices where patients have been diagnosed with a condition through the screening 

(which is more likely to occur in areas with higher prevalence) may feel more motivated to continue. 

3.6 Percentage screened by new patient ethnicity and age  

Due to small numbers and data protection regulations neither a graphic representation nor practice-

level statistics of patient demographics can be presented in this report. In addition, ethnicity data is 

deemed ‘sensitive personal data’, meaning that categorisation into specific ethnic backgrounds is 

also not possible. Practice ethnicity data has therefore been grouped into ‘BME/White Other’, 

indicating those individuals that may have different risk factors, potentially putting them at 

increased risk of BBV. This could be because of their ethnic background or because of their country 

of origin, including for example some Southern or Eastern European countries, where BBV rates may 

be higher and who likely comprise a significant number of those with a ‘White Other’ background.  

The proportion of new patients aged 16-35 years and the proportions of patients from different 

ethnic backgrounds ranges significantly by practice. The proportion of 16-35 year olds registering per 

practices ranges from approximately 40% - 85% of new patients. In addition, the number of new 

patients that have ethnicities that are ‘BME/White Other’ ranged from under 20% to over 90% of 

new patients per practice. This demonstrates both how different participating practice populations 

are and also the significant diversity of individuals registering at these practices.  

Statistical analysis by logistic regression shows that people registering at practices with larger 

amounts of new patients that are ‘BME/White Other’ are slightly more likely to be screened (OR = 

1.013, CI 1.01 – 1.015). The implications, however, of this small albeit significant increase is unclear. 

It is unclear, for example, whether a larger number of people with BME/migrant backgrounds 

                                                           
38

 Variables were screening rate (number screened/total new patients over 12 months) and MSOA diagnosed 
HIV rate per 1000 15-59 year olds, estimated by PHE using 2014 SOPHID data (Annual Survey of Prevalent HIV 
Infections Diagnosed - HIV-related care data) data, and split into categories of >4; ≥2-4 and 1-<2 per 1000 
people (PHE, private communication) 
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prompted practices to be more aware of screening or whether people with these backgrounds are 

more likely to accept or be offered screening. It may also be that these practices perhaps have other 

differing attributes related to their patient ethnicity breakdown, for example different services or 

staff.  

The relevance of age on practice screening is also unclear, with there being no clear difference 

between screening rates in practices with higher or lower proportions of new patients ages between 

16-35 years (OR = 0.995, CI 0.99 – 1) This means that there is no statistical association between 

proportion of younger people registering at a practice and their screening rates.  

3.7 Percentage screened compared to type of new patient registration 

Practices that offer face-to-face new patient health checks are potentially able to screen more 

patients, as it can be incorporated into this appointment and discussed with clinical staff. In addition, 

patients that are required to attend an appointment solely for screening may be more likely to 

decline or not attend. There was an assumption in the original pilot model that the majority of 

practices provide this service.  

New patient registration ranges from: 

 All patients are seen face-to-face with clinical staff for a new patient check39 

 Patients are offered a face-to-face health check, or seen selectively dependent upon their 

medical history (i.e. those with long term condition, for example) 

 All patients register using only a paper form – this may or may not have included a mention 

of BBV screening  

Figure 14 shows screening rates in practices with different registration processes40. This shows that 

the majority – 79% (26/33) - of practices do provide or offer face-to-face new patient health checks. 

It indicates that those practices that provide these health checks did achieve the highest screening 

rates. There is also a general trend for rates to decline across the types of registration, with the 

highest being in practices that provide face-to-face checks, decreasing in the offer group, and finally 

indicating a likely disadvantage to those practices that do not them at all.  

Statistical analysis by logistic regression indicates that patients were significantly much more likely to 

be screened in practices where all new patients were provided with a face-to-face health check 

compared to in those practices that did not provide this. In addition, although less likely, new 

patients still had almost double the odds of being screened in practices providing an opportunity to 

have new patient health checks compared to those patients registering at practices that did not 

provide them at all. Analysis indicates highly significant ORs of being screened of 4.5 (CI 4 – 5.1) for 

practices with face-to-face new patient health checks and 1.9 (CI 1.6 – 2.1) for ‘offering’ or having 

‘selective’ checks compared to practices not providing face-to-face appointments at all.  

These significant outcomes indicate that type of registration likely plays an important role in 

whether individuals are screened or not. However, as the vast majority of participating practices do 

provide or offer new patient checks and nonetheless many did not achieve high screening rates, this 

indicates that this is not the only important variable. This will be discussed further in the following 

section. 

                                                           
39

 Caveats and exclusions apply 
40

 This data was collected by email to PMs or a phone call to reception staff 
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Figure 14 – Face-to-face new patient registration across practices.  

 

The vertical y-axis in all three graphs indicates screening rate per practice, with each blue bar, or space for one, representing a practice.  

 

Do Provide (17 practices, 52% of total)         Offer/selective (9 practices, 27% of total)
41

              Do not Provide (7 practices, 21% of total) 

   

                                                           
41

 One practice (with 2 branches) i.e. 3/9 practices depicted here offer selective appointments. They screened 25, 27 and 29% of their new patients. The remaining 
practices provided new patient checks to those patients that wanted them.  
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3.8 Percentage, and numbers, screened over time 

This pilot was initially planned to be implemented over 12 months42 and this is thus the focus of this 

evaluation. Figures 15 and 16 show how screened developed over time.  

Figure 15 – number of patients screened per practice (cumulative) over 12 months 

 

 

 

Figure 16 – percentage of patients screened per practice (cumulative) over 12 months 
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Despite their complexity, these graphs illustrate the following: 

 Some practices only started screening after month 1, 2 or even 4 (if at all)  

 Although some practices started screening earlier, in general numbers only pick up around 

month 6 

 Figure 16 shows how screening percentages per practice can fluctuate considerably by 

month, depending upon variation in numbers registering and on variation in screening in 

that practice in that month.  

This could indicate the following: 

 Planning and implementation stages may have been too brief, meaning some practices 

could not instigate screening in month 1.  

 12 months was potentially an insufficient duration to fully assess outcomes or for screening 

to become embedded.  

 Fluctuations in screening rates could be due to insufficient continuity planning, for example 

for times of larger patient intake. It also demonstrates how variably performance is 

recorded over time.  
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4. Demographics - Who registered and who was screened?  

This section will outline the basic demographic breakdown of those patients registering across all 29 

practices over the first 12 months of the pilot. It will consider who went on to be screened, who 

declined screening43 and who was ‘not offered’ screening. This latter cohort, designated ‘not 

offered’, incorporates a few possible groups of patients. It includes those that registered in practices 

that did little or no screening overall. It also includes patients that, for a variety of reasons, were not 

offered screening, despite registering in practices that did screen some or most of their new 

patients44. Finally, it is also likely to include situations where involvement in screening (or not) was 

not recorded45. It is therefore difficult to assess whether these patients were not screened because 

of individual or practice level differences. Those that were screened and declined screening, 

however, must have necessarily included some decision-making at an individual level.  

Note that screened + declined + not offered = total new registrations.  

4.1 Age 

Variations in the age ranges of those that went onto be screened, those that declined and those that 

were not offered screening could indicate a preference by individuals of different ages or may 

indicate people of a certain age are more likely to be offered screening by practice staff46. It could, 

however, alternatively indicate that practices with larger proportions of older or younger people are 

more or less likely to screen (note however, that this was not a finding in the previous section).  

Figure 17 on the following page shows the age breakdown of all new patients across the 

participating practices and figure 18 shows the further breakdown of these patients into screened, 

declined and not offered cohorts. In figure 18 the 46-55 and 56-65 age brackets are necessarily 

combined due to small number suppression and data protection regulations.  

  

                                                           
43

 See ‘Coding and Caveats using Coded Data’ on p58 for a discussion on issues arising with these read codes.  
44

 In no practice did screened + declined = total new registrations, indicating that in all practices some patients 
were ‘not offered’ screening.  
45

 ‘Not Offered’ was calculated by: ‘new registration’ – ‘screened’ – ‘declined’ and therefore includes all 
residual new patients that were not recorded as screened or as declining screening.  
46

 This is referred to in the next section when discussing practice concerns offering tests to patients 
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Figure 17 – Age breakdown of New Registrations47 

 

Figure 18 – Age breakdown of screened, declined and not offered cohorts 

  

Statistical analysis by chi-squared test show that there is a highly statistically significant association 

(p<0.001) between age and outcome i.e. whether someone is screened, declines screening or is not 

offered screening. This means that some differences seen in figure 18 are statistically significant and 

age does seem to have played a role in whether people are screened, or not.  

Further research would be required to consider whether this was replicated elsewhere and the 

potential causes behind this. It is, however, worth considering how age plays a role on screening in 

primary care contexts and whether, contrary to expectation, older people are more likely to be 

screened than younger people.  

 

                                                           
47

The total numbers here differ slightly from the data reported in the screening section. This is because of a 

slightly different data extraction method. Unfortunately complete consistency between the two sources is not 

possible.  
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4.2 Gender 

Recorded gender for new patients and the subsequent breakdown into screened, declined and not 

offered cohorts is presented here. Figure 19 shows the proportion of men and women registering in 

the participating practices in the 12 pilot months, where figure 20 shows the further breakdown into 

screened, declined and not offered groups.  

Figure 19 – Gender breakdown of New Registrations 

 

Figure 20– Gender breakdown of screened, declined and not offered cohorts 

 

Statistical analysis by chi-squared test shows that gender and outcome (i.e. screened/declined/not 

offered) are statistically significantly associated (p=0.001). This means that gender of the patient 

does seem to affect whether they are screened or not.  An OR of 0.9 (CI 0.85 – 0.95) indicates that 

women are slightly less likely to be screened than decline/not be offered screening, compared to 

men. Note, however, that pregnant women or women recently pregnant would be or have been 

screened antenatally and therefore were exempt from screening in this pilot. Further research 

would be required to establish the causes and importance of these findings in practice. 
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4.3 Ethnicity 

Ethnicity, or place of origin, is important in this pilot, as HIV, HBV and HCV are more common in 

people with certain ethnicities or from certain countries or regions. Increased rates and/or less 

testing in these groups could also represent inequalities in health and access to healthcare.  

Figure 21 shows the proportional distribution of different ethnicities in new registrations, with figure 

22 showing the breakdown by screened, declined and not offered cohorts. Figure 22 has necessarily 

fewer categories, due to small number suppression and data protection regulations48. Ethnicity data 

is limited to the categories and codes used in primary care clinical practice.  

Figure 21 – Ethnicity breakdown of New Registrations 

 

 

 

 

 

 

 

 

 

 

Figure 22 – Ethnicity breakdown of screened, declined and not offered cohorts49 

                                                           
48

 Ethnicity is deemed ‘sensitive personal information’ and is therefore subject to additional regulations.  
49

 Non-white (BME) background here is a combination of the categories of Asian/Black/Other Ethnic and Mixed 
backgrounds in figure 21. In the White Other/Irish category, Irish represents a small minority of people.  
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Statistical analysis by chi-squared test shows that there is a statistically significant association 

(p<0.001) between the ethnicity breakdowns shown in figure 22 and whether people go on to be 

screened, to decline screening or whether they are never offered screening. Further analysis 

indicates that this association is maintained when considering further ethnicity breakdown i.e. into 

White, Black or Asian backgrounds or other/mixed/unknown ethnicities. This indicates that ethnicity 

may play a role in whether people accept or are offered screening. From this data it is, however, 

difficult to assess whether this is because practices with populations with different ethnic 

backgrounds are more likely to screen their patients or whether certain ethnic groups are more 

likely to be offered or accept screening on an individual basis. Further research would be required to 

investigate this link.  
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5. Laboratory Data 

Laboratory data from LTHT can indicate how many HIV/HBV/HCV tests were undertaken by the 

participating practices in the year prior to the pilot compared to the pilot year. This can give us the 

following information:  

 Quantity of testing occurring in these practices before the pilot was introduced. 

 Assessment of how much testing increased in the pilot year. This allows an assessment of 

the pilot’s impact on testing rates. Note that increasing testing in high prevalence areas is 

in line with national guidance. This could also identify whether tests were being ‘shifted’ to 

different parts of primary care i.e. would these patients have been tested at some point 

over the year anyway. 

 Whether there was an increase in testing in the pilot year over and above the screening, 

which could indicate that practices and/or the public were more aware and thus existing 

patients were being tested more too. 

Unfortunately, because of a major system outage in August 2016 in LTHT laboratory, previously 

recorded data was lost. The data used here was thus obtained via PHE and is only available from 

20/11/2015 –19/07/2016 (up to an including month 8) of the pilot year. Therefore, to allow 

comparison, data from the pre-pilot year has also only been used between the corresponding dates 

of the previous year.  

Table 3 - Laboratory Data for number of tests from all pilot practices50 

 

Test 

 

Pre-pilot 

(20/11/2014 – 19/07/2015) 

 

Pilot 

(20/11/2015 – 19/07/2016) 
Difference 

95% Confidence 

 Interval of the 

Difference 

HIV 2470 5980 +3510  

HBV/HCV 4390 11040 +6650  

All Tests 

(total) 

6860 17010 +10160 (9857 - 10463) 

 

Table 3 shows the difference between testing numbers of the corresponding pre-pilot 8 months, 

compared to month 1-8 of the pilot year. This represents an increase of almost 250% in these 

practices. This outlines that this pilot has been successful in significantly increasing testing in these 

practices in high prevalence areas.  

Table 4 indicates how many screening tests have been recorded by LCC public health intelligence 

from all practices in months 1-8. Note that every 1 screen recorded indicates 3 tests (HIV, HBV and 

HCV). This will then be used to compare to the laboratory data.  

  

                                                           
50

 For data protection/information governance reasons, all laboratory data is rounded to the nearest factor of 
10. Laboratory data refers to Hepatitis B Surface antigen and Hepatitis C antibody screen. The HIV results are 
collated from 5 tests HIVR, HIVX, HIV4 HIVF and HIVE (although these are all counted as 1 HIV test in this data.) 
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Table 4 – screening data across the pilot practices (at month 8) 

 

 

 

 

 

Table 5 shows how many of the additional tests recorded at the laboratory in the pilot months 

(compared to the pre-pilot months) are accounted for by screening. Note, however, that the 

laboratory data records tests, and the screening data records people, meaning that patients that 

have repeat blood tests would have been double counted in the laboratory data. This is unlikely to 

represent a large number.  

 

Table 5 – Difference between additional tests and those accounted for by screening51 

Source of Data Excess tests in pilot months 

95% Confidence 

Interval of the 

Difference 

Laboratory Data 

Difference between 

pre-pilot and pilot 

(see table 4) 

+10,160 

 

Screening Data 

Number of tests 

done through 

screening (see table 

5) 

8169 

 

 Difference +1,991 (1560 - 2422) 

 

This indicates that testing in these practices has increased over and above tests undertaken as part 

of the screening. 1,991 tests represent almost 30% of the number of tests undertaken in the pre-

pilot 8 months (6860 tests), meaning that even discounting screening, testing has increased by 30% 

in the participating practices.  

This indicates that this screening pilot has not only significantly increased testing in these high 

prevalence areas through screening, but has increased testing otherwise too. This could be due to 

more screening of high risk pre-existing patients (outside of this pilot) or more testing by clinicians 

because of symptoms or clinical concern. This would be beneficial, as it is recognised that these 

conditions are often missed due to their varying and sometimes subtle presentations (see, for 

example, Ellis et al, 2012). Although these numbers need to be interpreted with caution as they are 

extracted from different sources, this could indicate that the pilot has been successful in raising 

awareness of these conditions and of the need to increase testing. Note also that these figures 

                                                           
51

 All laboratory data is rounded to the nearest factor of 10 

Screening Data  

Screens 

(new 

patient) 

Screens 

(not 

new 

patient) 

All tests 

(screenx3) 

95% Confidence 

Interval of 

number of tests 

2,457 266 8169 7862 - 8476 
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include those 5 practices that implemented the clinical indicators aspect of the pilot52. This is a 

further potential cause for increased testing (although only accounts for increases in HIV testing). 

There has however been little evidence from the clinical indicator evaluation to suggest this. The 

clinical indicators aspect of the pilot is discussed in a separate document.  

  

                                                           
52

 This aspect included the development of a prompt system for clinical systems to remind clinicians to 
consider HIV testing when patients present with a variety of ‘clinical indicator illnesses’ (BHIVA, 2008).  
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6. Positive Cases 

6.1 Summary and Yield  

A total of 49 positive cases of HIV, HBV and HCV were diagnosed through this screening pilot. This 

included 11 cases of HIV, 30 of HBV and 8 of HCV.  

If this yield had remained static, yet practices had screened more patients, a significant number of 

further individuals could have been screened. For example, if across all practices a screening rate of 

65% had been achieved, which was in line with the highest performing in this pilot, 13,400 people 

would have been screened, with 175 positive results. 

         Table 6 – positivity yield 

Diagnosis Yield per 1000 screens 95% Confidence Interval 

All Conditions 13.1 10 - 17 

HIV 2.9 2 - 5 

HBV 8 6 - 11 

HCV 2.1 1 - 4 

This data does not take into account family members, partners or other acquaintances diagnosed as 

a result of an individual diagnosed via this screening.  

Although thresholds have not been calculated for HBV/HCV, note that the yield for HIV diagnosis is 

significantly above the cost-effectiveness threshold of 1 HIV diagnosis per 1000 tests done (used by 

PHE. See, for example, PHE, 2014).  

33 (67%) of all positive results were from one practice. This practice had the highest screening rate53, 

although was not one of the practices in an area of estimated extremely high HIV prevalence (>5 per 

1000). This practice did however have the highest proportion of ‘BME/White Other’ individuals 

registering over the 12 months, at over 90%54 of all new patients, and has the second highest 

practice deprivation score of participating practices.  

6.2 Laboratory Data  

Laboratory data shows that rates of positive tests for HIV, HBV and HCV have almost doubled in the 

participating practices from the pre-pilot to the pilot months, with the positive cases recorded from 

screening only representing a small proportion of these additional positive cases (approximately 

10%). Although it is difficult to know why this is, it could represent an increase in testing and 

therefore diagnosis in other individuals other than new patients, potentially because of increased 

awareness in practice staff and their patients. Note also that this data includes the practices that 

were involved in the clinical indicator aspect of this pilot, although this could only represent 

increases in HIV testing/diagnosis. In addition, there is little evidence from the clinical indicator 

evaluation to suggest that diagnosis rates increased through this initiative. This is discussed in a 

separate document.  
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 1 of 4 practices that achieved >60% 
54

 The range was from just under 20% to over 90%, with 10 practices with ≥75% new patients not born in the 
UK over the 12 months 
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6.3 Secondary Care Data  

Although numbers are too small to be presented, analysed or to make any firm conclusions, 

anonymised information from LTHT secondary care specialist clinics can make some indications 

regarding those that were diagnosed and their risk factors for transmission.  

HBV/HCV 

Information was available on approximately two thirds of the cases diagnosed through this pilot. 

Where data is known: 

 The majority of patients were not born in the UK and are aged <45 years.  

 There was an approximate equal balance between male and female individuals.  

 A minority had liver damage, indicating that the majority were diagnosed early enough in 

order to commence monitoring and/or treatment before overt liver damage had developed, 

potentially improving their prognoses.  

 A small number were aware of their diagnosis, but had not been attending treatment.  

 Finally, there was a significant issue with patients not attending their secondary care 

appointments, with a non-attendance (‘DNA55’) rate of almost a third of patients. This is 

concerning, as it is possible that DNA rates may be higher after screening, especially if 

patients poorly understand their diagnosis. This latter point is discussed further in the next 

section.  

HIV 

Only around half the HIV cases diagnosed through this pilot were confirmed to be locally accessing 

HIV services. Although this could merely represent an issue with data collection and linkage, it could 

also represent that patients are engaging in care elsewhere, or are not engaging in secondary care at 

all. This latter point generates some concern, as these patients may not be receiving the appropriate 

care, representing potential harm.  

Where information is known: 

 The majority of patients were diagnosed ‘late’ i.e. with a CD4 count of <350mm3.  

 The majority were not born in the UK.  

 Risk factors for transmission in this group included MSM and heterosexual sex (in 

individuals with Black African and other ethnicities or backgrounds).  

 There was an approximate equal balance between female and male individuals.  

 No information is available around partner diagnoses.  

Time to referral 

Unfortunately, because of problems with data linkage between primary and secondary care, it has 

not been possible to confirm whether patients were referred into the appropriate service within the 

2 weeks outlined in the service specification. Improvements to data linkage and monitoring 

procedures would have improved the information from secondary care available for this evaluation.  
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 DNA is a frequently used term in general practice, denoting ‘did not attend’ 
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6.4 Patient Acceptability 

Anonymous incentivised56 feedback forms were posted, via their practice, to all individuals who 

received a positive diagnosis via this screening pilot. Questions queried whether patients felt they 

had been given enough information about the pilot and the tests, understood the tests and rationale 

for doing them, and whether patients understood that this had been offered to all eligible new 

patients at their practice. Further questions asked participants to rate on a 5-scale scoring how 

supported they felt being offered and having the test, and how supported they felt receiving their 

result. A final question asked if they felt it was ‘acceptable to offer HIV and Hepatitis tests in this 

way’. White box questions allowed participants to air further thoughts about how they felt about 

this screening, or any other general comments. 

Although over 10% of questionnaires were returned, the very small numbers mean no firm 

conclusions can be made. However, it is clear from these results that not all patients realised they 

were participating in a pilot or, more importantly, understood the tests or conditions for which they 

were being screened. About half of the responses indicate that patients felt they needed more 

information and may not have been aware of the potential outcomes of these screens. Some 

patients felt unsupported, expressing fear and feeling alone with their diagnosis. The majority of 

people replying, however, did feel ‘mid-range’ to ‘very’ supported throughout the process and some 

people expressed positive viewpoints about the screening in general. The majority of replies felt it 

was acceptable to offer tests to people in this way.  

These mixed results indicate that there may be insufficient explanation and support for individuals 

being screened and receiving positive results through this screening. There is a risk that patients’ did 

not completely understand these screening tests, which may  have caused positive results to be 

more unexpected, negatively affecting their wellbeing. This links with findings in the following 

section, where staff members reported that patients may not have always known what tests they 

were having, language barriers were cited as an issue and positive results may have been delivered 

in a relatively unplanned manner by relatively inexperienced staff. These could all contribute to 

some patients feeling anxious and alone with their test results.   
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 A £10 Love2Shop voucher was offered to all participants returning completed feedback forms.  
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7. Costs 

Costs per outcomes are an important consideration in all new health initiatives. This section 

considers the known costs for the implementation and processes of the pilot. Full cost-benefit or 

effectiveness analysis is not feasible for this report, however it is possible to consider the key 

financial outgoings and put this into context using previously calculated data around likely future 

costs of HIV/HBV and HCV to health and society.  

Table 7 shows the known costs and their sources for this pilot. This does not take into account public 

health, CGG or practice staff time and associated costs (e.g. overheads). Training was provided for 

free.  

Table 7 – Cost Calculations 

Source Cost 

Instalments57 £9250.00 

Incentive Payments58 £30,268.00 

Laboratory Payments59 £7759.06 

Promotion £2459.87 

GP Advisor Fee £2182.50 

Total costs £51,919.43 

 

Using the positivity yield above, this is calculated as a total cost of £1059.58 per positive result 

(HIV, HBV or HCV). If calculated separately for the conditions, this amounts to £4719.95 per HIV 

positive, £1730.65 per HBV positive or £6489.93 per HCV positive.  

Note that instalment costs were planned to be reliant on certain requirements60, as outlined in the 

description of the pilot. There is little evidence to suggest that payment hinged on these factors, nor 

that they occurred at all in some practices.   

Costs in Context 

It is estimated that the lifetime treatment costs of HIV are £380,000 per person in healthcare costs 

alone i.e. not taking into account wider costs to individuals and society (Nakagawa et al, 2015). If this 

individual is diagnosed late, these costs are thought to be double in the year of diagnosis, with an 

estimated 50% higher cost per year. Individuals unaware of their diagnosis may also be less likely to 

engage in safer sexual practices, and are thus at increased risk of transmitting the virus to others. 

Earlier diagnosis therefore functions as prevention, with these costs being completely saved to the 

individual, the health system and society.  

                                                           
57

 All but 2 practices received the initial £250 sign up payment. 9 practices went on to earn the second 
instalment of £250 due to achieving ≥ 30% screening at 6 months.   
58

 3748 new patient + 477 non-new patient + 99 screens done at those practices that left the pilot during the 
first 12 months (at 6 and 7 months) at £7/screen 
59

 At £1.75/screen + £17.46 for further testing (PCR) of preliminary positive HIV tests (11). Note this may be an 
under-estimation, as data on false positives of initial HIV tests is not available.  
60

 These included: cascade training to practice team; submit a performance improvement plan if screening 

uptake is lower than 60% at month 3; liaise with the sexual health team over monthly data 
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Liver disease represents a major disease burden in the UK, with estimated treatment costs of £2.1 

billion annually (Williams et al, 2016). The main causes of liver disease in the UK are alcohol, obesity 

and viral hepatitides. Although it is difficult to establish what proportion could be saved if HBV/HVC 

rates were reduced, especially as these risk factors commonly co-exist, the reduction or even 

elimination of HBV and HCV in the UK is recognised as a major public health target with associated 

likely major economic savings (ibid).  
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8. Coding and Caveats with Coding Data 

As part of the monitoring and payment model, data regarding read codes were extracted from 

participating practices on a monthly basis by the LCC public health intelligence team, as outlined in 

the previous section. These codes were embedded in the clinical system templates provided for 

practices, and included the ‘screened’, ‘offered’, ‘declined’  and positive codes. As there are multiple 

read codes used for testing and diagnoses of HBV and HCV, and to a lesser extent, HIV, specific read 

codes for recording screening and positive cases diagnosed through the screening were identified to 

be used for this pilot. This was communicated to PMs via the service specification and was an aspect 

of the data sharing agreement, allowing public health intelligence to only extract data related to 

these specific codes.  

 The screening data analysed in this report relates to the ‘screened’ codes. These codes were linked 

to payment and therefore are likely the most reliable, although it remains possible that some 

patients may have been screened without the correct code documented or vice versa. The declined 

code is also used in this section, when discussing the demographic breakdown of participating 

patients. Practices have used this code slightly differently – ranging from patients ticking ‘no’ on a 

paper registration form, with or without discussion with practice staff, to pregnant patients/patients 

already diagnosed with a condition or patients that have declined after discussion with a clinician. 

Although reasons were documented by practice staff, these unfortunately cannot be extracted for 

analysis. There is therefore some uncertainty around this code, which leads to some uncertainty 

around any conclusions drawn using data from this code. However, it is likely that those patients 

coded as declined have in some form decided not to be screened. Finally, the offered code has not 

been used at all in this report. This has been used too variably by practices, and thus it is felt that no 

useful conclusions can be drawn from this data.  

The use of read codes not specified for this pilot was a key issue especially in relation to recording 

positive cases. During this evaluation, it became clear that many cases diagnosed through this pilot 

had been incorrectly coded i.e. practice staff had not used the correct HBV/HCV/HIV codes specified 

in the template and in the service specification. These cases had therefore not been recorded by 

public health intelligence and not recognised as an outcome. Although through direct contact with 

all PMs during this evaluation some additional positive cases have been confirmed, this required 

significant time and effort. Although some PMs have reported further positive cases, they have not 

been able to be confirmed as practice staff did not keep a record of the individuals diagnosed 

through the screening and have lacked the capacity to search through multiple patient records. 

Without the ability to confirm these diagnoses, they have therefore been omitted from this 

evaluation. This indicates a serious issue with coding leading to incorrect monitoring and recording 

of outcomes.  

If this pilot were to be continued or replicated, issues around coding would require rectifying and 

clarification. Further discussion would be required with general practice colleagues, in order to 

ensure reliable recording of outcomes. It would also be useful to allow recording of reasons for 

declining screening in order to use this data in the programme evaluation, allowing further 

information to be gathered around patient acceptability.  

Finally, ethnicity data is restricted to the data collected in primary care, and is limited to the 

categories and codes used in practice.  
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Qualitative Results  

GP Staff Perspective – Discussions with practices 

Introduction 

The aims of this aspect of the evaluation were as follows: 

 Discuss the successes and barriers of screening with practice staff working in practices 

achieving a range of screening rates 

 Discuss screening with a range of staff members within these practices, gaining insight into 

their perspectives, concerns and thoughts into their role in screening and knowledge around 

the rationale and benefits of screening 

 Consider how patients have responded to screening, from the perspective of practice staff 

 Explore how or whether screening has been normalised amongst staff members and in 

practice processes 

This section will lay out the key themes discussed in these interviews in turn, illustrating these points 

with quotes and thoughts from frontline staff involved in screening. It will consider first how 

problems with communication to and within practices have complicated both the evaluation and the 

pilot itself. It will then go on to consider how new patient registration approach, staff turnover and 

capacity have impacted upon the ability of practices to screen their new patients. It will discuss how 

patients have responded, finally outlining key issues around the management of positive cases 

diagnosed through the screening. This section complements the previous one, by further exploring 

the findings identified by that data.  

Evaluation Process  

 10 practices were purposefully sampled due to differing attributes: 

o High rates of screening (>60% of new patients) – 3 practices  

o Mid rates of screening (25-50% of new patients) – 2 practices  

o Low rates of screening (<5% of new patients) – 4 practices  

o High rates of offered screening (with  concurrent mid/low rates of screening – 10-

15%) – 1 practice  

 

 34 members of staff interviewed across 11 group interviews61 (and a further one 1:1 

telephone interview). This varied from 1-6 people with an average of 3-4 per practice. This 

included overall: 

o 8 PMs 

o 2 GPs 

o 9 reception staff 

o 662 HCAs 

o 7 PNs 

o 1 phlebotomist 
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One practice was visited twice 
62

Note that one member of staff was both a receptionist and a HCA, but has not been double-counted 



 

60 
 

 

 This included 14 members of staff that attended the initial BBV screening training. 

 

 These practices varied in terms of their key attributes: 

o Their size varies from the smallest (<2000) to the third largest practice (almost 

14,000) 

o Their intake of new patients over the past 12 months ranges from the least (<100) to 

into the upper quartile (almost 1000).  

o Estimated HIV prevalence ranged from the highest in Leeds, at potentially over 

double extremely high prevalence (>5 per 1000) to around the cut off of 2 per 1000 

population 

o All but one practice are in areas that are in the most deprived 10% in England, with 

the remaining practice in the most deprived 20% 

o The proportion of young (16-35 year olds) new patients registering ranged from 

approximately 50-70% (one of the lowest and highest practices) 

o The proportion of new patients with ‘BME/White Other’ backgrounds ranges from 

approximately 35% - 95% (one of the lowest, to the highest practice) 

o One included practice diagnosed 67% of the total conditions diagnosed throughout 

the 12 months of the pilot 
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Findings 

This first section considers issues around communication throughout the pilot and the evaluation. It 

outlines the problems encountered in especially the practice with low screening rates, leading to 

only minimal information gathered from these practices and meaning that they feature less in the 

following sections. It will then go on to discuss the findings from the group interviews.  

Engaging and communicating with practices  

A notable point throughout this evaluation was the difficulty contacting practices, especially those 

with low rates of screening. Sexual Health Team contacts for this pilot were (majority) PMs. Where 

PMs had left or been replaced, contacts details were out of date. This is a key finding in itself, 

indicating underdeveloped ongoing communication and monitoring strategies in the implementation 

of the pilot. It is also an important consideration regarding the potential involvement of practices 

with high practice staff turnover, staffing gaps or problems with staff retention at the time of pilot, 

where these practices may have felt the need to prioritise other business continuity aspects over a 

new screening pilot. 

These communication difficulties demonstrate one of the potential problems of operating a pilot at 

this scale with primary care, as even practices with correct contact details also proved difficult to 

contact and engage for this evaluation. Finally, it indicates a potential issue with this pilot being led 

by the Sexual Health Team, who reside in the Local Authority and therefore in a different 

organisation to primary care and the CCGs (i.e. non-NHS). These barriers in communication have 

likely been exacerbated by this separation and by the complexities involved in partnership work 

across these organisations.  This will be discussed further later in this section.  

Practices with low screening rates 

These practices showed very poor knowledge and awareness of the pilot.  

Key findings were: 

 In 2/4 of those included in these interviews, all staff reported no knowledge whatsoever of 

the pilot, with a single aware staff member (PN) from one further practice only being aware 

because of experience working elsewhere during this pilot.  

 3/4 PMs had not heard of the pilot before they were contacted for this evaluation. In these 

practices there had been no dissemination of information or knowledge to staff about the 

pilot. These PMs had not been receiving monthly updates or any other communications. All 

of these PMs had been new to their practices within the past 12 months. This indicates an 

issue both internal to the practice with poor staff handover (affecting issues wider than the 

pilot), and indicates no communication between these PMs with the Sexual Health Team. 

 1 practice reported a complete change to management and non-GP clinical staff, with no 

handover and no trace of information found about the pilot, despite the PM specifically 

investigating this after being contacted regarding the evaluation.   

 Only 2 members of staff of the 6 that attended the training form these practices still worked 

at these practices, with only 1 able to be contacted for discussion about this pilot. One 
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practice with no awareness of the pilot did not send any staff members to training, 

indicating potential issues with implementation from the start.  

Only limited information, therefore, can be included about these low screening practices, apart from 

this lack of communication, a lack of continuity between staff members, and a lack of ongoing 

engagement strategies.  

Communication within practices 

In general, PMs from the other practices reported receiving the monthly updates from the Sexual 

Health Team. It was generally not disseminated to other staff members, other than occasionally to 

‘remind them to do it more’ (PM). This resulted in other staff members not feeling informed or 

knowledgeable around their performance and not benefitting from reminders and updates around 

the pilot, which could have additionally functioned as motivation to continue or increase screening. 

Despite the Sexual Health Team offering additional training and support to underperforming 

practices many practices did not take this up. It is unclear how or whether this message percolated 

through practices, with some HCA/PNs nonetheless reporting an ‘update’ or ‘catch up’ from the 

Sexual Health Team would have been of benefit. In addition, plans set out in the service specification 

where practices would need to submit a performance plans if screening rates were low (see p17) did 

not occur.  

Stronger communication channels and feedback loops to practices and the Sexual Health Team and 

an overview of how this is communicated within practices may have been beneficial to ensure that 

staff members are aware of support and training they were able to receive. This could have also 

avoided issues that prevented screening in practices with low or no screening and/or with high staff 

turnover, as discussed above.  
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New Patient Registration 

The importance of the method of new patient registration is discussed in the previous section, 

where there was found to be a positive association between face-to-face new patient checks at 

registration and practice screening rates.   

Type of new patient registration differed across the practices included in the interviews, with the 

following findings: 

 3/3 of the high screening practices visited had face-to-face new patient checks into which 

screening was incorporated 

 1/4 low screening and 1/2 mid screening practices also offered face-to-face new patient checks – 

in total 2/7 of the remaining practices 

 The practices that do not have face-to-face appointments ranged in how (or whether) they 

integrated screening into their registration process. Two visited practices incorporated a 

question around screening into their paper forms.  

 No interviewed practice had implemented a new patient check or changed their core new 

patient registration for this pilot, despite an incentive in situ in order to promote potential 

operational changes to this process, and some a PM mentioning this as a possibility upon 

reflection in a group interview (despite it being at the end of the pilot, and thus ‘too late’) 

 No practice interviewed had capacity to offer an appointment on the day of registration, 

circumstances that are likely replicated across the city. 

Aside from the link with face-to-face health checks, there were other important factors in the 

registration process associated with achieving good screening rates, which will be outlined below.  

‘Opt out’ Approach 

From the outset, this pilot aimed to ‘offer… tests as ‘opt out’’ (Service Specification, 2015, p2) 

recognising that an important aspect of the desired normalisation and ‘universal’ screening (i.e. not 

targeted further than GP practice location) may be to present the blood tests as routine63 unless 

specifically declined (see for example Montoy et al, 2016). There is a pattern between higher 

screening rates and implementation of ‘opt out’ screening in the participating practices.  

 The three high screening practices presented their new patient health checks as a 

necessary64 part of patient registration and subsequent screening as ‘opt out’. Language 

and approach used was cited as an important aspect by practice staff: 

 

‘if they don’t see us they aren’t registered [within appropriate 

caveats/exclusions]’ (HCA) 

 ‘It depends how it is explained, if it is explained as a routine screen 

for everybody - that seems to have helped’ (PM) 
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 Within eligibility criteria 
64

 Note that no practice enforced a mandatory new patient check as certain exclusions must exist, however, 
these practices presented their new health checks as practice policy as opposed to optional.  
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‘I’ve never said they can’t to be honest! I’ve just said ‘that is what we 

do [for new patients] now’ (Receptionist) 

‘[patients] accept it, but then again, it’s how we portray it, - it’s 

normal’ (PN) 

 The mid screening practice providing face-to-face new patient checks displayed a differing 

approach, however. They reported that patients are offered a new patient check at 

registration and ‘we try to encourage them to take it up’ (Reception/administrator)65. 

Further, in addition to this key difference in approach to these checks, staff stated of BBV 

screening: 

 

‘All new patients are asked whether they would like this test done’; 

‘it’s down to that individual’ (HCA) 

Further mid/low screen practices outlined: 

‘now as part of our new patient registration package [paper] we put the 

HIV leaflet in, so that patients have that choice’ (PM) 

‘we do ask every patient. It is clear they are able to have it. But it hasn’t 

been like ‘opt out’ – more the option has been there’ (Head Receptionist) 

 Finally, two practices incorporated a question about screening on their paper registration forms, 

used in lieu of a health check. The terminology used reveals how these practices approached 

screening. Both were small features on the end/bottom of forms, with one stating: 

‘We routinely offer screening for HIV/Hep B/Hep C. Please indicate if you 

would like this screening / Yes □ No □’ 

 And the other: 

‘We offer all our newly registered patients screening for blood born 

viruses. In this practice it is normal for us to offer screening for HIV and 

also Hepatitis B & C for all new patients. / Please ask the receptionist for 

an appointment for the screening’ [bold in original]  

Both of these practices achieved mid/mid-low rates of screening. Although both of these offers do 

mention that the screening is ‘routine’, neither present an ‘opt out’ scenario.  
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 Note that this offer was also temporarily redacted due to an influx of new patients due to closure of two 
nearby practices. During this time, only patients with long-term conditions were offered new patient checks. 
Note however that this was towards the end of the pilot, thus likely only minimally affecting pilot outcomes.  
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Staff Confidence offering screening 

Staff training, confidence and the level of stigma staff assume to be associated with these tests all 

contribute towards how the screen is offered, discussed and presented by staff members, whether 

this is clinical staff at the new patient check, or reception staff explaining screening to those 

registering at the reception desk. In general, clinical staff reported fair levels of confidence and 

competence in offering and discussing screening.  

 One PN in a high screening practice stated of clinical staff confidence:  

‘it’s how you come across with it, if you are [whispering and unsure] ‘oh 

I’ve got to this blood test and it’s for Hepatitis/HIV are you OK with that’ 

– No. You don’t say that. You say ‘we’re going to do this blood test as 

part of your new patient health check. It’s all how you come across’…. 

(PN) 

 However, in a low screening practice, a further PN felt: 

 

‘the barriers actually were from colleagues that felt a little bit awkward 

asking…they feel it’s not something they want to discuss with someone. 

The barrier has been the colleagues, not the patients’ (PN) 

This indicates that clinical staff training and confidence remains an important consideration.  

Reception Staff involvement  

In contrast to this, patients registering in practices that do not have face-to-face new patient checks 

necessarily were offered their screen by reception staff – a situation that generated different issues 

around confidence, time, space and training.   

In the 3 high screening practices, only 1 practice decided to include reception in their screen offer. 

This was possible due to the patient’s subsequent clinical appointment. Practice staff mention of 

the reasons behind these decisions: 

‘we don’t say anything on the reception desk...Because obviously there 

are other people waiting in the waiting area, so that’s always left to 

when they come for new patient screening…we made the conscious 

decision not to plug it on the reception desk’ (PM) 

In those practices that do not offer face-to-face checks, and thus rely on reception staff to discuss 

and book in appointments specifically for screening, a perception that reception staff should not 

mention these screening tests within hearing of other patients was heightened. There was an 

assumption that discussing these tests would stigmatise patients and there was a subsequent 

reluctance to discuss this in an open reception. The following was reported from 3 mid screening 

practices66: 
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 Note that one of these practices did offer face-to-face registration, however this was on a non-mandatory 
(although encouraged) basis and thus offering and discussing screens still fell on reception staff 
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‘as soon as you say HIV or Hepatitis, reception start whispering, because we 

are trying to be confidential, and then patients whisper back, and then 

already a stigma is attached to it’ (Reception Staff) 

‘I think people have this [issue] around the whole thing, where they don’t 

understand what it is, why we are testing them and think that you are 

making assumptions of their lifestyle…I don’t feel comfortable going into 

detail…’ (Reception Staff) 

 ‘confidentiality is a major issue’ (Reception/administrator) 

‘That’s why I don’t feel comfortable going into detail with a certain age 

range because I don’t want them to think we’re being a certain way by 

asking them if they want that kind of screening.’ (Reception Staff) 67 

‘receptionists were feeling uncomfortable asking…[they] were like, ah, I 

can’t ask that question’ (PM) 

‘I lower my voice. I feel a bit nervous asking that question….you don’t want 

the whole reception to know what test you are booking them in for, 

especially if someone there [in reception area] knows that patient’ 

(Reception Staff) 

 

‘It shouldn’t be left up to the frontline staff. It’s unfair. It should be left up to 

clinical staff in private rooms’ (PM) 

There was a reluctance to say the term HIV especially, with reception staff frequently attempting to 

avoid it completely: 

‘[it] seems quite sensitive…to be saying HIV [in reception]’ 

(Reception/administrator) 

‘I just say it’s a blood test.…I don’t say [the conditions] unless they 

specifically ask, no’ (Reception Staff) 

 ‘people leave the leaflet behind, I think because it says HIV in big letters 

on the front…some reception staff avoid saying HIV...’ (Reception Staff) 

Further, these concerns seemed to be mostly isolated to reception staff.  It was reported that once 

patients were in a room with a clinical member of staff, discussions felt easier and staff felt patients 

were more likely to feel happy to consent to be screened. Declines at reception were thought to be 

the key barrier to getting to this point:  

‘I usually get it done even if they have declined previously – I explain and 

encourage them to have it and people say ‘oh, alright then’…not many 

refuse once they are here’ (PN) 
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 Note this point made by a receptionist, where age was thought to affect how screening was discussed. This 
links back to the demographic considerations in the previous section.  
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‘I’ve never had anyone decline. With me they are quite willing to take it’ 

(PN) 

‘I think they sometimes just see a uniform and think, ah well, OK’ (HCA) 

‘it’s not like that [awkward or difficult] at all when they are in the room. 

Conversation is very open. Every patient has been fine’ (PM) 

The comments above illustrate reception staff concerns about how patients may feel and respond 

and highlight staff hesitancy to bring up HIV/Hepatitis away from clinical areas, little evidence to 

indicate that patients feel similarly (see also below for a discussion on patient responses). It could 

be that, alongside being potentially due to more open reception areas, this hesitancy of reception 

staff may be the root of some patients declining or feeling uncomfortable, as this was not 

replicated with clinical staff. This ‘assumed stigma’ or an assumption that patients may feel 

uncomfortable or upset is likely linked to whether this pilot was truly implemented as ‘opt out’. An 

‘opt out’ process and subsequent normalisation and universalisation of screening may have 

attenuated some of these staff concerns and concurrently reassured patients of the rationale of 

offering screens. Staff concerns are also likely linked to a potential lack of experience and training in 

this staff group.  

Training around offering screening   

An aspect of the official training focussed on how to offer screens to patients, and how to answer 

questions patients may have. In concurrence with the findings from the training session 

questionnaires (see previous section), those interviewed that had attended training unanimously 

agreed it was helpful. However, three further points arose:  

 Only under half (14/34) of those interviewed had attended the training, with many practices 

reporting all trained members had left the practice. This raises an important point about how 

to maintain levels of training and knowledge, recognising the issue of staff turnover.  

 Only 1 member of reception staff interviewed had received any training, which was part of an 

additional practice-level training session68. None had attended the official BBV screening 

training. Note that across all practices in the pilot, only 1 member of reception attended the 

official training 

 Those that did not attend training frequently mentioned they would have benefitted from this. 

This was especially apparent for reception staff:  

‘the training seemed to be for [clinical] professionals, and not for admin 

– I think more specific training was needed for them…they are the first 

port of call for patients’ (PM) 

‘I would have found it helpful to have had something specific for 

reception staff…reception was not involved enough and not from the 

beginning. It might then have been more normalised in reception and the 

spread to patients. I feel like reception staff have been thinking there is 
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 Further to the TARGET sessions, further 1:1 training with staff was requested by 2 practices.  
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still the stigma…it missed out key members of staff from the beginning’ 

(Head Receptionist) 

‘it would have helped the frontline. Because it is quite hard….frontline 

often miss out, whereas they are the people that first deal with the 

patients’ (PM) 

 ‘people ask complicated questions and ‘urban myths’, but [we] cannot 

dispel them – it has been obvious when we don’t know the answers’ 

(Reception Staff) 

Counter-narratives were also heard, where reception staff did not feel further training would have 

been necessary or desirable to assist them in asking the questions, but interestingly these co-

existed with practices that took ‘opt in’ approaches and had correspondingly low uptake: 

‘I think, to be honest, I’m fine with it [asking], because I don’t think 

there is anything else we can do. I just think it is whoever comes to us’ 

(Reception Staff) 

‘it’s either one way or another. They either say yes or no [when 

offered]’ (Reception Staff) 

‘we show them the leaflet and say we can book them in if they want. 

It’s OK’ (Reception Staff) 

Some PMs additionally offered their advice about how they feel training for reception staff could be 

improved: 

‘I think training for the front-line [reception] should have been a 

scenario-type training, rather than just discuss stuff. I really think it 

needed to be…role-play, with different scenarios. It’s hard when the 

first time you experience something it is with a patient in front of 

you…’ (PM) 

‘I think training is much better if it is from an external expert [i.e. 

public health or sexual health staff, as opposed to in-house by 

colleagues]. It is important to be able to ask questions’ (PM) 

This latter point is interesting, as practices attending the official training were encouraged to send as 

many staff members involved in patient registration (including reception staff) with information 

designed to be cascaded within practices by those staff that attended.  However, this PM feels this 

would not be sufficient. In addition, this did not occur in the practices interviewed. This links with 

issues around ensuring communication within practices discussed previously, and is additionally 

discussed further below under training in ‘normalisation of screening’.  
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Staff Capacity and Turnover 

Staff capacity and turnover are keys issues in primary care. Problems and deficits in management 

and/or clinical staffing are well recognised to impact on service provision. This has similarly been the 

case in this pilot. There was a clear pattern where low screening practices had multiple issues with 

both capacity and turnover and high screening practices reporting little or no problems over the 12 

months.  

The key issues in practices not contributing to screening (i.e. screening <5% of their new patient 

population) were related to staff turnover and lack of continuity of management staff especially, no 

handover, perceived lack of support from GP partners or management, practice manager instability 

(with one practice reporting 4 PMs over the 12 months, with poor handover and gaps between 

positions) and multiple locum clinical staff members. In contrast, those practices achieving high rates 

all reported a stable staff base, with little staff turnover or use of locum staff, and no significant 

changes to management.  

In general, however, clinical staff capacity, gaps or turnover were not cited to be a key barrier for 

implementation. The practices other than the low screening practices reported sufficient 

phlebotomy resource and clinical staff members that were able and willing to screen patients. There 

was, however, some variation in staffing capacity allowed for screening:  

 Those practices that did not offer face-to-face new patient health checks reported this to be 

because of removal of payments for this service and it therefore no longer being financially 

viable. This is directly related to their staff time and capacity. Therefore although these practices 

did not feel staff capacity was a major barrier to screening, it did affect their ability to provide 

patient checks, thus also likely affecting their screening rates. In other words, in these practices 

staff capacity did indirectly affect screening rates.  

 

 Practices varied in whether they provided additional time to HCA/PN undertaking new patient 

checks with screens. This varied from not adding any time to 10-20 minute appointments to 

those that gave staff longer appointments (e.g. moving from 10 to 20 minute appointments). 

Neither method prompted criticism or complaint from clinical nor management staff.  

 

 Those practices that gave additional appointments solely for screening, i.e. those without face-

to-face new patient checks, also felt this did not significantly negatively impact on their time 

and capacity. However, it is worth noting that these practices frequently also did not generate 

large numbers of individuals booking to be screened, and thus this impact was less. It therefore 

may have been a different case had these practices been screening more, which would need to 

be taken into account should this occur. The cause of low screening rates was not deemed by 

practices to be due to issues around staff capacity.  

 

 The duration between registration and appointment, whether for health check and/or 

screening may have an effect on DNA rates. The gap in this sub-sample range from ‘normally 

within a week’ (Reception Staff) to ’normally within 48 hours’ (HCA). Although there is 

insufficient information to conclude whether this impacts on DNA rates, the practice that 

reported short waits was not a high screening practice.  
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 There were also issues with blood samples not being able to be taken in practices after a 

certain time in the day, cited by these practices to be 3 or 4pm, when the couriers do their final 

pick up to take samples to the LTHT laboratory. This impacts on clinics that run later than this, 

especially evening clinics. Clinical staff stated that they feel this is an opportunity for patients 

to DNA, or not book a further appointment solely for the screening.  

 

 Reception staff capacity, however, was mentioned as a potential issue. This was often linked 

with a perception that reception staff would need to answer lengthy questions and manage 

patient concerns: 

 

‘[reception staff] just don’t have the time to explain anything on the 

front desk – there is often a long queue…we do try, we just don’t have 

the time’ (Reception/Administrator) 

 

‘we haven’t got the staff on reception to explain to the patient about 

this…’ (PM) 

This links back to reception staff confidence, knowledge and whether an ‘opt out’ approach was 

implemented. If all patients were required to return and have an opportunity to discuss with clinical 

staff, this could have reduced queries or concerns at reception.  
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‘Normalisation’ of BBV screening in primary care  

A key objective of this pilot was to ‘to normalise HIV/BBV screening within the primary care 

environment’ (Service Specification, 2015, p4). There are two aspects of this. The first is whether it 

has been ‘normalised’ amongst patients and the public. This will be discussed further below. 

Secondly of importance, however, is how this pilot has been received, understood and accepted (or 

not) into the normal processes of primary care. This relates to issues of confidence and training 

mentioned above, but also to staff perceptions of the benefits of this pilot, their awareness of the 

rationale and HIV/Hepatitis prevalence and risks, and of how screening has fit into their day-to-day 

routines.  

 

General comments about the screening were good:  

 

‘I think it’s been a brilliant pilot’ (PM) 

 

‘I think it’s a good thing to do’ (HCA) 

 

‘It is a shame it is being pulled’ (Reception/Administrator) 

 

‘it is in the best interest of my patients’ (GP) 

 

‘it’s the right thing to do’ (PN) 

Some staff members specifically expressed their perception of need and importance of screening in 

primary care: 

‘it’s like screening for diabetes and whatever. It’s a part of what you 

can find out [about patients] and that is an important part of 

controlling it. Especially as we know there is help available’ (PN) 

‘..it is good that we have done the pilot… because otherwise they’d 

still be walking around not knowing...’ (HCA) 

‘it is beneficial for our patients, to pick them up early’ (PN) 

Finally, others expressed positive feedback about the partnership working involved in training and 

implementation of this pilot in their practice: 

‘for once everybody is banded together’ (PM) 

Awareness and Knowledge 

There was majority poor knowledge about BBV prevalence, both in their local areas and in Leeds 

more generally. Those practices with low to no screening rates had poor knowledge of both 

prevalence and risks and of the pilot process. However, overall only 1 or 2 individuals in all interviews 

expressed fair knowledge around this. The majority of responses expressed poor awareness: 

‘shocking. [The data] really really surprises me’ (HCA) 
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‘there is some more learning around that [HIV and Hepatitis 

prevalence and increasing diagnosis] (GP) 

 ‘I have just never thought about it, I suppose...’ (PN) 

‘I kind of thought it was more of a London problem…’ (HCA) 

This also applied to members of staff that had attended the official training. 

General consensus, however, was that simply participation in the pilot did increase awareness and 

knowledge of HIV and Hepatitis: 

‘heck yeah, this pilot has been very good at raising awareness and 

knowledge about these conditions. It’s been a learning curve’ (PM) 

The majority of practice staff did not realise that this was a short-term, externally funded pilot. This 

could be interpreted two-fold: 

 A lack of knowledge of external funding and pilot duration, incentive/payment and targets 

indicates a poor dissemination of information and thus indicates poor communication more 

generally. 

 This lack of awareness, however, has in some places meant it was incorporated by new staff 

as the ‘norm’ and therefore approached as a normal part of their job. As in this high 

performing practice: 

‘I didn’t even know it was ever not done, to be honest. When I started 

I was just told that’s what we do. I didn’t even know how long it had 

been going on or anything’ (Reception Staff) 

Training 

Alongside about offering screening, as discussed above, training covered knowledge of BBV 

prevalence, especially in Leeds. As aforementioned, general feedback was good. Taking into account, 

however, the still relatively poor knowledge around the conditions and local prevalence and thus 

local risks, there are some key points that arose around further training needs: 

 ‘I went to the training but I wasn’t clear what to do next. It would 

have been helpful to know what I should take back to the surgery. 

Especially as we have been between practice managers and have not 

felt supported’ (HCA/Reception Staff) 

‘it was really useful but, well, like with other things, an…update would 

have been helpful’ (PN) 

‘I did try to organise something [for other staff members]. I really 

wanted the other staff to hear what I heard at the training’ (PM) 

‘a catch up would have been helpful’ (HCA) 
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‘someone could have...reviewed how staff were doing. Maybe after 6 

months or something. That would have helped’ (PM) 

Although the training was aimed to be cascaded and repeated in-house in order to achieve wider 

impact, the findings from this evaluation are that this does not seem to have been the case. Staff felt 

an update or additional information to disseminate to other staff would have been beneficial. Some 

staff may have benefitted from more support around implementation of screening, especially those 

with gaps in management staff.  

‘Normalisation’ 

There were mixed findings here. Once again, those practices with low or no screening had achieved 

no normalisation of this process. Staff knew very little about the pilot or their practice’s involvement, 

including long-term senior nursing staff. The remaining practices felt there had been some 

integration of screening into their day to day routine.  

The high screening practices reported:  

‘it’s just what we do now’ (Reception Staff) 

‘everybody knows we do it’ (PM) 

‘it seems normal for us to do it now’ (HCA)  

In addition, these practices reported that they were likely to continue with screening, regardless of 

ongoing incentive payment, a very positive indication of normalisation in these practices.  

A mid screening practice staff also report some positive steps towards normalisation:  

‘it was slow to start, but it does now seem to be part of our nature – it 

comes naturally’ (PM)  

But, the high offer, low/mid screen practice reported little ‘normalisation’ – this corresponds with 

the discomfort felt by reception staff outlined above. The perceptions of screening and of HIV and 

HBV/HCV more generally and concerns around stigma and need for ‘privacy’ around being offered 

screening display an ongoing belief amongst staff that these conditions are ‘sensitive’, ‘stigmatising’ 

and highlights an ongoing reticence to discuss this openly with the public: 

‘In the training, we spoke about trying to normalise it, and we did try 

to do that – the posters went up and we did talk about it, but I think it 

is going to take a bit more to truly do that’ (PM) 

This highlights how these conditions and screening for these conditions, remains an issue for some 

staff members. Without ensuring support, training and management of the concerns of these 

members particularly, normalisation is unlikely to occur in these practices. It is therefore a key issue 

that needs to be addressed in order to normalise this process and, through this, increase testing, 

reduce stigma and better support patients and the public.  
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Promotional Materials  

All practices were supplied with leaflets and posters prior to the pilot.  

 Upon visiting practices, only 1 practice had a poster displayed in an open, public area (in a 

toilet).  

 5/10 practices had seen and used the leaflets – 1 high screening practice and all low 

screening practices had not seen them.  

 In general, those that used the leaflets found them useful, bright and a good resource 

 Choice of language was an issue – see below 

 Some staff felt more visible promotional materials would have been beneficial: 

‘there weren’t enough resources. It would have been nice to make it 

more visible – bunting and balloons etc. – more advertising. It adds to 

the question [offering screens] as it is visually obvious. They can see it 

before they are at reception. People do read things. That was missed 

out’ (Head Receptionist) 

‘in terms of raising awareness, if it is displayed everywhere, it might 

make people feel more comfortable, because if [it was clear that] a 

lot of other people were having it too...if it is more accessible in that 

way, people might be more willing to approach it’ (Reception) 

Costs and Payment  

Upon direct questioning about whether £7 per screen was enough payment, or functioned as an 

incentive, interestingly there were mixed responses. PMs generally felt that it was not sufficient to 

newly implement face-to-face new patient checks, if this was not already provided in their practice. 

Some PMs reported they were not aware, or had forgotten about the incentive and others 

reported it was ‘reasonable’. Another PM reported ‘it probably was [enough] for the negative 

cases’, highlighting the issues around additional capacity needed for managing positives diagnoses. 

The majority of other practice staff reported either that they were unaware, or felt that for them it 

did not function as an incentive to screen more people. This indicates that financial payments per 

screen may not necessarily function as an incentive to increase performance across the board.  
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Patient responses 

Many staff members expressed their concerns about potential stigma or concerns patients may have 

when discussing screening. When specifically questioned about patient responses, however, there 

was less mention of upset, offence or any concerns voiced by patients or the public. Patient 

responses were mostly deemed to be unproblematic, which is in line with previous research on 

acceptability (see for example HPA, 2011). Staff mentioned:  

 ‘patients have been happy to have the screen. They have been happy 

to go ahead’ (HCA) 

 ‘no-one has said it’s a problem. No-one has moaned. They just come 

in and get their bloods done…nobody has said to me, I’m not having 

that done’ (Reception Staff) 

 ‘[patients] have always been like, oh yeah, please go ahead….they 

seem eager to get it done’ (PN) 

 ‘when you explain it, a few patients have even said ‘that’s a good 

idea!’’ (HCA) 

Positive accounts have mostly arisen from clinical staff. It is worth taking into account that this may 

be because they are frequently seeing a sub-section of patients who have already agreed to come in 

for screening. This is especially the case in practices that do not offer face-to-face new patient 

checks. Accounts from reception staff – the same staff that expressed their concern about offering 

screening in reception - express slightly different views: 

‘a few people have look at me and say ‘I don’t need this test done!’…they look 

mortified’ (Reception Staff) 

‘they look at me and go ‘ooh, I haven’t got HIV!’ I try to explain but it’s 

difficult. People don’t read…or take notice. 9 out of 10 forms we get back are 

blank [screening offered on the paper registration form]. They don’t even look 

at it. People here think it doesn’t apply to them’ (Reception Staff) 

‘some patients do seem uncomfortable, but this could be down to reception 

set-up…or a lack of [staff] knowledge and training’ (Head of Reception, by 

email) 

It is difficult to establish whether concerns of staff members and subsequent whispering or hesitancy 

to discuss screening, as outlined above, may have exacerbated negative responses from patients. 

Conversely, negative responses may have generated additional concern amongst staff. This 

demonstrates again the importance of confident and knowledgeable staff, able to reassure patients 

and explain screening appropriately.  

DNAs 

A further recurrent theme was the propensity of patients to book new patient checks/screens if the 

former unavailable, yet subsequently not attend their appointment. It is unclear whether this was 
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more likely for just screens than for health checks, as most practices reported it as a common 

occurrence for both and frequently citing this as a reason for their inability to achieve higher 

screening rates.  

Some practices have attempted to ameliorate this issue using different approaches to remind and 

encourage patients to attend appointments. A PM of a high screening practice chases up all patients 

with outstanding appointments or investigations needed, likely only possible due the small practice 

size. A PM of a second practice (low/mid screen) texted all new registered patients providing mobile 

numbers to ‘remind and encourage’ individuals to take up screening. Although it is difficult to verify 

how successful this was, clinical staff at the practice did mention that some patients had attended 

citing this reason, and this practice do see a small spike in their screening numbers at approximately 

that same point. It may have worth to consider such methods to remind and motivate patients to be 

screened.  

Ensuring patients understand screening 

Ensuring that patients understand which tests they are having, why and possibly outcomes is 

important for multiple reasons. Patients have a right to know and understand. Poor understanding 

of screening may also contribute to feeling unprepared and confused when faced with positive 

results. This relates back to the findings from the patients questionnaires in the previous section, 

where some replies indicated that patients were not aware of what they were being tested for and 

expressed fear and loneliness on receiving their results.  

The reticence of some reception staff to discuss or name the conditions may have contributed to 

this. In addition to this, some responses from clinical staff indicate that patients may never have 

understood which test they were receiving, even when having the test: 

‘quite often they don’t ask, they don’t even know what it is for. I tell them if 

they ask but I don’t have time to go into detail’ and they don’t ask for 

it.’(PN)                

It is important that a balance is struck between implementing a routine-ness to screening and 

ensuring that patients have sufficient information to understand the test and consequently the 

meaning of a potential positive result. There is a risk that patients may respond more negatively to 

results from screening, as they are likely to have neither symptoms, nor have requested testing, 

meaning acceptance of results is potentially even more difficult.  

This is an important consideration of this screening programme and relates both to explanation prior 

to the screen and to managing positive results, discussed below. This is especially important where 

there may be less aftercare than in, for example, antenatal screening where women are necessarily 

seen afterwards for ongoing antenatal care and support.                                                                               

Language 

Language was frequently discussed as a potential barrier for patients, an issue that is not isolated to 

this pilot. Leaflets were provided in 3 languages other than English – Czech, Arabic and Tigrinya. The 

following key points arose: 
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 Many practices acknowledged that language barriers posed an issue for them generally. 

Practices that offered face-to-face checks reported using ‘Google Translate’, ‘Language Line’ 

or family members to assist communication. Although difficult to verify in this sample, the 

latter especially has the potential to pose issues around confidentiality and acceptability for 

patients. Especially as patients in clinical appointments may want to use this time to ask 

further question, or potentially report a pre-existing BBV diagnosis that would exempt them 

from this screening.  

 Many practices reported that the three languages used in the promotional materials were 

not correct for their practice population and felt further research prior to implementation 

would have been helpful to ensure the correct languages were included.  

 Language was specifically mentioned as a key issue in the delivery of positive results. Further 

patient information was felt to have been needed in different languages. Staff reported 

finding this particularly difficult, especially as translation tools or family members were felt to 

be less appropriate in these circumstances. This is likely to have exacerbated the issue of 

patients possibly not fully understanding the initial screen and therefore being unprepared 

for a positive result. This is discussed further below.  
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Delivering positive results 

There were many issues and concerns around the management of the positive diagnoses. These 

cases generated a significant amount of work, considerable anxiety and were felt to have lacked a 

clear pathway or training.  

‘we did not expect it to be this much work [after a positive diagnosis]. 

It has been overwhelming’ (PM) 

‘It has been trial and error’ (PM) 

It’s been a struggle, to be honest! It is not straightforward’ (PM) 

The key areas generating this concern were around junior staff, lack of training, capacity and burden 

on practice time and problems around how to manage patients and their families.  

Staff and training 

Insufficient planning was put in place regarding how and by whom positive results would be 

delivered. This often fell to relatively junior staff, with no training in delivering bad news and no 

previous experience. This resulted in some inappropriate management, where for example a 

patient left without full understanding of their results and required recall for further explanation 

and discussion. In addition, this generated considerable anxiety for these members of staff who felt 

‘unprepared’ and ‘not confident’: 

‘there was lots of anxiety [upon hearing of their first positive result]. 

We were pertified’ (HCA) 

HCAs felt that management of positive cases was missing from the training and felt concerned and 

confused about their lack of understanding of these cases.  

Practice Capacity and Time 

Management of positive cases put a clear significant burden on both clinical and management time 

and capacity. Each case required discussion and at least 30 minutes of clinical staff time to inform 

patient, clarify a plan and take further bloods.  

‘we [PM and HCAs] have to discuss it on a regular basis. We are 

always discussing a case or a family’ (PM) 

Pathways  

The referral methods were outlined in the clinical system templates, however there were the 

following issues regarding pathways: 

 Lack of patient engagement and compliance was a recurring, major issue, generating 

issues and concerns regarding management of a known positive communicable disease, 

where the patient is unwilling or unable to comply.  
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‘patients [have not been] good at following through their end of the 

bargain’ (PM)  

Staff reported difficulties and concerns trying to contact patients, not knowing their ethical 

or practical responsibilities when faced with difficulties in this. 

‘we just never know when to stop!’ (PM).  

These difficulties compounded issues around practice capacity, especially where large 

families required multiple appointments but went on to not attend, wasting potential hours 

of clinical staff time.  

 Language and understanding was an issue, as discussed under the previous heading.  

 

 A key theme was around how to manage contacts, partners and families. It was reported 

that primary care have responsibility for this, yet practices lacked protocols around how 

to manage contacting, testing and vaccination of partners and children. Children posed a 

further issue, as they are required to attend hospital to have blood taken and 

responsibility to take children fell back on parents. This frequently did not occur, likely 

relating back to issues of understanding and compliance. There was no clear guidance for 

how or where to refer children with a positive results (at publication of this evaluation, 

there were no children diagnosed through this screening). This represents a risk where 

positive cases, especially in children, are suspected but not confirmed and therefore may 

result in significantly delayed support and treatment. 

 

 Upon diagnosis of HBV/HCV and referral to secondary care, further tests were requested 

to be done in primary care – this could have been pre-empted and been clear from the 

start, as this caused some delay for patient, especially in those patients that were proving 

difficult to follow up.  

 

 There was no evidence that practices obtained advice or signposted patients to support 

services in the third sector. This may represent a missed opportunity, as third sector 

organisations may be able to provide support to both staff members and to patients when 

managing positive diagnoses.  
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CCG Perspective – Discussions with locality managers 

This complementary aspect of the qualitative research involved 3 interviews across the 3 Leeds 

CCGs. This involved two 1:1 interviews with CCG locality managers and the third with both locality 

manager and a further manager in the CCG primary care engagement team. This smaller aspect 

focussed on how they felt this pilot was implemented from a CCG point of view. It discusses their 

perceived lack of involvement and barriers they felt to be an issue for their practices.  

Findings 

CCG Involvement 

All 3 CCG locality managers reported a lack of their team or CCG involvement in the pilot: 

‘I didn’t really feel as involved as I might be in other projects’  

‘I don’t feel we’ve had much contact or involvement with the 

practices around this at all’  

‘[it has been] off the radar as a scheme, for the CCG’  

This was felt to have contributed negatively in the following ways: 

 Poor knowledge of which practices had low screening rates and a lack of opportunity to 

feedback any known issues about these practices. These indicate missed opportunities in not 

utilising CCGs as key umbrella organisations in the city, recognising their local overview and 

extensive knowledge about their practices. 

For example, as highlighted above, little or no communication and engagement with new staff or 

recognition of gaps in staffing were major contributors to the lack of awareness and knowledge 

about the pilot in those practices with little or no screening. This could have been rectified 

utilising CCG knowledge and contacts. There was insufficient linkage with this resource, which 

could have potentially completely avoided this problem: 

 ‘[that happened] because we didn’t own it. Our primary care team…go 

on a quarterly basis to…practices [to] talk through issues. Therefore 

when things are owned, we flag them up and ask if they need additional 

support and bring this back to the [internal CCG] public health team…we 

knew about that churn [in practice staff]’  

‘it is difficult to feed in any primary care perspective when we weren’t 

directly involved with working with [the Sexual Health Team] in working 

on it’  

‘normally we flag things up in a proactive way, but we haven’t really done 

this, we’ve just left it to get on separately’  

 Although locality managers were present on the steering group, the pilot was reported to have 

not further discussed within the CCG, missing an opportunity to raise awareness in the CCG 

about BBV prevalence and burden, which could have developed interest in future projects. Poor 



 

81 
 

awareness could also negatively impact on screening sustainability, if CCG teams are unaware 

and unengaged. 

‘it is not a project we have discussed…it felt like a small-scale project’  

‘there was no ownership. If I asked my colleagues about any detail, I don’t 

think they would know’  

‘We have no put anything in any reports. It’s not something that has been 

discussed ‘  

‘HIV was seen as a city thing. It hasn’t necessarily been recognised that 

it’s actually a high predominance of [our CCG] areas’  

 Insufficient partnership work with the CCG and locality teams also potentially led to this pilot 

functioning separately, poorly integrated with other CCG programmes and projects.  

‘the joining with other CCG work wasn’t as there as it could have been’  

‘it has pushed us out of the conversation a little. [For example] there were 

no joint visits, which would have been helpful’  

‘for example…we do ‘celebrating success in primary care’ which has not 

been linked [to screening] either’  

 Locality teams felt they were not sufficiently included in the monitoring and feedback process 

Pilot Implementation 

It was felt that CCG involvement from the start may have led to more tailored and robust 

implementation across practices. All 3 managers felt there were some potential issues with how the 

pilot was implemented at practice level.  

These concerns included: 

 One manager expressed some confusion and poor communication initially and felt she and 

her team could have usefully contributed to implementation across their CCG. This could 

have additionally assisted with engaging the CCG from the start. 

‘it would have been helpful if [the pilot team] had come to us and said 

– this is what we want to do, what is the best way, is there anything 

we should know about [your CCG area]’.  

 Another felt that due to the variability between practices, with each operating differently, it 

would have been helpful to have a more tailored approach to implementation. Local and 

individual knowledge about practices held by CCG locality staff could have usefully been 

employed to assist with this process:  
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‘some...prep would have been important – going to practices and 

asking how it could work for them. But the pilot was ‘a given’…that 

practices could sign up to [or not]’  

 

 It was felt that the choice of practice using LSOA prevalence data meant that some 

practices very close to each other were not both included, despite seemingly catering to a 

similar population. This meant that there were some queries around whether this was 

practical for some practices, especially as some may have had pre-existing links that could 

have assisted with implementation and delivery. Suggestions were that local information 

from CCGs would have been helpful to ensure that practices were chosen in a way that 

understood alliances, connections and collaborations. 

 

 Although not isolated to this pilot, interviewees all expressed concerns around primary care 

workload and prioritisation. They felt this needed to be recognised, explained and 

discussed with GP practices. Explicit and clear planning around managing additional 

workload needed to be clear from the start, instead of added as ‘an extra on top of 

everything else’ or ‘an extra 10 or 20 things being added …and so it just doesn’t end up 

happening’.  

These discussions with CCG locality managers outline clear points that should be taken into account 

when considering implementation of similar projects. They highlight opportunities for partnership 

and collaborative work that are likely to have mutual benefits to knowledge and cross-city working, 

in addition to the potential to improve screening rates and therefore maximise the impact of 

programmes such as this pilot.    
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Conclusion 

This evaluation sought to investigate how screening in new patient registration could contribute to 

reducing levels of undiagnosed HIV, HBV and HCV in the city of Leeds. Guidance highlights the 

importance of increasing testing to both improve individual prognoses and decrease transmission to 

others. This evaluation considered whether this pilot achieved these outcomes and how progress 

towards them could have potentially been improved. It therefore sought to answer the following 

questions: 

 How was the pilot implemented? 

 What were the impacts and outcomes? 

 What barriers were there to implementation? 

 Is it a feasible and cost-effective method to achieve its aims and objectives? 

In using a logic model approach, this evaluation considered in turn the inputs and processes put in 

place with the objectives of generating certain outputs and outcomes with the ultimate aim of 

improving health and wellbeing. Referring back to the logic model in figure 3 on page 19, it is clear 

that although all the inputs were in place, barriers to the pilot process, especially around 

implementation in general practice and monitoring and communication led to the projected outputs 

not being met. However, because of a higher positivity rate than expected, the subsequent short-

term outcomes of this pilot were nonetheless partially achieved. A consideration of the cost per 

diagnosis identifies also that, despite low screening rates, this intervention may nonetheless have 

been a cost-effective method of achieving these outcomes.  

This evaluation used mixed methods to establish how these outcomes were achieved and how they 

could have been scaled up to meet the projected outputs. It considered how screening was 

implemented across the participating practices and what key attributes some practices had that may 

have allowed them to screen more patients. It went into depth by speaking to key stakeholders – 

those at the frontline operationalising the pilot, offering screens to patients and experiencing 

patient reactions first-hand. It considered the key impacts of the pilot, both in terms of numbers 

diagnosed but also in terms of patient responses and the presence of support and appropriate 

ongoing care. Finally, it considered the potential influence of organisations across the city and how 

they could have been utilised to improve screening and patient responses to both screening and 

diagnosis. 

In using these methods this evaluation is able to conclude that those practices that successfully 

implemented screening did have some specific attributes. It identified that face-to-face new patient 

health checks are an important vehicle onto which to embed screening, and that practices in higher 

prevalence areas tend to screen more patients. It established too that practices with more deprived 

populations and higher proportions of new patients from BME or non-UK backgrounds also screened 

slightly more of their new patients. Patient demographics did seem to have played a role in whether 

new patients went on to be screened, or not. The relevance of these findings for other similar 

programmes are somewhat unclear, however these results do indicate that screening in primary 

care is likely to have multi-factorial influences relating both to practice and patient population 

attributes.   
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Crucially, this evaluation also identifies some key avoidable barriers to successful screening. These 

focus on the importance of embedding screening into normal processes, on communication to and 

within practices and on the importance of involving all members of staff in training and knowledge-

building exercises. It concludes that staff turnover and ongoing communication and engagement 

strategies able to navigate this turnover were missing. It identifies the potential role for CCGs in 

supporting Local Authority Public Health Teams and the opportunities for partnership work across 

NHS and Local Authority that may have had mutual benefit throughout this pilot. Stronger links 

across the city, including with secondary care and the third sector, may finally have improved patient 

experiences, with the findings pointing to insufficient support for staff and patients throughout the 

diagnostic process – a key aspect of any screening initiative.  

Taking these findings into account, this evaluation is therefore able to make recommendations that 

consider the role of organisations across the system. These recommendations are applicable to both 

members of staff working at operational practice level and to individuals with city-wide strategic 

overviews. They take into account the entire pathway and consider how both staff and patients have 

responded and how they may be better supported throughout this process. This evaluation both 

highlights and recommends steps to reduce these key avoidable barriers to successful screening with 

a view that BBV screening at new patient registration has the potential to significantly positively 

impact on undiagnosed BBV rates. This could translate to significantly improved outcomes for 

individuals and their communities and, in doing so, has the potential to reduce inequalities and 

improve health and wellbeing overall.  
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Recommendations 

This report concludes that BBV screening in new patient registration is feasible and has the potential 

for significant positive health impacts for communities with high HIV prevalence. Taking a city-wide 

approach, these recommendations highlight achievable steps that could improve screening rates, 

outcomes and acceptability to staff and patients alike. These recommendations have been grouped 

into three headings and include both operational steps for those working in primary care, and 

strategic points for those working across an area or city.  

Logistics – Planning and Communication 

6. Ensure each practice has tailored and documented implementation and continuity plans 

developed in collaboration with practice staff and in place prior to the pilot start date. 

7. Develop robust communication strategies both to and within practices, ensuring regular updates 

and a feedback loop mechanism. 

8. Where possible, embed screening into face-to-face new patient registration appointments with 

clinical staff, but recognise it is not the only factor required to maximise screening. 

9. Allow a longer duration in order to embed screening into normal processes and to be able to 

assess its full potential. 

10. Use traditional methods of health promotion and awareness raising to support practices, 

ensuring that these are available in the appropriate languages for the participating patient 

populations and taking into account change in these populations. 

Workforce 

6. Ensuring that reception staff are trained, confident and knowledgeable of screening and 

HIV/HBV/HCV is a vital step in successful implementation and normalisation of screening. 

7. Ensure staff understand the balance between the importance of offering screening as ‘opt out’, 

yet ensuring patients have sufficient information to make an informed decision and are 

prepared for potential positive results. 

8. Advise staff of the benefits of universal screening, where screening can be presented to patients 

as routine and ‘normal’.   

9. Plan for staff turnover and further training needs. Consider, for example, a new staff starter pack 

10. Recognise how a lack of confidence and concerns of staff may project onto patients, 

exacerbating potential stigma and subsequent negative responses to screening. 

Partnerships 

5. Take into account how the organisational boundaries of the Local Authority and the NHS impacts 

on planning, implementation, communication, monitoring and managing problems as they arise. 

6. Recognise the mutual benefit that could arise from co-working with CCGs, utilising CCG links and 

relationships with primary care and sharing knowledge and awareness about local prevalence, 

risks and the importance of prevention.  

7. Harness the opportunity for cross-sector collaboration, utilising third sector services and 

specialist knowledge, working with primary care and in partnership with Local Authorities and 

CCGs. Recognise the potential this presents for improvements to patient access and support.  

8. Develop a pathway for managing positive cases with secondary care, explicitly planning for the 

management of non-attendance and incorporating family and contacts of those diagnosed.  
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Appendix 

Patient communication was developed by BHA Skyline using an iterative approach involving user 

group discussions. Actual leaflets were size A5. Each page shows front and back pages of the leaflets.  
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Arabic: 
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Czech: 
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Tigrinya: 

 

 


