
 

 
 

Appendix 1 
 

Health Committee – 15 June 2016 
 

Transcript of Item 11 – HIV Prevention in London 
 

Dr Onkar Sahota AM (Chair): That brings us to the discussion on HIV prevention in London. 

 

Can I please welcome our guests this morning?  We have Julie Billett, HIV Prevention Lead at the 

Association of Directors of Public Health; Ian Green, Chief Executive Officer of the Terrence Higgins Trust 

(THT); Parminder Sekhon, Executive Director of Programmes, Naz Project London; and Monty Moncrieff, 

Chief Executive of London Friend. 

 

Just to start off and set the scene for what is happening in London, let us start off with you, Julie.  Please 

could you give me an overview of the HIV situation in London?  What particular groups are most affected?  

How does the situation vary across the different boroughs in London?  Could you just the set the scene for us, 

please? 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  Thanks, Chair.  I am 

delighted that the Committee is looking at this issue because HIV is a really important public health issue for 

London.  We have very high rates of HIV when we look at London compared to the rest of the United Kingdom 

(UK) and actually we can argue that London is the centre of the UK epidemic, essentially, with over half of the 

diagnosed cases of HIV in the capital.  We have about 41,000 people living with diagnosed and undiagnosed 

HIV in London and last year we saw just over 2,500 new diagnoses in London residents.  Clearly, it is an 

ongoing issue. 

 

Whilst we are seeing an overall decline in new diagnoses, most notably and recently the data is pointing to an 

increase in diagnoses in men who have sex with men (MSM).  That is a particular group that I am sure we will 

go on to talk about in much of the discussion.  The two key population groups that are most at risk of HIV in 

the capital are MSM and people from black African communities.  That is not exclusively the case and there are 

other groups of course who are at risk, but they are the two prime risk groups amongst whom HIV risk is 

highest.  If we look at new diagnoses, last year in London two-thirds of those were among MSM and about 

one-third were heterosexual, of which about 60% were black African-born residents of London. 

 

Therefore, the picture is of a significant burden and a growing burden in terms of growing prevalence.  Part of 

that growing prevalence is around an ongoing number of new cases arising in the population but also, as 

treatment improves, life expectancy is now near-normal for people with a diagnosis of HIV and we are seeing 

that burden and that prevalence of HIV in the population growing with important implications for HIV 

prevention and the risk of onward transmission. 

 

What other key points would I like to note at this point?  Key features of HIV prevention and HIV in the capital 

are about the significant numbers who remain undiagnosed.  That is a really important point in terms of those 

people not being aware of their diagnosis and not accessing effective treatment, which we know improves their 

health outcomes and life expectancy, and also in terms of them being at increased risk of onward transmission 

of their infection to others.  We know in terms of late diagnosis that we are seeing heterosexuals being more 

likely to be diagnosed late than MSM. 
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It is also important to note in terms of that pattern across London that although there is variation between 

boroughs; with boroughs like Lambeth and Southwark having amongst the highest prevalence and incidence of 

HIV compared to other boroughs.  If you look at what we would term in public health “high prevalence rates” 

and “high prevalence boroughs” - so a diagnosis rate of 2 per 1,000 - all London boroughs with the exception 

of Haringey would fall into that category.  Therefore, although there is that variation in the spread of 

prevalence, pretty much all London boroughs would count as being “high prevalence boroughs”.  It is a really 

important public health issue for London and for Londoners. 

 

I do not know whether you want me to leave it there and you ask some further questions or whether other 

colleagues want to add to that very high-level overview of HIV epidemiology. 

 

Dr Onkar Sahota AM (Chair):  One of my colleagues will pick up on the issue of diagnoses and late 

diagnoses, but just talk about what the situation across London is and the variation across London. 

 

Ian Green (Chief Executive Officer, THT):  Chair, just to add in terms of some of the groups that are most 

at risk, MSM and black Africans clearly are the two groups, but there are other pockets of demographics where 

there are particular needs.  Transwomen, for example, have a particularly high prevalence and also there are 

challenges about accessing treatment, testing and services.  I just wanted to add that into the mix.  Monty 

might want to say something about chemsex and some of the challenges there. 

 

Monty Moncrieff (Chief Executive, London Friend):  My organisation works to improve the health and 

wellbeing of lesbian, gay, bisexual and transgender (LGBT) people.  One of our services is called Antidote: it is 

an LGBT drug and alcohol service.  For us, the focus of our HIV prevention work is very much in connection 

with MSM where there is an additional risk from drug or alcohol use. 

 

We have seen a pattern of behaviours emerge - over the past six or seven years we have been observing them - 

which has been termed “chemsex”.  It is the sexual use of particular drugs.  The pattern there is that we are 

seeing MSM having sex in what are being termed “sex parties”, groups of three or more men, carried out over 

the course generally of a weekend, and they are characterised by the use of three drugs in particular.  We are 

also seeing high levels of injecting drug use, which is a distinct and different set of the injecting drug 

population that might be associated with HIV transmission through that route.  I can elaborate more on the 

chemsex issue as we go through. 

 

Dr Onkar Sahota AM (Chair):  Have we seen any changes in the trends over the last ten years, for example?  

What has happened over the last ten years, comparing now to how it was before ten years ago, in the 

prevalence rate or the incidence?  Has anything been noted in the last ten years? 

 

Ian Green (Chief Executive Officer, THT):  It has plateaued, I would say.  There has not been any 

substantial reduction, despite a huge amount of HIV prevention activity.  It is about making sure that we are 

thinking about the prevention activity that takes place and thinking through what other strategies might be 

put in place to encourage people to think through what they might do to prevent the spread of HIV.  

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  There are some positive 

things that we should also point to.  The estimated proportion of people who are living with undiagnosed HIV 

has decreased over time.  We are now looking at an estimated 12% of people living with HIV being 

undiagnosed, whereas a few years ago we were up at 20% or so.  That focus on increased testing and 

accessibility of testing has made some inroads into reducing the proportion that was undiagnosed.  However, 
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clearly, we need to go much further because being diagnosed and being on effective treatment is the key to 

reducing further spread. 

 

Shaun Bailey AM (Deputy Chair):  I just wanted to ask Mr Moncrieff about this use of drugs.  Are you 

suggesting that it is a separate group of people who are not what we would term “drug users” involved in this 

chemsex? 

 

Monty Moncrieff (Chief Executive, London Friend):  It is different from what we think of as traditional 

problematic drug users, which is the main client group of traditional drug and alcohol services.  They would be 

tending to be heroin and crack [cocaine] users.  Within this group, we are seeing a different pattern of drug 

use.  It is drugs that we would have more traditionally termed “recreational” drugs. 

 

However, when we think about how things have changed, about six or seven years ago we saw a very distinct 

change in the types of drugs being used by gay and bisexual men.  We have three drugs in particular that are 

prevalent now: mephedrone, which was a former legal high that nobody had really seen before about 2008, 

GHB/GBL (gamma hydroxybutyrate/gamma butyrolactone) and crystal methamphetamine.  Although globally 

it is a significant problem, crystal methamphetamine use in this country is almost exclusively limited to a small 

group of gay men. 

 

The change to those types of drugs has brought with it a change in behaviours around sexual engagement.  

The way that men are meeting for sex has changed.  There are a number of smartphone applications that are 

using global positioning system technology to locate people around you and they allow people to filter for the 

kind of person that they want to meet and also the kind of sex they might want to have.  We are seeing them 

being used to find and exchange drugs.  We work with a number of men who say they would never really have 

come into contact with drugs in their social circle, but because they have met a wider group of people through 

the apps, that is how they have been introduced to the chemsex scene.  For some people, that has gone on to 

be problematic. 

 

With those three drugs as well, we are seeing a different level of harm to the drugs that had previously been 

prevalent within the MSM and wider LGBT population.  We are seeing drugs that are causing physical 

dependence like GHB/GBL.  We are seeing an injecting pattern of stimulants like mephedrone and crystal meth 

in a population that traditionally has not injected drugs before.  We are seeing the sexual risk there.  The way 

that people are conducting sex in those sex parties has changed.  Because they are using stimulant drugs, they 

are awake for longer and they are using erectile drugs as well so that they can maintain erection.  Sex is 

happening for a longer period of time and with a number of multiple partners. 

 

We asked our service users how many sexual partners they had had in the past three months before coming 

into the service.  Most people had had between two and ten or between ten and 20 in the past three months, 

but a number had had over 50 in the past three months because of the network of the sex that they are 

having.  Quite a lot of men can be at some of the parties and these can happen over the course of consecutive 

weekends. 

 

As a treatment service working in drugs and alcohol, it has changed again for us.  We have become more 

involved in the HIV prevention work because of the particular and increased risk within the client group that 

we are seeing.  That is a very distinct change for us from certainly a decade ago when those drugs were not 

really featuring in what people were presenting to treatment for. 

 

Shaun Bailey AM:  Thank you.  

Page 3



 

 
 

 

Jennette Arnold OBE AM:  Chair, just to follow on from that, Monty, you might be the right person.  If we 

were looking at the population at large, would you not see chemsex between heterosexuals?  Is that what you 

are saying?  Is chemsex a phenomenon within the LGBT group? 

 

Monty Moncrieff (Chief Executive, London Friend):  Yes, within the MSM group.  We do see drug and 

alcohol use in heterosexual communities, obviously, and it is a risk, particularly alcohol.  We do not want to 

lose focus on the risks that alcohol plays in sexual relationships.  However, the term “chemsex” has been 

coined really to describe this set of behaviours that we are seeing within MSM.  It is a small subpopulation of 

MSM.  We do not have very accurate data on the size of it: it is a subpopulation of a subpopulation, if you like.  

However, what we are seeing is a disproportionate level of harm associated with these particular drugs and the 

behaviours happening with them and so that is the concern.  There is quite a dense sexual network of people 

engaged in sex parties and engaged in chemsex and, therefore, the risk of HIV transmission can be heightened 

in that way. 

 

Jennette Arnold OBE AM:  I was in nursing practice many years ago when we saw the first people with the 

effects and then, clearly, there were tales of it coming out of the San Francisco bathhouses and stuff like that.  

Is this similar to that phenomenon or totally different? 

 

Monty Moncrieff (Chief Executive, London Friend):  It is different.  For us, it has presented a new set of 

challenges.  We are dealing with newer drugs that we know less about.  We are dealing with a different set of 

behaviours.  It seems as though it is also connected with a quite complex set of emotions for the men who are 

developing problems around their use.  Within people who are using chemsex, a number of people are using in 

an informed way and using in a safe way.  Some information about that came out in the chemsex study that 

was commissioned by Lambeth, Southwark and Lewisham.  There are a number of men who are engaged in 

chemsex and the behaviours are an increased risk and are slightly less thought-through, I guess.  It is different 

to what we saw previously.  Our drug and alcohol service, the Antidote service, has been working for 15 years 

and it is a very different set of harms that we are seeing with these particular drugs. 

 

Jennette Arnold OBE AM:  That is what I wanted to clarify: whether we are in now new territory and there is 

no way that we can reference it to past behaviours. 

 

Monty Moncrieff (Chief Executive, London Friend):  Yes. 

 

Jennette Arnold OBE AM:  Thank you for clarifying that. 

 

Ian Green (Chief Executive Officer, THT):  Chair, can I just clarify? 

 

Dr Onkar Sahota AM (Chair):  Ian, yes. 

 

Ian Green (Chief Executive Officer, THT):  The Gay Men’s Sex Survey is just about to be published, which 

we commissioned along with Public Health England (PHE).  There were about 15,500 gay men who completed 

the survey.  That will indicate that 25% of gay men who are HIV positive would have used one of the three 

drugs in the last month.  That gives an indication of the prevalence, particularly amongst a pocket of 

individuals, and that would be the particular prevalence in London. 

 

Dr Onkar Sahota AM (Chair):  Thank you for that, Ian. 
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Shaun Bailey AM (Deputy Chair):  Where was that study focused?  Was it nationwide or London-wide? 

 

Ian Green (Chief Executive Officer, THT):  It is a national survey and 15,500 gay men completed the 

survey.  It will be published next week. 

 

Shaun Bailey AM (Deputy Chair):  Thank you. 

 

Parminder Sekhon (Executive Director of Programmes, Naz Project London):  Chair, sorry, can I just 

make a contribution to the overview in terms of the HIV picture? 

 

Dr Onkar Sahota AM (Chair):  Yes. 

 

Parminder Sekhon (Executive Director of Programmes, Naz Project London):  There are some ethnic 

variations that will be of particular interest to the Committee.  In particular, I want to draw your attention to 

the fact that the epidemic has changed in terms of black and minority ethnic (BAME) communities and, given 

how diverse London is, it is a very pertinent point. 

 

Since the height of the epidemic, say in 2005, we have seen a decline in black African acquisition.  You may be 

aware that black Africans, as Julie [Billett] has rightly identified, is a particular group that has been 

disproportionately affected.  However, even now, [referencing the most recent figures from PHE] from 2014, 

although we have seen a decline, we have to be clear that a lot of that decline can be attributed to tighter 

immigration controls.  Certainly, that is one of the pieces of rationale that PHE has put forward as an 

explanation as to why the diagnosis rates have gone down amongst black Africans, considering that the rate 

for late diagnosis amongst black Africans has remained stubbornly persistent.  Today - or in 2014, - they state 

very clearly that 45.5% of those new 2,671 diagnoses that Julie referred to are within BAME populations. 

 

Shaun Bailey AM (Deputy Chair):  Sorry.  Can you just repeat that for me, please? 

 

Parminder Sekhon (Executive Director of Programmes, Naz Project London):  We had 2,671 new 

diagnoses of HIV in 2014 and 45.5% of those diagnoses were within BAME groups.  It is important to know in 

terms of the overall picture that in London 88.8% of women accessing HIV care are BAME.  It puts into 

perspective some of the ethnic variations there.  Out of the two-thirds of MSM affected with HIV acquisition, 

one-third are non-white.  Perhaps later on in our discussion we will drill down a bit more into what those 

variations mean. 

 

A particular group since 2011 that we might want to discuss or certainly reference is Brazilian MSM, who 

represent the second-largest cohort of HIV acquisition at 6% after white MSM.  There are some really 

interesting ethnic variations that are happening even now and even though we have seen a steady decline 

since 2005. 

 

Dr Onkar Sahota AM (Chair):  The diagnoses are 45.5% in the BAME communities.  The population of 

London is about 45.5% BAME communities.  Why that figure?  Does it not reflect the population of London? 

 

Parminder Sekhon (Executive Director of Programmes, Naz Project London):  It is 45.5% of that new 

diagnosis figure. 

 

Jennette Arnold OBE AM:  That was the 2,500 newly -- 
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Parminder Sekhon (Executive Director of Programmes, Naz Project London):  Yes, and so that 

represents, basically, 1,122 cases. 

 

Shaun Bailey AM (Deputy Chair):  I think the Chair is trying to make the point that that level of diagnosis 

amongst BAME communities reflects their statistical proportion in the general population and so it does not 

seem too far out of whack, if you see what I mean.  It does not suggest that there is a higher representation in 

BAME communities than BAME communities are of the overall makeup of London.  I think that was the point 

he was trying to make. 

 

Parminder Sekhon (Executive Director of Programmes, Naz Project London):  From a PHE perspective, 

these figures are disproportionate.  They always have been since the beginning of the epidemic.  They have 

not changed drastically.  Maybe, Julie, you could add -- 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  They are.  I take the 

point that, clearly, the ethnic makeup of the London population is changing and we are seeing a growing 

proportion from BAME communities but, absolutely, they are disproportionately represented in both the 

prevalence and the incidence of newly acquired HIV. 

 

Dr Onkar Sahota AM (Chair):  Why do you say that?  If the population of London is 45% BAME, I would 

expect 45% of diagnoses of HIV to be BAME.  I want to understand why you think this is disproportionate. 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  You need to look at the 

demographic and the age range of the population.  It is about understanding the age of the population that 

we are talking about with diagnosed HIV and the ethnic profile of that age group for London as a whole.  If we 

looked at that, we would see disproportionate groups affected.  It is also to note that you do need to look at 

bit more granularly at the different ethnic groups.  If you look -- 

 

Dr Onkar Sahota AM (Chair):  Could you share this data with us, please? 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  Yes, absolutely. 

 

Dr Onkar Sahota AM (Chair):  You can send it later on. 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  Yes, we can share that 

later.  It is drilling down into particular BAME groups and what we know about the total number of those 

within the London population and then what we know about the prevalence of HIV within those groups.  That 

is where we get this sense of certain groups being disproportionately represented and affected by HIV. 

 

Dr Onkar Sahota AM (Chair):  It would be helpful if you could share that so that we can understand it a bit 

better. 

 

Shaun Bailey AM (Deputy Chair):  Yes, because if you take it on face value, that representation seems 

statistically about correct. 

 

Let me just take us in a slightly different direction.  How aware are Londoners, particularly in these highlighted 

groups, of the risks of HIV?  When I was growing up, HIV was on the public agenda in a very big way.  It relates 

to the last question.  If you were born and raised in this country, particularly in London, I would imagine that - 
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and if you are of a particular vintage, like me - your awareness of HIV would be higher because we had a big 

push in the late 1980s to acknowledge that it is an “epidemic”, in the words that you were using. 

 

I would just like to understand.  Are these particular groups aware of the prevalence within their groups, be it 

BAME, be it youth, be it MSM?  What are the awareness levels, in your opinion? 

 

Parminder Sekhon (Executive Director of Programmes, Naz Project London):  If I could start with an 

example of one testing event that we did in a London borough, we were providing rapid HIV testing to 

members of the public.  It is a test that we can do and we get the results within a couple of minutes but the 

whole process with pre- and post-test counselling takes 20 minutes.  We were targeting the BAME community.  

One particular person we asked about HIV, “Would you like to have a test?”  His response was, “I don’t need a 

test.  I’ve got a degree”. 

 

It is a slightly flippant comment to begin responding to that question, but the perception of risk is very 

subjective about whether people think that they are at risk.  In terms of awareness to HIV, there is a whole 

generation of people who have missed the “tombstone” campaign completely and so they do not have that as 

a reference point.  There is another generation that will absolutely have that as a reference point but will not 

deem themselves necessarily at risk or will not identify as part of the high-risk groups, whether they be black 

African, sex workers, injecting drug users or gay/bisexual men.  Therefore, they will feel a certain distance from 

the issue, a distance that does not actually affect them.  Therefore, we have an undiagnosed rate and onward 

transmission continues. 

 

Of course, there are lots of strategies, local and pan-London, to raise awareness around the importance of 

early diagnosis and the importance of regular testing.  These initiatives take place across all London boroughs. 

 

Ian Green (Chief Executive Officer, THT):  Chair, it is really important that we do not generalise.  There will 

be individuals within the high-risk groups who will have a really clear awareness of the epidemic, HIV and their 

responsibility to be regularly tested.  We are very keen to make sure that HIV testing is normalised and so we 

encourage as many people who are in high-risk groups to be tested regularly.  By being tested and being aware 

of your status, if you then get treatment and are virally suppressed, it means that it is then virtually impossible 

for you to transmit the virus.  There is a clear public health imperative for getting as many people tested as 

possible. 

 

However, as my colleague has said, for younger people and people from some of the communities that are 

affected disproportionately by HIV, we need to be constantly reviewing the public health messaging that we 

give so that they have an understanding of HIV and wider sexual health and are also encouraged to test 

regularly. 

 

Shaun Bailey AM (Deputy Chair):  That leads on to another question.  What has worked in the past?  Is it 

raising awareness of general testing?  Does that help with some of the stigma around HIV?  Does HIV have a 

particular stigma as opposed to any other sexually transmitted infection (STI)?  Has it been effective to talk 

about sexual health in general?  To my mind, it strikes me as a part of health that has a number of different 

illnesses that you could be affected by.  Is the raising of one any more useful than talking about the whole 

piece? 

 

Monty Moncrieff (Chief Executive, London Friend):  Just to put that in the context of awareness, the 

question is not just how aware some of the at-risk populations are but how afraid they are of HIV.  The 

“tombstone” advert, for example, instilled fear and terror in a lot of people.  It was a blunt public health 
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message.  I am not suggesting that we should go back to terrorising people, but there is a generation that does 

not have that awareness and is not growing up with HIV as a killer anymore.  People are not dying of AIDS 

(Acquired Immune Deficiency Syndrome) in the numbers that they were in the early days of the epidemic.  

Particularly young people in our client group, young MSM, are not afraid of HIV and see things like the lack of 

condom use in pornography, which is becoming more widespread. 

 

Talking about what works, it is not just about looking at HIV in isolation.  It is looking at HIV in the context of 

people’s lives and in the context of behaviours.  We need some targeted campaigns that are speaking to 

particular groups.  On general awareness, the National AIDS Trust has done some research that shows that 

awareness is worsening in the general population.  We do need some refreshed awareness campaigning 

particularly around the new interventions that we have like treatment as prevention.  Are people aware that if 

you test positive and you go on to treatment, you will be undetectable and the risk is hugely decreased?  

People need to know about those latest developments and also the latest technologies like the pre-exposure 

prophylaxis (PrEP), which is a bit of a hot-potato issue at the moment.  Are people aware of the potential of 

that?  Are people aware of the complications in the provision of that at the moment? 

 

Shaun Bailey AM (Deputy Chair):  Just as a final point, just to go back: if you had a magic wand and you 

could wave it and get this massive campaign going, would you be prepared to - for want of a better word - 

frighten people?  My take on this situation we are in is that it seems like the “tombstone” advert was effective 

and it seems now that the story around HIV is actually quite a positive one, but it can lead me to take away the 

wrong assumption: “I am very unlikely to get infected and, if I am, there are drugs that cure it”.  That is the 

kind of conversation I hear with the young people I speak to regularly.  They are less afraid and take less action 

because they just do not see it as dangerous.  Would you be offended by - let us say - an advertising campaign 

that was, to use your word, terrifying? 

 

Monty Moncrieff (Chief Executive, London Friend):  It would be ineffective.  The campaign at the time 

had its place, but the story of HIV now and our understanding of HIV are much more complex and much more 

nuanced.  We need a different kind of approach that is taking into account some of those complexities, taking 

into account some of those nuances.  Whilst there is a place for a high-level population campaign that is 

talking about some of the advances in HIV treatment, for example, we need more nuanced messaging that is 

speaking to the particular issues of particular communities. 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  I absolutely agree with 

Monty.  Recognising the stigma associated with HIV is such an important part of how we respond to it and 

what we know about why individuals and communities do not identify themselves as at risk or do not access 

testing and treatment.  We need to be very cautious about campaigns that in any way further stigmatise HIV as 

an issue.  I would absolutely agree with what Monty said. 

 

Ian Green (Chief Executive Officer, THT):  Absolutely, yes. 

 

Jennette Arnold OBE AM:  If I can just turn to the data relating to heterosexual individuals, you say that the 

new cases of diagnosis have fallen steadily.  What do you mean by that?  Steadily over what period of years?  

What do see as being the main reasoning behind that? 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  When I say “a 

long-term trend”, typically we would look back to data from around 2005 and so we are talking about that 

kind of time period.  It comes back to a point that Parminder [Sekhon] made about the trends that we have 

seen in diagnoses in heterosexual people, particularly in black African communities, and the relationship of that 
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to changing patterns of migration.  That contributes significantly to that trend that we are seeing in 

heterosexual diagnoses. 

 

Jennette Arnold OBE AM:  Should you not be able to be clearer, then?  This is one of the problems with all 

of this data because I am not clear exactly what you are saying.  Globally within the heterosexual community 

there was data regarding infection, yes? 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  Yes. 

 

Jennette Arnold OBE AM:  Are you saying in the first instance that globally that has declined and you are 

able now to look within that population and say that, if you like, that decline is because there are fewer black 

African and BAME communities within that heterosexual community?  I am not clear what it is that you are 

saying with your figures. 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  If I can just be clearer 

about the figures again, if that is helpful, in total there were 2,516 new diagnoses in London residents in 2014. 

 

Jennette Arnold OBE AM:  All right.  Can you break that down? 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  Two-thirds of those 

were in MSM and one-third of those were in heterosexuals, roughly.  There is a tiny proportion of injecting 

drug users.  Of that heterosexual proportion -- 

 

Jennette Arnold OBE AM:  That one-third heterosexual portion, yes. 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  -- 60% of those were in 

people born in Africa.  Overall, 22% of all new diagnoses were in black Africans and so that would pick up 

some black African MSM as well.  There is some overlap between the two groups.  It is very hard to precisely 

untangle - and I would call on other members of the invited guests to contribute here - specifically what is 

going on with the heterosexual population, but the sense is that changing patterns of migration are a 

contributor to that decrease that we have seen in heterosexual new diagnoses over time.  We are seeing an 

increase in diagnoses in MSM. 

 

Jennette Arnold OBE AM:  Of the data captured, that 60% that was within your data captured, can you not 

say from that data what it was?  It would not have been migration because they are already here because you 

have them within the dataset.  What was the behavioural change within that heterosexual community that 

covered 60% of BAME people infected?  Were you able to identify any changes in behaviour?  Was it any 

messages that you were able to pick up?  Surely, it is at that level that you can start to learn of those you are 

dealing with, never mind those who have not come in, and so therefore you say, because they have stopped 

coming in, the level has dropped. 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  I am sorry.  I do not 

know whether other members want to contribute here.  I am having a look for some data that talks about the 

proportion of those diagnoses that are acquired abroad versus acquired in the UK and I will try to dig out some 

of that data for you.  We do have that data, which gives us a sense of the contribution of migration versus the 

contribution of the potential effectiveness of interventions to stop acquisition in the UK.  We do have some of 

that data. 
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Parminder Sekhon (Executive Director of Programmes, Naz Project London):  From the 33% of 

heterosexuals who have been diagnosed with HIV - and we have agreed that 60% were amongst African-born 

persons - the information here that I am not showing is how many of that 60% acquired HIV in the UK as part 

of sexual behaviours -- 

 

Jennette Arnold OBE AM:  Are you able to say that? 

 

Parminder Sekhon (Executive Director of Programmes, Naz Project London):  We can certainly provide 

you that information if that is what -- 

 

Jennette Arnold OBE AM:  No, I am only just saying that it is important -- 

 

Dr Onkar Sahota AM (Chair):  The other thing I want to say is that the data in our briefing may not be the 

people’s source for that data, by the way. 

 

Jennette Arnold OBE AM:  No, I understand, Chair.  I am just going back to the global statements that were 

made in terms of the BAME community.  Ian [Green] has quite rightly clarified for us.  To really understand, 

you have to actually move away from these global statements and you have to go to, if not a granular, a much 

more precise dataset. 

 

It strikes me that if you spend time drilling down and you know which boroughs, because we are told, for 

instance, that Lambeth and Southwark continue to experience the highest rates in London and somebody 

quoted the Brazilian community, the Brazilian community or the South American community has always been 

higher in the south of London than the north.  Do you know what I mean?  I know that because I have 

experience of London.   

 

You can then, it seems to me, start to get a clearer picture of that community and the people at risk and we 

would then go and pick up.  Surely it is not beyond our wit to then craft the appropriate message and, if it 

needs to be delivered one-to-one, that is when we understand what resources [need to be made available]  

That is what I am wanting to hear. 

 

Parminder Sekhon (Executive Director of Programmes, Naz Project London):  The other point that I 

would want to make is that the heterosexual statistic is difficult and it is challenging, particularly when you 

then intercept it with ethnicity.  I would want to suggest that some of that 33% that is being represented as 

heterosexual transmission may indeed not be heterosexual transmission because, out of that 60% that is 

present amongst African-born persons, they may be reporting to genitourinary medicine (GUM) [clinics] as 

heterosexual identities but the route of acquisition may have been through MSM behaviour.  That is important 

to understand. 

 

Shaun Bailey AM (Deputy Chair):  What is very important to my mind is understanding in this international 

community, whether it is African or Brazilian or whatever, where the infection was acquired.  It goes back to my 

question about the level of messaging.  If you have been exposed to our messaging over the years, what effect 

has that had on your access to HIV and also to health services compared to people who have not had that?  It 

is a very useful way of assessing the potency of our messages, as it were.  Should we just replay the old 

messages? 

 

A big part of me listened to your professional opinion, which is obviously far more detailed than mine and you 

have a grasp of the nuances around HIV.  I work with young people and they do not.  While they see it as 
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relatively low risk, they will take relatively low precautions.  I wonder.  If you asked me if I would terrorise 

young people, I would because I am from a particular vintage and I saw the effectiveness of people being 

afraid of infection.  I am willing to accept that I am wrong and you are adjusting my opinion on that, but I saw 

an epidemic that was turned around through a very powerful message.  With this on/off, the subtlety is often 

lost in translation.  Good/bad often is more potent.  That is why it is very important to understand the 

effectiveness of that message in the 1980s [compared] to 2016. 

 

Dr Onkar Sahota AM (Chair):  Obviously, every message has to be accurate and based upon evidence.  I am 

sure that this is one thing we want to untangle.  What should our messaging be?  With all the data you have, 

obviously the Committee is very intrigued by the ethnicity and particular risk groups.  If you could share as 

much data as you can with us, it will help us to come to a view and also for us to use some of that data for our 

own recommendations.  We would really appreciate that you are able to share all the data with us. 

 

Shaun Bailey AM (Deputy Chair):  If I could ask a question to you all, slightly maybe looking a bit more 

towards Mr Moncrieff, the Mayor currently has a programme of Health Ambassadors.  Would it be useful for 

one of the Ambassadors to be from any particular community to maybe carry some of this message in whatever 

way the professionals like you think might be useful?  To my mind, it is one of the things that particular groups 

respond to when they see someone they consider of their group.  I wonder if that would be useful. 

 

Ian Green (Chief Executive Officer, THT):  Anything that the Mayor can do to use the office of the Mayor 

to expose the community to health prevention messages around HIV would be very welcome.  If an 

ambassadorial role is seen to be most appropriate for that, then I am sure the sector would welcome that. 

 

Dr Onkar Sahota AM (Chair):  We will come to specific recommendations for the Mayor at the end.  We will 

just park that for a moment and we will take that as read, Shaun.  

 

Jennette Arnold OBE AM:  We have heard you talk about the importance of getting the diagnosis as quickly 

as possible.  That makes sense, does it not?  However, then it is not happening.  When you look at boroughs, 

there are boroughs, say for instance, Islington, which appears to be one of the better performing London 

boroughs in the percentage of cases diagnosing late.  Is that right? 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  Yes. 

 

Jennette Arnold OBE AM:  What is it that you can identify around that population in that borough that is 

happening that is clearly, if you like, in a brutal way, not happening in Croydon, which is thought to be the 

worst performing borough with 60% of new cases being diagnosed late?  Do you know what I mean?  Can we 

just get some understanding about that? 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  Part of the answer to 

that reflects the underlying population composition for each of the boroughs.  In my boroughs, Islington and 

Camden, for example, the preponderance of new HIV diagnosis and HIV prevalence is in MSM rather than in 

heterosexual populations.  Clearly, there are heterosexual HIV new diagnoses and prevalence, but it is more 

weighted towards MSM.  We know generally that late diagnosis is more of a problem in heterosexual rather 

than MSM populations and so part of the difference you are seeing is about the different makeups of the 

burden of HIV, if you like, in those boroughs.  Croydon’s population and its HIV will be skewed towards more 

heterosexual diagnoses.  That is part of the explanation. 
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Presumably, there will also be a service answer to that as well about accessibility and availability and the extent 

to which testing is widely available and widely promoted, as well as levels of population awareness of the risks 

of HIV and where and how to access testing and services.  In boroughs like Camden and Islington, we are 

central London boroughs with excellent sexual health provision and very high rates of HIV and other STI 

testing offered through GUM clinics and also into primary care.  Therefore, part of it will reflect the provider 

landscape as well as population level factors. 

 

Jennette Arnold OBE AM:  Who is monitoring this from a pan-London viewpoint and asking those questions 

about the variations and, if you like, suggesting or in fact demanding appropriate actions?  Who is in charge of 

that activity? 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  The boroughs 

themselves are paying absolute attention to this issue and so we can come on to talk about the work that we 

do in response to it as London.  London boroughs have the responsibility for commissioning HIV prevention 

interventions now in the new system.  Late diagnosis is part of the national Public Health Outcomes 

Framework indicators and that is data that is routinely collected at that national level.  Both PHE nationally and 

the London regional PHE will also be routinely looking at that data and identifying that and presenting it back 

through their surveillance work to show that variation.  It is a collection of PHE nationally and regionally as well 

as local authorities working together across London to understand that variation and what we can do and what 

we can learn from one another to further reduce rates of late diagnosis. 

 

Jennette Arnold OBE AM:  Let me put it this way.  If we were to go to Croydon now, given that this data has 

been identified, would we be able to see what actions have been taken since it was known about its rate of late 

diagnoses?  Would we be able to identify specific actions to change that? 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  I cannot speak on 

behalf of my colleagues in Croydon in detail but, absolutely, they will be sighted on that as a measure and will 

know that they are at that end of the spectrum when you line up all the boroughs against one another in terms 

of late diagnosis.  They will have programmes of work through their sexual health services and also in terms of 

work that they do with some of those communities and engaging with voluntary and community sector 

organisations, faith groups and all of those kinds of things to try to reach into those communities, increase 

awareness and promote earlier diagnosis and testing. 

 

Dr Onkar Sahota AM (Chair):  If I could come in, we have now 32 boroughs in London all doing their 

individual bit, but I thought sexual health [services] were meant to be commissioned right across London.  

However, you are saying there are 32 boroughs and so there is no pan-London strategy at all? 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  There absolutely is and 

I can go on to talk about the London HIV prevention programme and the work that we are doing 

collaboratively because, clearly, this is a London issue requiring a London response. 

 

For some of the kinds of things that you would want to put in place at a local level to address that difference 

that I referred to - and the Islington population looks very different from the Croydon population - a London 

response is not necessarily what you need to better meet the population’s needs.  HIV prevention remains a 

local authority commissioning responsibility because they understand their local needs and what works and 

what will be most effective for their population in terms of that more local commissioning of interventions in 

response to these issues, in addition to the work that we are doing collaboratively at a London level for those 
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things where we think there is a real case for us doing things collaboratively.  I can come on to tell you more 

about that. 

 

Jennette Arnold OBE AM:  It is all about performance, really.  I just do not understand.  If the 32 boroughs 

are left to do what they are responsible for, that is fine.  However, in order to encourage improved 

performance, there has to be somebody who is pulling that data together, having conversations, shifting 

resource and intervening.  From what I have heard you say, there is nobody doing that. 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  PHE absolutely plays 

that role in terms of having a really important surveillance monitoring and a system co-ordination function.  

Local authorities themselves work very collaboratively together through the work that we do around HIV 

prevention and sexual health more widely.  We are trying to identify how we can support one another and 

collaborate better on some of these things but, as I said before, not everything warrants a pan-London 

response.  Some of this has to be about localism, local decision-making by local authorities around local needs, 

their prioritisation of how they respond to those needs and the types of interventions and services they need 

to put in place to best meet the needs of their local communities. 

 

Ian Green (Chief Executive Officer, THT):  Chair, this highlights the impact of the Health and Social Care 

Act (2012) in relation to HIV prevention and support being transferred from the National Health Service (NHS) 

to local government.  I am not saying that that is a good or a bad thing, but that overarching co-ordination 

may be lost somewhat in that.  The significant budget pressures that local authorities have had to face around 

public health spending have also had an impact.  It is a wide variety of different issues that have created 

different levels of service in different parts of London.  That is a real concern. 

 

Shaun Bailey AM (Deputy Chair):  Is that not a natural thing, to go back to your point about population?  I 

live in the borough with the oldest population of all in London.  We are unlikely to have the same needs as an 

inner London borough full of young people.  Somebody is always going to be at the bottom of that list.  Where 

they come in that list is not the issue.  It is how they are operating in their own little worlds.  The budgetary 

pressures we can put to one side because, no matter who has them, there is never going to be enough money 

and you could always spend more.  Actually, the borough-level look is better.  You get more of a forensic look 

at the makeup of the community.  In my community, for instance, the groups we have identified today as high-

risk groups would probably be at a lower level.  Even if our HIV services were terrible, we would still come high 

up the list because there is less infection just in our population.  It is not so much about where you come on 

the list; it is much more of an assessment about how you are operating to lower those numbers. 

 

Ian Green (Chief Executive Officer, THT):  With the greatest respect, you cannot ignore the funding 

challenges that local authorities have faced.  The national HIV prevention contract, which we run on behalf of 

PHE, was cut in half. 

 

Shaun Bailey AM (Deputy Chair):  I am not ignoring that.  What I am suggesting is, even if that other body 

you mentioned ran them, it would not have any more money than the current setup does. 

 

Ian Green (Chief Executive Officer, THT):  No, it is about the real concern in 2018 when the ring-fence is 

removed from the public health budget.  What then will local authorities prioritise?  I doubt that it will be HIV 

and sexual health, to be frank. 

 

Jennette Arnold OBE AM:  Absolutely. 
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Monty Moncrieff (Chief Executive, London Friend):  On the issue of local authorities or pan-London, we 

would argue that there has to be both.  There are different approaches when you are looking at the different 

at-risk groups.  When you are looking at the different ethnic groups, they might congregate in geographical 

areas and so you absolutely need local intelligence and local approaches.  However, groups like the LGBT 

community and MSM congregate in different ways and, whilst there is some geographical diversity and some 

increased density in some of the London boroughs, the nature of the way that that community associates and 

the nature of the way that that community has accessed services has not necessarily been at a local level.  We 

do need an additional London-wide strategic approach. 

 

We welcome the pan-London programme but, to be honest, frankly, the pan-London programme has not been 

given enough responsibility or given enough resource to do what needs to be done.  For MSM communities in 

particular, we would benefit from a greater pan-London strategic body.  The city does not operate as 32 

individual cities.  The city functions as one place and we need to acknowledge that and the way that the 

different communities associate and group within the capital. 

 

Jennette Arnold OBE AM:  Chair, if I can just go back to the question, I wanted to spend a little more time 

on prompt diagnosis.  Monty, I totally agree with what you said because it was evident when the budget was at 

a London regional level maybe 15 years ago.  It seemed to me that in a way there was more co-ordination.  

People worked together because they had to present to a body, which would then allocate funds as 

appropriate.  Now it seems that the 32 are just left to do it themselves and make decisions based on their own 

priorities.  That is something we can go on to pick up in another question. 

 

I was just wanting, in terms of London, just to get some perspective on this thing and prompt diagnosis.  I 

know it is difficult to compare London with other cities in the UK but, as a city, are we top or midway in terms 

of our activities and being able to identify and diagnose people promptly? 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  I do not have any 

comparative city-level data in front of me.  The England rate of late diagnosis is 42% and in London it is 37%.  

We are performing better than the England average.  I am afraid I do not have any city-specific data at the 

moment in front of me that enables us to point to whether there are other places doing better that we can 

learn from. 

 

Jennette Arnold OBE AM:  Yes, it is about the learning. 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  Absolutely. 

 

Jennette Arnold OBE AM:  It is just about knowing.  If that is not known, then we just have to carry on as 

we are.  I have heard enough now about late diagnosis. 

 

Dr Onkar Sahota AM (Chair):  I just want to pick up this thing about commissioning of services.  I know that 

the population is very mobile and particular risk groups are very mobile.  There is this problem about 

accessibility to services as the commissioning of health services has been fragmented.  People cannot have 

access to all the clinics in central London now.  I know that there are clinics at St Mary’s Hospital [Paddington, 

W2] and people living in a certain part of London cannot access them because they have not been 

commissioned by that borough.  Has that had an impact?  Young people may live in, say, Hillingdon but they 

come into central London and there is no service provision or delayed services in their local boroughs.  London 

clinics have not been commissioned to provide services to all the people.  How is that playing out? 
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Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  Clearly, the principle of 

open-access sexual health services holds good in the new system and there has been fragmentation and 

challenge about how we bring together and try to co-ordinate commissioning across the different players that 

now exist in this landscape.  London boroughs have maintained that principle of ensuring open-access 

provision not just in London but across the country.  Therefore, it is still true that residents from any part of 

England can pitch up at a clinic and obtain accessible, free sexual health testing and treatment.  The money 

follows the resident, essentially. 

 

Dr Onkar Sahota AM (Chair):  Anyone can go to any clinic they want and they will be seen? 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  Absolutely. 

 

Ian Green (Chief Executive Officer, THT):  The challenge is more around people wanting and needing to 

access HIV support services where local authorities are substantially needing to reduce the funding for those 

services.  In Lambeth, Lewisham and Southwark, for example, the areas of highest [HIV] prevalence in the UK, 

the local authorities are considering completely cutting HIV advice and support services for people living with 

HIV and counselling and emotional support services, including those for newly diagnosed individuals.  That 

could impact up to 1,500 people per year.  That is a real concern about the accessibility of support services for 

people living with HIV. 

 

Monty Moncrieff (Chief Executive, London Friend):  Access is a concern for us as well because we know 

that 47% of the clients whom we work with and whom we have the data for said that their drug use increased 

following a HIV diagnosis and so it is vital that they get access to those support services. 

 

With the commissioning, there is a difference in the way that sexual health and drug and alcohol services are 

commissioned, for example.  Whilst sexual health has an open-access policy, drug and alcohol services are 

commissioned by local authorities for the residents of that local authority and so it genuinely is a postcode 

lottery when it comes to drug and alcohol services.  A client might go to a sexual health clinic that has done a 

lot of work to attract MSM, for example, or transexual people or people from particular ethnicities and they go 

there because they have confidence in that clinic and because that clinic has an expertise.  However, if they 

have an additional support need, for example, like a drug and alcohol service, they might be referred back to 

the borough that they are resident in.  We have a plurality of services there that have different experiences in 

dealing with the kinds of drugs that are being used, for example, in MSM communities with the chemsex trend 

and different awareness of the way the services are set up.  Those people may not feel comfortable and 

confident going to those services. 

 

We asked our service users if they would feel comfortable discussing their drug and alcohol in a mainstream 

service and only 12% said they would, 53% of them said they would not and the rest were unsure.  There is a 

problem there when people are going to the services they want to go to but are then having to go back to 

services they are referred to where they may not feel comfortable going to for the additional support needs 

that might be there linked to their HIV and sexual behaviour. 

 

Keith Prince AM:  I am really looking at prevention strategies.  What do you think the best HIV prevention 

service would look like? 

 

Monty Moncrieff (Chief Executive, London Friend):  To start with, like I said, the best services are those 

services that do not just focus on HIV.  People’s HIV acquisition does not happen in isolation.  The choices that 

people make and the behaviours they engage in are often linked to other issues like their mental health, how 
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confident they feel about themselves - particularly as LGBT people - and drugs and alcohol.  We need services 

that are talking about HIV in a context of allowing people to be confident about who they are, to be confident 

about the kind of sexual relationships that they want to negotiate, to be confident about saying no to certain 

requests and to look at it in a more holistic way.  As a provider of a targeted service, we know that people 

value those services.  Not everybody who is LGBT, for example, wants to go to an LGBT service, but in the 

latest feedback survey that we did of our service users 100% - every single one who responded to that survey - 

said that it was important or very important for them to have an LGBT-specific service.  Those kinds of 

considerations are there for people. 

 

It is the same for different groups in the population as well.  They want to feel like the service understands 

them.  They want to feel like they are safe in the service.  They want to have confidence that their needs are 

going to be met.  Otherwise, they risk falling out of those services. 

 

Keith Prince AM:  Does anyone else want to give me an idea of what a good HIV prevention service looks 

like? 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  It is important to think 

about what we would call a “combination” approach.  There is no single magic bullet and no single intervention 

that will solve HIV as a public health issue.  We need to think about comprehensive strategies that recognise 

the different elements of an effective HIV prevention approach.  There are interventions around awareness, 

education and making sure people have an understanding of HIV risk.  Access to free or cheap condoms is a 

really important part of HIV prevention, as is access to testing.  It is all of those elements.  There is no single 

thing.  We know that there is a place for much more targeted, face-to-face, one-to-one and group-based 

outreach.  There is an evidence base around what works.  It is a growing and emerging evidence base and we 

are seeing new things emerge all the time such as PrEP as a more biomedical HIV prevention intervention 

emerging most recently.  It is important not to assume that we are searching for this magic bullet.  It has to be 

a comprehensive approach, really. 

 

Shaun Bailey AM (Deputy Chair):  I just want to get some clarity and understand.  Monty, to my layman’s 

ear, it almost feels like you are talking about a wider counselling service, not just the testing.  In my head, 

there are two ends.  There is the physical testing and then at the other end there is encouraging people and 

giving them information so that they can look at their own behaviour and deal slightly differently with the 

world. Are you suggesting that the best services have an element of both? 

 

Monty Moncrieff (Chief Executive, London Friend):  Yes, absolutely.  We need to have that behavioural 

change element and that more in-depth and more intensive element to that.  Those services, unfortunately, 

are not cheap.  To go back to the point you were making before about the availability of the money, it does 

have an impact on what can be purchased. 

 

I have every sympathy with commissioners in this because commissioners are being asked at the moment, with 

squeezed public health budgets, to pull a rabbit out of hat when they are not even being given the money to 

purchase the hat in the first place.  It is an incredibly difficult situation that people are in when making choices 

about spending public money. 

 

However, really, the services that benefit people are those services that engage people, hold people within the 

services and provide the kind of support that they need relating to whatever issue it is that is going on in their 

life that might be impacting on their sexual behavioural choices. 
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Shaun Bailey AM (Deputy Chair):  Chair, just one question, not related to the last point.  Earlier on, we 

talked about late diagnosis rates and how they are very high amongst heterosexual people.  Is that because of 

a belief or behaviour among heterosexual people or is it something to do with testing or something medical? 

 

Parminder Sekhon (Executive Director of Programmes, Naz Project London):  In my experience at Naz, 

the late diagnosis rate for black Africans, for example, is running at 58%.  That is significantly higher than for 

the white population.  Within Caribbeans it is 39% and within black/other it is 45%.  They are not just 

statistics.  These statistics turn into morbidity and mortality resulting from early AIDS deaths.  It is a real issue.  

These late diagnosis rates have actually come down.  They were even higher than this for, say, black Africans, 

running at 64% and 66%.  They have come down but, clearly, not come down far enough. 

 

I agree with what all the panellists have said in terms of a combination approach.  If we take the example of 

STIs and if I talk from the perspective of the cohort that we represent, BAME living in London, across all of the 

STIs BAME people fare poorer than their white counterparts.  They are not just twice as likely but three times 

as likely.  They have significantly disproportionately higher rates of STI acquisition.  If we understand that the 

presence of STIs facilitates HIV transmission, then we absolutely have to take Monty’s point: we cannot silo 

this issue.  We have to deal with it in the round. 

 

If we also accept that poor mental health will have an impact on an individual’s ability to make good decisions 

around risk-taking and decisions around healthy relationships and healthy attachments, then we can 

immediately see a correlation between an individual perhaps being at higher risk of acquiring an STI like HIV. 

 

Keith Prince AM:  Having identified that the African community is at the highest risk and that other BAME 

communities are at higher risk, why do you think that is?  What research has been done to establish why those 

communities are at higher risk?  Then, having done that research, what are we doing to reach those 

communities? 

 

Parminder Sekhon (Executive Director of Programmes, Naz Project London):  There has been some 

research but not as much research as is required to shape future planning and prevention strategies.  One of 

the problems is that we need BAME people involved not just in the operational delivery of outputs, working 

locally, working in the grass roots, delivering interventions and getting people to test more, but actually at a 

strategic level as well, being involved in the planning and in the thinking about shaping a response to this.  The 

National Institute for Health and Care Excellence (NICE) guidelines have clearly identified that we want 

universal testing for black Africans because they have been so disproportionately at risk.  That would be one 

way of addressing late diagnosis. 

 

Shaun Bailey AM (Deputy Chair):  Sorry, when you say “universal testing”, just give me a small idea of what 

that might be.  “Universal testing” sounds, to my mind, like everybody from a particular demographic would be 

tested. 

 

Parminder Sekhon (Executive Director of Programmes, Naz Project London):  Yes. 

 

Shaun Bailey AM (Deputy Chair):  I am going to just absorb that because there is a big question about how 

you would do that and why those people would then submit to that and how that would look. 

 

Keith Prince AM:  Can I help?  You do not actually mean to say that you are going to take every black African 

off the street, stick a needle in them and do a blood test? 
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Parminder Sekhon (Executive Director of Programmes, Naz Project London):  No, not at all.  No, it 

is -- 

 

Keith Prince AM:  I think what you are referring to is some suggestion I have heard that if someone from the 

African community is requiring a blood test for something else, as part of that, they automatically test for HIV 

as well.  Is that what you mean? 

 

Parminder Sekhon (Executive Director of Programmes, Naz Project London):  Julie [Billett], you might 

be able to add a bit more but, in terms of “universal testing”, it is about encouraging people to come forward 

and test. 

 

Dr Onkar Sahota AM (Chair):  We do that already.  How is “universal testing” different? 

 

Shaun Bailey AM (Deputy Chair):  It is a very misleading term, I might add. 

 

Dr Onkar Sahota AM (Chair):  Yes.  We are already asking people to test. 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  It is a very specific term 

that relates to some national guidance from NICE for those areas that have a high prevalence - and so it is 

virtually the whole of London - where, in addition to testing in traditional sexual services, it is also about 

introducing HIV testing much more routinely into other health service settings, primarily.  General practice, for 

example, would be routinely offering HIV testing in those settings and -- 

 

Dr Onkar Sahota AM (Chair):  You would have to counsel the patient first? 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  Yes, absolutely. 

 

Dr Onkar Sahota AM (Chair):  You would not do an HIV test without counselling a patient? 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  No, you would have to 

have informed testing, and also in other settings like accident and emergency departments and other 

healthcare settings, as well as more outreach kind of testing in community settings.  It is that notion of 

normalising and increasing -- 

 

Shaun Bailey AM (Deputy Chair):  “Universal” would mean in the system sense, not in a population sense? 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  No, absolutely. 

 

Shaun Bailey AM (Deputy Chair):  I still believe that that is a hugely misleading thing.  I know that it is 

probably just professional speak.  Let me ask a question.  How close is that to being a reality? 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  We are a very long way 

from that, actually, in London. 

 

Dr Onkar Sahota AM (Chair):  We test all pregnant women for HIV.  It is offered to all of them.  Would you 

call that “universal testing”? 
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Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  Yes, it is part of the 

offer, but clearly that is in place already.  We have a very successful antenatal universal testing programme for 

HIV. 

 

Dr Onkar Sahota AM (Chair):  Of course, it is a group of patients who want to be tested because they are 

very concerned about their new-born child. 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  Absolutely. 

 

Shaun Bailey AM (Deputy Chair):  Is there any scope for making that testing compulsory - I am just asking; 

I just feel like I have to ask - with the prison population or a high-risk group of people coming into the 

country?  Is there any scope for that? 

 

Ian Green (Chief Executive Officer, THT):  This is outside of my bailiwick --  

 

Dr Onkar Sahota AM (Chair):  Let me just make a comment.  People coming into this country are already 

tested for HIV.  

 

Shaun Bailey AM (Deputy Chair):  I am just asking. 

 

Dr Onkar Sahota AM (Chair):  I was about to enter into an area of discussion that I was not meant to be 

entering, but certainly there is some compulsory testing, yes. 

 

Ian Green (Chief Executive Officer, THT):  Chair, can I perhaps add a bit more information about the 

accessibility of testing?  It is really important both in terms of finding those who are HIV positive who do not 

know they are HIV positive and also in terms of a public health imperative that if people are on treatment and 

have a suppressed viral load, it is virtually impossible for them to transmit the virus to somebody else.  We need 

to make sure that we are providing access to tests where people want to be tested.  Not everybody feels 

comfortable going to a GUM clinic, particularly around issues about stigma, or particularly keen to go to their 

general practitioner (GP) to ask about a HIV test.  It is about providing access to testing in places where people 

feel comfortable and confident and, as Julie mentioned, normalising HIV testing. 

 

There is now postal testing.  People can ask for a kit to be sent their home, they can do a HIV test, send it 

back and get a result.  There is self-testing at home and we are just about to launch a pilot of about 4,500 

self-test kits, which people can apply for to be tested at home and with support and availability to our 

telephone counselling service.  People can do HIV test in the same way as people test for diabetes or any other 

sort of condition through a home-test kit and we are having conversations with some large retailers like Tescos 

and Boots.  They are the sorts of approaches that we need to be thinking through so that taking an HIV test 

should not be seen to be such a big thing and it should be normalised.  There is a really important public health 

imperative to have as many people as possible tested on a regular basis. 

 

Keith Prince AM:  There is an issue, is there not?  I may be wrong but, certainly in the past if you had an HIV 

test, it affected your life insurance premiums.  That could be a reason why people would be less likely to want 

to do one.  The idea of sending off for one by post might circumnavigate that, but I am fairly certain that it has 

always been an issue. 

 

Ian Green (Chief Executive Officer, THT):  That may have changed.  It is if you receive a positive diagnosis 

that it has an impact.  It is less so in terms of insurance companies encouraging to have HIV tests because 
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there is awareness.  Just as a statistic, in the national programme during 2012 to 2016, 30,000 people were 

tested via postal testing and so it is increasing significantly as a way of people accessing testing in a setting 

that they want to test in. 

 

Shaun Bailey AM (Deputy Chair):  Is it hugely cheaper or hugely more expensive?  Is it accurate? 

 

Ian Green (Chief Executive Officer, THT):  It is accurate and it costs, if you buy it over the counter, about 

£20, but there are cheaper versions as well.  We are providing 4,500 self-test kits free of charge. 

 

Keith Prince AM:  It must be really cheaper for someone to self-test than for someone to go to a clinic 

because there must be a figure that you put on when someone visits a clinic.  I know you have lots of add-on 

costs and so on and so forth, but it must be a lot cheaper to get someone to self-test than to have them going 

to a clinic. 

 

Ian Green (Chief Executive Officer, THT):  Sure.  Some people want to go into clinic, some people want to 

test at home and some people want to test at their GP.  It is giving people choices. 

 

Dr Onkar Sahota AM (Chair):  If you go to a clinic, it is free. 

 

Keith Prince AM:  Free to you, yes, but not for the NHS. 

 

Dr Onkar Sahota AM (Chair):  No, of course not.  I just want to pick up on this, Parminder, with you.  The 

late testing in the population as a whole is 37%, but you say for the BAME group it is 58%? 

 

Parminder Sekhon (Executive Director of Programmes, Naz Project London):  No, for black Africans. 

 

Dr Onkar Sahota AM (Chair):  For black Africans it is 58%.  That must be because this group is presenting 

later for some reason and we have no idea why.  There is no research to back up what that reason might be. 

 

Parminder Sekhon (Executive Director of Programmes, Naz Project London):  There are all sorts of 

reasons.  Stigma and fear remain the two big things that drive the epidemic forward and drive onward 

transmission.  Fear is very paralysing to people; people still possess a feeling of, “What will happen will 

happen”.  For many people of faith, we have had many examples that they [believe they] will be healed 

through prayer.  The point here to understand is that there are all sorts of religious and cultural aspects to 

non-presentation that need to be unpacked.  On top of that there may be other structural determinants like 

poverty, whether you are documented or undocumented, whether you are part of the asylum process and all 

sorts of other factors, which will mean your personal health is not a priority. 

 

Dr Onkar Sahota AM (Chair):  Yes.  You spoke about black Africans and I come from an Asian community 

where there is a huge stigma attached to this also.  What do you think the Mayor and the Greater London 

Authority (GLA) can do from here to address the idea of stigma or to destigmatise HIV?  What do you think we 

can do?  How can we help in this process? 

 

Parminder Sekhon (Executive Director of Programmes, Naz Project London):  There are a number of 

things that we can do. 

 

Shaun Bailey AM (Deputy Chair):  We can all go and get tested. 
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Dr Onkar Sahota AM (Chair):  Sorry, yes.  What can we do to particularly address stigma as an issue? 

 

Parminder Sekhon (Executive Director of Programmes, Naz Project London):  First of all, recognise 

that stigma is a destabiliser and stigma is one of the reasons why people do not want to get tested and what 

other panellists have said about normalising testing.  We can joke about it, but it makes a huge amount of 

difference when people with public profiles have it on their agenda.  When it is on everybody’s radar, it is 

visible and it is a high item agenda, then, yes, it absolutely makes a difference. 

 

The other thing is that - say, for example, we just take the community of black Africans in London - we have to 

be really quite robust with ourselves and we cannot have a homogenous view of particular countries.  There are 

52 countries in Africa.  We cannot think that one campaign will reach all black Africans and will deliver us early 

testing.  It is just not a reality.  We have to be very tailored.  Whatever limited money we have, we have to use 

it wisely and think about the platforms that these particular cohorts use and how we use those platforms to 

facilitate our positive messaging around early testing.  Those are some ideas about what we can do. 

 

Monty Moncrieff (Chief Executive, London Friend):  We would welcome the Mayor taking a lead on 

addressing stigma; it is such a significant issue.  The Mayor and the [Mayor’s] office has the opportunity to be 

a champion in this area and to build on the trust that exists with a much more diverse range of communities, it 

is probably fair to say, than the previous Mayor had trust with.  It is about using those opportunities, having 

the leadership, using the resources that come with the office, really taking a stand to champion and, as 

Parminder says, normalise it, maybe to HIV-test himself or for other Assembly Members to publicly test, and 

supporting some of the initiatives that are there like HIV Testing Week and World AIDS Day and establishing 

support for that.  Also, it is about supporting and encouraging the engagement of our communities and 

engaging the third sector, the voluntary community sector and smaller organisations, and harnessing some of 

the passion and the energy that exists within those services to help them, and to lend his support to the work 

that they do championing anti-stigmatisation. 

 

Dr Onkar Sahota AM (Chair):  I just want to wrap up things now and I will ask each of you this one question 

and then we will talk about what the Mayor can do specifically.  What do you think are the challenges facing us 

in terms of prevention of HIV in London?  

 

Ian Green (Chief Executive Officer, THT): Access to PrEP.  There is now a prevention tablet called Truvada 

that, if taken regularly, has the ability to stop the transmission of HIV.  Access to PrEP is the most important 

issue -- 

 

Dr Onkar Sahota AM (Chair):  I know there is a big debate about this.  The cost of this is about £430 per 

month per patient. 

 

Ian Green (Chief Executive Officer, THT):  It is about £350 per month.  If you then compare that to the 

cost of treating somebody with HIV, it is about £250,000 to £350,000 over a lifetime. 

 

Shaun Bailey AM (Deputy Chair):  Would that not be true of many things we can do to affect public 

health?  Around access to cancer drugs, there is many a thing you can do.  My big thing about health is that as 

a nation we do not promote health enough.  Could you not spend that amount of money somewhere else and 

get even bigger bang for your buck from a public health point of view?  That is a challenge that might arise. 

 

Ian Green (Chief Executive Officer, THT):  That is an issue in terms of leadership, is it not, in terms of 

parliamentarians and politicians saying, “Where are the priorities?”  For the first time in the life of the 
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epidemic, there is now a preventative treatment that can stop the spread of HIV and that is incredible to think.  

Twenty years ago that would never have been heard of and still there are people squabbling about who is 

responsible for commissioning.  That is a disgrace. 

 

Dr Onkar Sahota AM (Chair):  You think it should be [available] on the NHS? 

 

Ian Green (Chief Executive Officer, THT):  My view is that the NHS has made it very clear that it is the 

body responsible for the commissioning of HIV drugs.  This is a HIV drug.  I am very clear that is the 

responsibility of NHS England.  The National Aids Trust is testing that through the courts at the moment. 

 

Shaun Bailey AM (Deputy Chair):  The NHS has a bigger problem and the prevention of HIV is part of this 

very large and very complicated landscape.  I would argue that you could easily find maybe priorities ahead of 

that where you would like to spend that money. 

 

Dr Onkar Sahota AM (Chair):  It is quite all right for people to make recommendations and we will have that 

debate when we make our report. 

 

Ian Green (Chief Executive Officer, THT):  You asked the question; I have given you the answer. 

 

Shaun Bailey AM (Deputy Chair):  Could I just say in my defence that I am new?  This is the first time I have 

done this. 

 

Dr Onkar Sahota AM (Chair):  We need to let you be free to fly the kite for any ideas you have and we will 

see how we prioritise them. 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  I wish it was not about 

the money, but unfortunately for me the biggest challenge is about money.  Local government public health 

grants are under increasing pressure and it does come back to Assembly Member Bailey’s point about priorities, 

essentially.  As funding for public health gets squeezed even more, we are faced with those really tough 

choices about where we invest that money.  There is a real risk that things like HIV prevention will get 

increasingly squeezed in that environment of more cash-strapped local government and particularly cuts to the 

public health grant.  When the ring-fence comes off, it poses a significant risk to levels of investment and what 

we can deliver around HIV prevention going forward. 

 

Parminder Sekhon (Executive Director of Programmes, Naz Project London):  Following on from Ian 

and Julie’s point, it is about whether you have a long-term approach or you have a myopic approach.  When 

we have invested in a long-term approach with a ten-year strategy - say, for example, the teenage pregnancy 

strategy - we have seen some tangible gains.  This is a similar issue or it is not dissimilar in that we have a 

myopic approach about how we cannot afford to fund PrEP and so we will not fund PrEP.  The acquisition rate 

amongst MSM will increase and then we will deal with it as it increases and subsequent administrations will 

have to deal with that.  However, we need to think beyond a three-to-four or 12-month cycle. 

 

Also, we are all in agreement that cash is challenging and so, in terms of what the Mayor could potentially do, 

we have to think about how we solve medical problems not necessarily always with medical money and think 

about how we think outside of the box in terms of corporate social responsibility (CSR) agendas and looking at 

corporate and social media partners in terms of supporting HIV prevention and care and support in London.  

We have to remember that we are also a world-class capital in terms of HIV prevention, we are a centre of 

excellence and that is globally recognised.  I share Ian’s frustration and the rest of the panel’s frustration that 
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there are other countries that have PrEP available and people look to London in terms of world-class HIV 

treatment -- 

 

Dr Onkar Sahota AM (Chair):  Which cities in the world have PrEP available? 

 

Ian Green (Chief Executive Officer, THT):  San Francisco.  Since PrEP has been available in San Francisco, 

the numbers of HIV transmissions have reduced by 40%.  That is a prime example that PrEP works in reducing 

HIV infections. 

 

Dr Onkar Sahota AM (Chair):  Some cities are making this available? 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  Chicago; France. 

 

Ian Green (Chief Executive Officer, THT):  Throughout the [United] States; in France.  Huge trials are 

taking place in Australia with about 5,000 people having access.  Here the Government is talking about giving 

500 people access.  That is shocking. 

 

Dr Onkar Sahota AM (Chair):  If you can give us data about that also, it would be helpful.  

 

Monty Moncrieff (Chief Executive, London Friend):  I would echo everything my colleagues have said.  

The decision on PrEP at the moment and the batting the responsibility back and forth between NHS England 

and local authorities is nothing short of scandalous.  We have a treatment that is proven to be effective and we 

should absolutely be leading the way in that. 

 

Finance is an issue and I hear your point about the pressures on the NHS, but the decisions are political 

decisions and it is a political decision as to whether we want to put that money into HIV prevention.  It feels a 

little short-sighted and I agree that the lack of a vision and the lack of a long-term vision is a problem.  Pieces 

of funding and commissioning are often on a yearly, two-yearly or maybe three-yearly cycle.  I appreciate that 

local authorities are working on those cycles as well, but it does not give confidence in the longevity of this 

sector and the organisations that are tackling that. 

 

London has a particular opportunity, though.  There is a programme of work happening at the moment, the 

Sexual Health Transformation Programme, which is looking at how sexual health services are delivered across 

the capital.  Really, we need to be thinking about the other issues that impact on sexual health there.  We need 

to be thinking about the alignment of, for example, substance misuse services and chemsex.  We need to be 

looking at the alignment of mental health services.  There is a real opportunity, now that these are the 

responsibility of local authorities, to be co-ordinating this on a much better level.  We need to be thinking 

about creating opportunities to be having the discussion around HIV and creating opportunities to be having a 

discussion about the other issues that impact on HIV. 

 

We, for example, noticed that a great deal of the presentations for post-exposure prophylaxis (PEP), which you 

have if you have been exposed to an HIV risk and you can take it within the first 72 hours, in clinics were 

increasingly around chemsex.  In fact, 90% of the guys we work with who have accessed PEP in the last year 

said it was chemsex-related.  We took our services into sexual health services and we are working with sexual 

health practitioners to be getting them to think about asking the question about drug use when people come 

in.  They come in for PEP or they come in for a STI that needs to be treated and it is an opportunity to be 

having that conversation with them.  They are not coming into drug services because they do not perceive 

their problem to be severe enough, but this is an environment where we can start doing earlier intervention 
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and hopefully a preventative intervention.  We need to think about how that links up and there are issues 

around how the different aspects of that are commissioned, but this is an opportunity to really think outside 

the box on it. 

 

Shaun Bailey AM (Deputy Chair):  One very short question: are you saying that PEP has a positive effect 

post-sex? 

 

Monty Moncrieff (Chief Executive, London Friend):  Yes.  PEP is a treatment that has been available for a 

number of years, using Truvada, the drug for PrEP, the pre-exposure -- 

 

Shaun Bailey AM (Deputy Chair):  Sorry, I thought PrEP was PEP, sorry. 

 

Monty Moncrieff (Chief Executive, London Friend):  They are two different things. 

 

Ian Green (Chief Executive Officer, THT): Pre-exposure and post-exposure. 

 

Monty Moncrieff (Chief Executive, London Friend):  Yes, pre-exposure and post-exposure. 

 

Dr Onkar Sahota AM (Chair):  Therefore, in terms of the leadership that you are describing, Monty, what is 

the role for the Mayor in terms of co-ordinating services across London? 

 

Monty Moncrieff (Chief Executive, London Friend):  If the Mayor is given the opportunity to do that, this 

is the issue about London operating as 32 cities or as one city and where the responsibilities lie.  Some of that 

is in the structure and the way that the system is set up.  Some of this thinking may have to come from central 

Government.  We know that, for example, in the allocation of public health budget, once it is at local level, of 

course local commissioners will not want to relinquish that back up the chain.  However, if the thinking is at a 

national level and a proportion of that, for example, is given to a regional level - like London - and then a 

proportion to a local level, then that allows for a different use of that budget and a different approach to 

strategic health where it works at a citywide level and where it works at a London level.  That is one potential 

opportunity that may be there, but that would require central Government change. 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  I would just add, 

building on Monty’s point, that we are existing in an increasingly fragmented commissioning landscape with 

respect to sexual health and HIV services.  However, I would say that local government has tried to respond to 

that fragmentation through such things as the London Sexual Health Transformation Programme and the 

London HIV Prevention Programme.  It is really endeavouring to recognise that we need to work as one to 

address these fundamental London public health level problems and trying to think about how we can 

transform sexual health services for the future, how we can manage within reducing budgets when we are 

seeing trends for STIs going in the wrong direction, and how we need to work together to ensure that we are 

being as efficient as possible and working collaboratively to better meet the needs of London.  It is also true of 

the London HIV Prevention Programme, which is delivering a number of things, but really seeking to maximise 

the extent to which we work as one and deliver some real efficiencies, given that we are really in increasingly 

cash-strapped times. 

 

Dr Onkar Sahota AM (Chair):  Are these programmes, the Health Transformation Programme and the HIV 

Prevention Programme, secure programmes?  Will they carry on or are they at risk of being wound up as the 

pressures come on?  Do you have any feeling for that at all? 
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Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  I am closest to the 

London HIV Prevention Programme; that is the programme that I chair on behalf of London Directors of Public 

Health.  We are in year three of a three-year programme at the moment.  Back in 2012/13 we received the 

agreement of all London boroughs to co-fund and work together to fund a programme of HIV prevention 

across the capital to complement continuing funding of more local HIV prevention initiatives.  The current 

commissioning and contracts that we have are due to expire at the end of March 2017 and we are just going 

through the process of starting those conversations and making the case for continuation of that programme 

beyond where we clearly think there is a case. 

 

Dr Onkar Sahota AM (Chair):  It could potentially be wound up? 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  There is a risk of that, 

absolutely.  It comes back to choices around prioritisation and where the money goes, I guess. 

 

Dr Onkar Sahota AM (Chair):  One of your recommendations would be that you should carry on, then? 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  That would be my view, 

absolutely.  Clearly, there is an ongoing level of need.  We are demonstrating that we have delivered some 

really good quality outputs in terms of the elements of the programme, which are including condoms, outreach 

into particular communities and a much wider media and communications campaign.  We are seeing some 

fantastic traction with that campaign increasing awareness and some self-reported very positive responses 

around behaviour change in response to that campaign.  Therefore, to me, it would feel very premature to be 

pulling the plug on something that is really getting going and we still have lots of ongoing public health need 

for that programme in London.  However, that is a decision that we will need to take as a group of London 

boroughs in the context of other competing demands on our budgets. 

 

Ian Green (Chief Executive Officer, THT):  There is the national programme that also covers London as 

well, which dovetails with the London programme, and the THT, I believe, provides that through a contract 

with PHE and that has just been awarded for a three-year period.  That, hopefully, is secure, although halfway 

through the last contract the budget was cut in half and so you never know.  However, it is about making sure 

that the national programme sits very closely with and complements the London programme and, in terms of 

media exposure, the possibility of a national campaign exceeds what can be done just in the city.  However, we 

need to make sure it is dovetailed and works closely together. 

 

Monty Moncrieff (Chief Executive, London Friend):  I just wanted to come in.  If we lost the London 

programme, we would not just lose the programme; we would lose one of the few mechanisms that we have 

where Directors of Public Health across the whole city are working together to provide a programme.  There is 

much more at risk than just losing the work of the programme.  That partnership has not always been an easy 

partnership over the years, but all strength to having held it together and, if we lose that, we lose a mechanism 

that has been a long time building. 

 

Dr Onkar Sahota AM (Chair):  You spoke about London being an exemplar city in the world with HIV.  

However, apart from the prevention medical PrEP, is there anything else we can learn from other cities in the 

world that they are doing well and we can do better?  Can we learn something from other cities?  Has that sort 

of comparison been done? 

 

Ian Green (Chief Executive Officer, THT):  I am sure that there is a lot that can be learned and it would be 

naïve to think that we have all the answers in London.  This is a role for the Mayor, very clearly.  I know that 
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the Joint United Nations Programme on HIV and AIDS (UNAIDS) recently held a conference with mayors of 

larger cities and I know that the Mayor was unable to attend because of timing.  However, to engage in that 

group of fellow mayors who are trying to respond in innovative ways to the epidemic in their context would be 

really helpful.  There is that leadership role that the Mayor has, not only in relation to London, but to learn 

from what is happening globally as well. 

 

Dr Onkar Sahota AM (Chair):  I know that HIV was not very high in the Mayor’s agenda.  That is why this is 

one of the first meetings we are holding of this new mayoralty for this.  I know that.  I know this from his 

manifesto. 

 

Parminder Sekhon (Executive Director of Programmes, Naz Project London):  I was just going to add 

one other thing.  There is one other untapped potential that we have in terms of a hub where we could routine 

tests done and that is with GPs as stakeholders.  I do not know whether there is a role for the Mayor there in 

terms of having that dialogue or beginning that dialogue.  We know that people want to get tested at GPs, it is 

convenient, they trust their GPs, it is accessible and it is local, but whether tests are offered is completely hit-

and-miss and patchy.  However, there are all sorts of things that could be done.  We were speaking very 

recently to NICE about GPs collaborating with voluntary sector organisations and also opening up their 

premises for testing to happen because that would be a very easy way to get people tested.  People want to be 

tested there and my feeling is that GP testing works, but only when it is incentivised and it cannot always be 

incentivised. 

 

Dr Onkar Sahota AM (Chair):  I am a GP.  I am not going to go to the bay to answer that question.  There is 

an answer to it, but I can -- 

 

Ian Green (Chief Executive Officer, THT):  Can I just slightly challenge that?  I agree that there is an 

absolute role for general practice.  Not everyone wants to be tested at a general practice.  Then it is about how 

some people do not have that trust relationship with a GP and some people feel really concerned about stigma.  

Some people are frightened even to tell their GP of their positive diagnosis.  In the stigma survey, it was about 

10%.  It is about horses for courses. 

 

Dr Onkar Sahota AM (Chair):  Just for the record, when people go to genitourinary GUM clinics, the GPs do 

not know whether they have been to GUM clinics or not unless there is a permission given by the patient 

because there are some patients who do not want to go to the GP because of the family connection or other 

reasons.  

 

Shaun Bailey AM (Deputy Chair):  Could GPs not distribute your kits?  Is that not one way of -- 

 

Ian Green (Chief Executive Officer, THT):  Yes, absolutely, and there is a piece of work that we are doing 

with the Royal College of General Practitioners at the moment just on the whole issue of GPs signposting to 

self-testing and postal testing if they do not wish to be tested by a general practice.  That is sometimes about 

building confidence in the GP. 

 

Shaun Bailey AM (Deputy Chair):  Is this a point where I make suggestions or should I just keep out of it? 

 

Dr Onkar Sahota AM (Chair):  You can make suggestions. 

 

Shaun Bailey AM (Deputy Chair): It just seems to me that this self-testing kit could be a real boon and it is 

about how you get those kits into the hands of as many people as possible. [Possibly through a] a university 
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tour?  This is where the ambassador organisations or individuals - [for example the] National Union of 

Students - could be distributing these to students.  You could take one at a fresher do or whatever it is, test it 

and nobody is any the wiser.  It is you and your private kit and you do your private stuff.  For me, I do a lot of 

work with young people and sexual health is really slipping off the agenda. If you speak to young people, they 

are a bit confused as to why you are bringing up old-people subjects.  It is about distributing that very easy, 

very accurate way of getting the test done. 

 

Ian Green (Chief Executive Officer, THT):  I completely agree with you. 

 

Shaun Bailey AM (Deputy Chair):  I am glad we can agree. 

 

Dr Onkar Sahota AM (Chair):  Is there anything any one of you wants to say that you think we have not 

looked at or that we have missed that you want to draw our attention to? 

 

Ian Green (Chief Executive Officer, THT):  Just from my perspective, it is about just reinforcing the 

leadership role that I believe the Mayor has around stigma.  First of all, it is about acknowledging that stigma 

exists and then looking at strategies to deal with stigma.  It is also about using the office of the Mayor to try to 

ensure that there is co-ordination across London, really focusing on public health messages around people 

being tested and if they have a positive diagnosis having access to treatment and an undetectable viral load.  

That is part of the real possibility now, with prevention including condom use and PrEP, of eliminating HIV 

transmissions in the UK. 

 

Julie Billett (HIV Prevention Lead, Association of Directors of Public Health):  I would just add that I 

wholeheartedly agree with Ian.  There is a really crucial leadership role that the Mayor can play in this space 

and use his profile to address issues of stigma and to raise awareness of the issue.  My only slight addition to 

what Ian said was to have those safer sex messages in there, too.  This is not all about testing; it is not all 

about PrEP.  Absolutely, we need to get the messages across around safer sex and consistent condom use as 

well. 

 

Ian Green (Chief Executive Officer, THT):  Yes, absolutely. 

 

Monty Moncrieff (Chief Executive, London Friend):  I would agree with that and the Mayor acting with 

leadership and integrity on these issues is vital.  There are just a couple of points I wanted to make.  I have 

made this briefly already and, because we talk a lot about drug use, just remember the role of alcohol in the 

risk of HIV as well.  It is a fairly significant issue.  One of the population groups as well - Ian mentioned it at 

the start - is transgender people.  We know, for example, particular transgender women are at increased risk.  

We have in London the country’s first sexual health clinic specifically working with transgender people called 

cliniQ.  It is at the Chelsea and Westminster Trust’s 56 Dean Street service.  We are a partner there.  I would 

really urge the Committee to talk to the people from cliniQ and find out more about the specific needs of 

transgender populations. 

 

Parminder Sekhon (Executive Director of Programmes, Naz Project London):  I would like to suggest a 

role for the Mayor in terms of HIV prevention in really joining up sexual health and mental health.  He would 

have a very particular appeal to people across London because of who he is and the values he represents - for 

the first time, perhaps - in terms of getting that connection and perhaps other Mayors and other high-profile 

individuals have not managed to kind of get that crossover.  We have a really unique opportunity here at the 

beginning of his term to really put a very clear stamp [on this issue]. 
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Dr Onkar Sahota AM (Chair):  Good.  Thank you very much for all your contributions.  

 

Page 28


	11 HIV Prevention in London

