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The Role of the Community Clinical 

Nurse Specialist in Managing Complex 

Caseloads across Acute and 

Community Settings



WHY THIS 
MATTERS

Without effective coordination, patients can fall through the
 gaps between services, leading to poorer outcomes,  

 avoidable admissions, and unmet health and social care 
needs.

• Hospital Admissions

• Extended Inpatient 
Stays

• Discharge Planning 

ACUTE
• Community Intervention

• Home Visits 

• Social Care Liaison

• Adherence Support  

• Safeguarding 
 

COMMUNITY 
CARE

COMMUNITY 
CNS

• Case Management

• Coordination

• MDT Working 

• Advocacy

• Earlier Community 
Intervention SERVICE GAPS THAT 

REMAIN:

• Disengaged from care
• Homeless

• Highly stigmatized
• Migration-related barriers
• Complex mental and social 

care needs 



THE ROLE OF 
THE CNS

The Clinical Nurse Specialist plays a 
vital role in bridging gaps in care as 
patients transition between acute 

services and wider multidisciplinary 
teams, ensuring continuity, 

coordination, and holistic patient 
support throughout their care 

journey. 

We take the services to our patients 
wherever they are, bridging their 
care, coordinating and providing 

continuity for people living with HIV.



BACKGROUND
The Community HIV CNS (CHCNS) team was invited by 

Dr. Ayoma Ratnappuli, of King’s College Hospital, to 
participate in a case review of the patients that we 

support and the work that we do. The resulting findings 
demonstrated the wide-ranging impact of our service in 
improving engagement, adherence, safeguarding, and 

holistic patient care.

Data taken from case review: Behind the caseload: the role and reach of the Community HIV Clinical Nurse Specialist service. Author: Dr. Ayoma Ratnappuli 



MORE  THAN  MEDICATION! 



KEY 
FINDINGS:   
OVERVIEW        OF       NURSING      ACTIVITIES 

Activity by Area of 
Practice

Activities 
completed/Total 
number of activities

Percentage 

Clinical Management 301/360 84%

Adherence 220/300 73%

Care Coordination 209/300 70%

Psychosocial support 184/300 61%

Safeguarding/Risk 108/240 45%

Re-engagement 116/300 39%
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The CNS acted as the bridge between 
health, social care and community 

services, reducing risk and helping Mary 
re-engage with care.

Outcomes for Mary have improved 
significantly, and she now has ongoing, 
long-term support from the CNS team.

Her care teams are now connected 
through the assessment, persistence, 
care coordination and trust-building 

provided by her CNS.



HIV  ACTION  PLAN 
FOR  ENGLAND  
2025  - 2030

CNS

Test

- Partner testing               
- Signpost to 

other services     
- Identifying 
those at risk

Treat

- Support ART 
Adherence                    

- Reengagement          
- Complex case 
management 

Thrive                  
- Stigma 

reduction               
- Address health 

inequalities             
- Benefits Support  
- Housing issues 

Collaborate      
- MDT working     

- GP involvement      
- Community 

services                 
- Mental Health 

Teams

Prevent 
- Education             

- U=U                      
- Adherence 

support

The Community HIV CNS Team is uniquely positioned to 
support and deliver the priorities of the HIV Action Plan. 

The move towards community-based care places the 
Community CNS at the centre of service delivery, 

ensuring people living with HIV receive coordinated, 
person-centred care while supporting the goals of the 

national HIV Action Plan.

The Community CNS is not only supporting the shift 
from hospital to home, but also helping to shape the 

future of integrated HIV care

We are committed to achieving the goal of zero new HIV 
transmissions by 2030



USP  OF   THE   CNS 
SERVICE
One Team.
Providing rapid access to 
specialist HIV care within 48 
hours, with home 
phlebotomy, practical and 
emotional support, 
medication delivery, 
adherence support, and a 
dedicated point of contact for 
patients with complex needs.



WHAT OUR 
SERVICE 
USERS SAY
For many patients, the 

Community CNS is 
more than a clinician. 

We are their first port 
of call; a trusted 

source of support, 
advocacy, and 

continuity of care.



A  FINAL 
NOTE

BRIDGING GAPS REDUCING RISKS IMPROVING OUTCOMES

PLEASE MIND THE GAP



Please feel free to ask any questions
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