Ref: 344/MB/10

mbarc

research & consultancy

Kirklees Sexual Health Needs Assessment
A Research & Consultancy Report to NHS Kirklees

FINAL

Michael Bell with Ethan Greenwood

Susie Daniel, Duncan McDougal & Heather McMullen

April 2011

6" Floor,

63 St Mary Axe,
London EC3A 8AA
Tel:020 7469 5730
WWW.MBARC.CO.UK



http://www.mbarc.co.uk/

Kirklees Sexual Health Needs Assessment

TABLE OF CONTENTS

1 EXECUTIVE SUMMARY & RECOMMENDATIONS .. .cuiitiiiiiiiiiiiiiiiiiiiieieiieineeneeenenens 5
LIPS B [ 114 o e 0ot (oo B PO TP 5
Y A | 1 1= o] 31 £ A O 5
1.3 KY FINAINGS oetiiiiiiiiii ittt ettt ittt eeeeiaeeeeeeaeannsaseeeesssnnnnesssessannnnes 6
1.4  RecoOmMMENAtioNS ...ueiuuiiiniiiiiiiii ettt eaeeas 13
IR 1 21

2 INTRODUCTION ... ttttittteit et et ettt et et e e eeneeneeeeaeaneanesaeeaneaneaneensennesnennenns 22
2.1 Purpose of This Needs ASSESSMENT . .....civiueiiiiretirrietererneererneeeesneeeesneeesonnseeanns 22
Y A 1=l d g TeTa [o] (o 1V A O PP P PP PP 22

3 THE POLICY CONTEXT & uutnttintentiintinteteteiteteeeiaetnteeeneetneeteeenaeenaeneesseeneenens 24
K TR I © 177 T 24
3.2  The National POliCY CONtEXE ...uuuiiiineiiiiitiiiitieiteeeeieeeeeieeetenneeresneeesanaeeeanns 26
3.3 Transforming CoOmMmMUNILY SEIVICES . .uuiiiiet ittt iiieeiieeeteieeeeineerenneeeeanaeeeanns 28
3.4 Kirklees’ local strategic CoNteXt ..ottt e eeeeiaaaeeen 29

4 LOCAL DEMOGRAPHICS IN KIRKLEES. .. ..c.utititiitiiiiiiitiiiiiitiieeieieineeieenaeanennens 31
4.1  Population and Age Groups in Kirklees.......c.cceiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiieeeneeiaas 31
4.2 BME COMMUNTEIES . ettt ettt ettt ettt e e aeenes 31
e T W EAVZ T E o) D =T o] o V- L (o] 3 H P P PPN 31

5 IN OUR OWN WORDS: RESIDENTS’ DISCUSSION OF SEXUAL HEALTH......ccceviiiiiiiiinennnnns 32
o 0 T V7= 1 32
5.2 Demographic Profile of Research Participants:......ccooiiiiiiiiiiiiiiiiiiiiiiiiiiieeennnn, 32
5.3 Sexual Health in General......co.eiiniiiiiiii i e e e e e eens 33
5.4  KNOWLEdge Of SEIVICES ..uviiiiiiiiii it i et e e ettt et e eeeneeeeanaeerannees 36
5.5 Service Use Satisfaction .......cooeiiiiiiiiiiiiiiiiiiiiiii i 39
5.6 Community Recommendations for Sexual Health Service Delivery...........cccvveni.n. 42

6 THEMATIC REVIEW ..eutiiitiitiiiit ittt ettt ettt et ettt ettt et eeaeeneeeeneenaeanaanans 48
6.1 The Sexual Health Performance Scorecard (adapted from London NHS).................. 48
6.2 Local sexual health Services .....ccceieiiiiiiiiiii i e ee e eeeeenes 51
6.3 GUM SErVICE & STIS . ettt et e ee e e e aes 53
6.4  OVERVIEW OF GUM PROVISION ...uuttitiiiitieiiiiteiteiteitententenneeneeneennennenneanns 54
T T o | N 65
6.6 CoNtracepliVe SEIVICES ... .ueiiiit ittt ettt et e e e renaeeeanas 74
6.7  TEENAZE PregnanCy . uuueiiiieiiieetteeteeiieeeeeeeeeennneeeeeesessnnnssesesssennnnnssssssannnnes 77
6.8  Terminations Of PregnanCy . ... .ueeiiiiiiiii ittt eieetiieteeeteeaiinasseeeeeannnnes 81

7 STAKEHOLDER INTERVIEWS ... .ttt eiteetert et et ee et eaeeeneeneeneeneeaneanaaneens 84

8  APPENDIX 1 - SERVICE MAPS .. ..ttt ettt ettt e e eeaeee et eaaeaneanens 86

9  APPENDIX 2 -QUESTIONNAIRES. .. ...ttt eeeeeeereneeenteeneeaneeeaneeaneeaneenneens 89

MBARC Page 2 March 2011



Kirklees Sexual Health Needs Assessment

9.1  Sexual Health Needs ASSESSMENt.......oiuuiiiiiiiiii i 89
9.2  ONE-TO-0NE QUESTIONNAINE ..t tttiiittiiieetiietetieeeneeeenneeessneeessneeessseesssesessneeens 91
10  APPENDIX 3 - FOCUS GROUP TOPIC GUIDE ....couuiueiiniiniieiiiiiieiineieiieineenneinennes 99
10.1 FOCUS Group DiSCUSSTONS wuveeeireiietteeereeiineeeeeeeeeeinseeeeeesesrssesecesssesnssseseeanns 99
11 APPENDIX 4: NATIONAL STRATEGY ..uinuiintitiiniititeneeeeetenteneeeneeneeneeaneaneaneans 101
12 APPENDIX 5 - COMMUNITY RESEARCHER PACK ....c.uiititiiiiiiiiiiiiiieaieeneeeneenennens 102
12.1 FiY )] [ot- 1 o]l o] o 1 | PP 102
12.2 {00 311 o A o 3 0 104
12.3 Confidentiality Statement .....c.coviiiiiiiiiiii i it eeeiiiereeeeaeannnas 105
L Y YT PP 108
12.5 The Ethical Process for INterviewing......ooeeiiiieiiiiiiiiiiiiiiiiiiiniieeeeneeeeenneen 109
12.6  MBARC Code Of PractiCe ....cueiiueiiiiiiiiii ittt ee e e eens 110
12.7 MBARC Equal Opportunities POlICY ..cooviiiiiiiiiiiiiiiii it ee i e e 111

MBARC Page 3 March 2011



Kirklees Sexual Health Needs Assessment

ABBREVIATIONS & ACRONYMS

AIDS  Acquired Immune Deficiency Syndrome LGBT Lesbian, Gay, Bisexual and
ART  Anti-retroviral therapy Transgender
BASHH British Association for Sexual Health MSM  Men who have Sex with Men
and HIV ONS  Office for National Statistics
BBV  Blood Borne Virus NCSP  National Chlamydia Screening
BCC  Behaviour Change Communication Programme
BHIVA British HIV Association NEETs (Young People) Not in Education
BME  Black and Minority Ethnic Employment or Training
CASH Contraceptive & Sexual Health NHS  National Health Service
CCS  Community Contraception Services PbR  Payment by Results
CHFT Calderdale & Huddersfield Foundation PCT  Primary Care Trust
Trust PEP  Post-Exposure Prophylaxis
CHIPS Collaborative HIV Paediatric Study PLWHIV People Living with HIV
COC  Combined Oral Contraceptives PSE Public Sex Environment
CSP  Chlamydia Screening Programme PSHE Personal, Social and Health Education
CSR  Comprehensive Spending Review RSHE Relationships and sexual health
CSW  Commercial Sex Worker education
DAAT Drug and Alcohol Action Team SH Sexual Health
DH Department of Health SHA  Strategic Health Authority
EHC  Emergency Hormonal Contraception SHNA Sexual Health Needs Assessment
ePACT Electronic Prescribing Analysis and SLA  Service Level Agreement
Cost SOPHID Survey of Prevalent HIV Infections
FGM  Female Genital Mutilation Diagnosed
FPA  Family Planning Association SRE  Sex and Relationship Education
GP General Practitioner STI Sexually Transmitted Infection
GRASP The Gonococcal Resistance to ToP  Termination of Pregnancy
Antimicrobials Surveillance Programme TP Teenage Pregnancy
GUM  Genito-Urinary Medicine YO/T Youth Offending / Team
HAG Harmonisation of Accreditation Group YP Young People
HIV Human Immunodeficiency Virus
HPA  Health Protection Agency
HPV  Human Papilloma virus (Genital Warts)
HSV  Herpes Simplex Virus (Herpes)
KYPF Kirklees Young People Friendly
LAA  Local Area Agreement
LAC  Looked-After Children
LARCs Long-Acting Reversible Contraception
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1 EXECUTIVE SUMMARY & RECOMMENDATIONS

1.1 INTRODUCTION
NHS Kirklees appointed MBARC to undertake this comprehensive Sexual Health Needs Assessment
(SHNA) to gain a full understanding of the needs, demands and gaps in services. The aim of the

SHNA is to identify actions that can be undertaken by NHS Kirklees to:

Enable the people of Kirklees to enjoy safer sex and be more responsible for their sexual
health

Improve access to high quality sexual health services

Provide support for high risk groups

Reduce sexual health inequalities in Kirklees.

The methodology applied to this SHNA is in line with Department of Health (DH) guidance. A
picture of need has been developed through the analysis of demographic and sexual health service
data, gathering insights and perspectives from key informants/local experts and engaging directly
and through gate keepers with adults and young people, particularly those vulnerable to poor

sexual health.

1.2 THE CONTEXT

Since this review was commissioned much has changed in the policy context in which sexual
health services operate, most notably with the publication of the Government’s White Paper
“Liberating the NHS” and the Public Health White Paper “Healthy Lives, Healthy People”. Key
amongst these proposals is the proposed replacement of PCTs with GP commissioning consortia for
most areas of health care and the transfer of public health responsibility, including aspects of
sexual health to local government control. However, there are other changes proposed which will
also impact upon the commissioning and delivery of services: this includes a continued focus on
tackling health inequalities, putting patients first with increased choice and patient control, and a

renewed focus with additional incentives on improving clinical outcomes.

Whilst the NHS has been spared significant cuts in its level of funding in the Comprehensive
Spending Review (CSR) the four year funding settlement for the NHS provides for very modest
(0.1%) annual increases in funding, considerably lower than historic NHS inflation (driven by
demographic and technological change) of 3%. Across England PCTs have been charged with
identifying and delivering £20billion of savings by 2013/4. The Department of Health (DH) has
stressed the continuing primacy of the “QIPP” (Quality, Innovation, Productivity & Prevention)
agenda as a means of addressing this shortfall whilst maintaining and enhancing access and

quality.
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Local authorities are key players in ensuring good sexual health for their populations. Under the
proposed changes local authorities will be responsible for leading Joint Strategic Needs
Assessments (JSNA) to inform all health care commissioning. The Government also proposes to
establish Public Health England with an enhanced role for local government in the delivery of
health improvement and prevention activities. Sexual Health has been identified as within the
remit of Public Health England. It is expected that most sexual health services will be subject to
local authority commissioning, except for primary care delivered contraceptive services. Three
sexual health outcomes have been identified in the public health white paper: Teenage
pregnancies, late diagnosis of HIV and the prevalence rate for Chlamydia. These changes are

subject to primary legislation through the Health and Social Care Bill.

Within this changing environment Central Government funding for local authorities is to be
reduced by more than 25% over the next four years and the planning regime for local authorities
has changed radically with most targets and requirements for ring-fenced or designated funds
removed (although it is proposed that public health funds transferred to local government will be

subject to a new ring-fence).

The DH has signalled that it has no plans for a new sexual health strategy (although there will be
a supplementary paper detailing arrangements for sexual health arising from the Public Health
White Paper) and that the key driver in England for strategic development remains the National
Strategy for Sexual Health & HIV (2002) and the Independent Advisory Group’s review of this
Strategy (2008).

1.3 KEY FINDINGS

1.3.1 TOWARDS AN INTEGRATED SERVICE

Sexual health is not in crisis in Kirklees: most indicators of sexual ill health are at the same or
marginally better levels than other parts of the region and service provision is, in most cases
performing adequately with some areas of notable practice and some areas of concern. However,
there is considerable scope for improvement in line with the QIPP agenda and an engaged clinical

community who we suggest would welcome the challenge of developing and improving services.

There is a lack of integration in the planning and monitoring of sexual health services in Kirklees.
This is both within specific disciplines and across disciplines. For example, perhaps reflecting the
fact that NHS Kirklees is the successor body to previous PCTs operating at a more local level,
TOPS, GUM and Chlamydia have a clear north/south division in terms of service provision.
Similarly, there is little evidence of joint working or planning between GUM, CASH and other

services.
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There is no forum for the joint planning at a strategic or operational level for services between
different disciplines. Effective referral between services is hampered by the lack of knowledge of
each other’s services and opportunities for joint working are not developed. Each service has its
own clinical governance arrangements and there is no evidence that this individual effort

contributes to the assurance and development of services across the PCT.

1.3.2 WORKFORCE DEVELOPMENT

In 2009 the PCT commissioned a workforce development review, however, the results of this were
somewhat inconclusive. From the stake holder interviews each of the SH disciplines have raised
issues and concerns in relation to workforce development. Certain service areas have not been
able to fulfil their potential by a lack of clinical training (particularly for nursing staff) with the
possible consequence of certain more basic interventions being undertaken by “over” qualified
(and more expensive) staff. Most respondents, however, indicated that LARC training was readily
available. A modular approach to training has not yet begun. However it would be: Young People
and Risky Behaviour: Level 1. Relationships and Sexual Health: Level 2 (C Card and Chlamydia will

be modules as part of level 2) and Clinical Training: Level 3.

The picture in general practice is less well understood with conflicting views of under demand

versus lack of provision.

It should be noted that some training (for example to support our recommendation on developing
a community based reactive testing programme) is provided free of charge by the pharmaceutical
provider. In other parts of the country pharmaceutical companies have been active sponsors of
workforce development to support programmes such as tackling late diagnosis of HIV and
promoting uptake of Long Acting Reversible Contraceptives (LARC). It should be noted that for
small and single-handed GP practices the cost of training itself is not the barrier but the cost of

locum or cover arrangements.

1.3.3 THEMATIC ANALYSIS

1.3.3.1 STls
GUM activity is focused on two treatment (GUM) services in acute settings: the Dewsbury District
Hospital and the Princess Royal Health Centre. Based upon reported infections it would appear
that only a small proportion (10-15%) of residents are using GUM services outside the area'. Access
targets for individuals to be offered an appointment within 48 hours (98%) and being seen within

48 hours (85%) are being met within Kirklees.

' This is likely to generate additional charges through PbR to Kirklees of around £50,000 per annum. This figure has
not been verified by NHS Kirklees finance department and is likely to comprise a number of small charges from a
range of other acute hospitals. As GUM is open access it is not possible to demand manage this sum. However,
attractive local services will minimise out of area service use.
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There appears to be little integration between these providers and an absence of common

protocols, co-ordination of opening hours, pooling of governance arrangements etc.

Over the past ten years Kirklees in common with other parts of the Region and England has seen a
significant increase in STls diagnosed and treated. Within Kirklees infection rates have remained
largely static between 2006 and 2008 (excepting Chlamydia - see below). In 2008/09 the number
of positive diagnoses for a range of STIs excluding HIV was 2,216. The estimated annual spend in
2009/10 is £1,076,767 (CHFT), mid-year £704,949.

There appears to be an absence of primary or community care based (and “off tariff”) GUM
activity (e.g. clinic in a box) in Kirklees targeting at risk communities to both improve access and
reduce “worried well” interventions. Assuming no change in take up of testing opportunities,
shifting 50% of GUM activity to clinic in a box-type arrangement could generate savings of

approximately £300,000 - £400,000 per annum at current levels of activity.?

1.3.3.2 NCSP

The National Chlamydia Screening Programme has set demanding targets for the screening of
young people which Kirklees has struggled to meet. Yorkshire and Humber Region is ranked as the
fourth best performing NHS region placing it in the top half for England with a testing rate of
23.1% in 2009/10. Locally, Kirklees is performing significantly less well and was ranked 104" out
of 152 enrolled PCTs (with testing rate of 20.5%) placing it in the bottom third of PCTs in England.
The positivity rate (6.3%) for those testing is slightly above the national average (6.0%) and
slightly below the regional average (6.6%).

Pharmacies and GP practices are performing significantly less well in delivering the NCSP than
their counter parts regionally or nationally. However CASH is delivering above the regional and
national figures and the TOPS providers are delivering around twice as much as their counterparts

regionally or nationally.

1.3.3.3 HIV
HIV prevalence at 0.92 per 1,000 is below both the regional (0.94) and national figures. However,
growth in the numbers of people living with diagnosed HIV (after three years of declining
numbers) is now increasing in Kirklees more rapidly than most neighbouring areas. Growth in
numbers is largely driven by infections in MSM rather than migrant communities. Stakeholders

comment that this is from MSM who do not identify as gay. It is worth noting that 30% of Black

2 Kirklees PCT
3 Using the above estimates provided by Kirklees PCT
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Caribbean new HIV diaghoses were MSM and 40% of new diagnoses amongst people of Asian origin
were MSM.

Late diagnosis of HIV in Kirklees is high and the trend is upward from 25% in 2004 to 32% in 2009.
As well as impacting upon the morbidity and mortality of infected people this also increases costs
with patients more likely to need in-patient care but most crucially contributes to the risk of HIV
transmission (the infectivity of PLWHIV on ART is reduced to close to zero and people knowing

their status are more likely to modify their sexual behaviour)®.

On current trends the budget for HIV treatment and care is likely to increase from around £2.6
million in 2009 to more than £3.7million by 2013. This excludes costs for both in-patient care and
end-of-life care which is made more likely by the high rates of late diagnosis®. The Public Health
White Paper has suggested that late diagnosis will be a key outcome indicator for Public Health

England.

The PCT has recently completed a tender process for community based HIV services. However,
the specification may need review in the light of emerging good practice. National pilots are
currently underway to test community based approaches to tackling late diagnosis (based on “test
and treat”) with preliminary results anticipated in early 2011. NICE has published its
commissioning guidance on community based HIV prevention work with African communities in
December 2010. Early conclusions from the Vienna Biennial conference on AIDS indicates that
views of good practice are shifting to an increased focus on secondary prevention, the central role
of ART to the prevention of onward HIV transmission (“test and treat”). Prevention activity
focused on MSM from Asian and black Caribbean communities would appear to be an emerging

priority.

We were unable to identify a clear care pathway for people living with HIV. Considering this is the
part of sexual health provision in Kirklees consuming the greatest level of resource and projected
to increase by more than £1 million by 2013 a care pathway review in this area should be a
priority. This review should include assessment of the impact of local changes in council policy in
relation to vulnerable adults and social care following the removal of the Aids Support Grant ring-
fence, the impact of housing and disability benefit changes and the role of clinical and related

services in prioritising the secondary prevention agenda.

“ It is estimated that people with a late diagnosis infect 3-4 other people with HIV prior to diagnosis. On this basis
the 12 people diagnosed late in Kirklees in 2009 may have increased the number of people with HIV by up to 48
prior to diagnosis.

> People with a late diagnosis are 15 times more likely to have an in-patient episode than other people living with
HIV. 1 in 4 of those with late diagnosis die within the first year of their diagnosis (HPA,2009).
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1.3.3.4 Contraceptive Services
The majority of contraception is provided within the range of CASH clinics across Kirklees,
including a satellite service located at Huddersfield New College. Contraceptive services are also
provided in general practice but stakeholders expressed some concerns about the appropriateness
of single-handed male general practices and the accessibility of these services, particularly for

South Asian women.

One of the main concerns was around the North-South divide. This was reflected by both service

providers and linked services. In particular:

o Different ways of working in each area, which are historical and there is resistance to change
- including distinct processes and pathways for some services.

e A sense of competitiveness between the north/south areas as opposed to a sense of coming
together to provide a uniform service

e Some interviewees linked this to the lack of any sexual health network and reduced
communication following the commissioner-provider split

e A sense that if NHS staff found the different boundaries and pathways of different services
confusing at times, it must be extremely challenging for service users

e For some people it was felt that ‘personalities’ were driving agendas as opposed to clear
policies and pathways

e There was a distinct sense that GU providers wanted to control what other service providers
(GPs, CASH) would offer and be the ‘gate keepers’ to what they could or could not provide
(e.g. GPs commented that they were required to attend ongoing training which felt more like

‘an extra pair of hands’ as opposed to an enabling and learning time.

Other concerns are about the pathways between services, the balance of management, clinical

staffing and the lack of use of the services by men.

The population of Kirklees as a whole is growing at just under 1% per year and the numbers of
people in the most sexually active and fertile age bands (20-34) of the population is projected to
grow between 4 and 12% over the four year period from (2008 to 2012) indicating there may be an
increased demand for CASH services from this age group. In spite of these demographic trends
spending on CASH services is largely static. It is estimated that each £ spent on contraceptive
services saves £11 on other sexual health or maternity services®; on this basis each percentage

reduction in contraceptive spend may generate around £50,000 of spend on other services.

6 Audit Commission (2003)
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NICE issued guidance in 2005 on increasing the use of Long Acting Reversible Contraceptives
(LARC) because of its efficiency and cost effectiveness. However, the number of young women
choosing LARC is considerably lower (7.3%) than the regional average (11%) or the national

average (11.5%).”

1.3.3.5 Teenage Pregnancy
Following the visit by the National Support Team, there has been a complete review of the
teenage pregnancy work and a new strategic approach. There have been concerns raised about
this new direction and that operational services will be lost and there will be reduced support.
There is a significant risk that work to prevent teenage pregnancy may be de-prioritised by the
local authority as a result of funding restrictions. However, it should be noted that this is one of

the three sexual health outcomes identified in the public health White Paper.

Although there has been a reduction in the rate of teenage pregnancy from the baseline date,
since 2001-2003 there has been a yearly increase, especially in the identified hotspot areas. There
has been a recent decrease in the overall rate but there are concerns that this rate of decrease is

too slow and may not be maintained.

A 10% reduction in teenage pregnancies in Kirklees would save approximately £35,000 for the NHS
in the cost of terminations of unwanted pregnancies, maternity care and post birth costs. More
substantial savings would be made by the local authority in relation to its services. In the
recommendations below we suggest that raising the uptake of LARC to national levels through
targeting teenage pregnancy hotspots could be a viable way forward in tackling teenage

pregnancies.

1.3.3.6 TOPS

Termination services are provided by three providers. Access to NHS funded terminations is above
the NHS target and compares well to other PCT areas in the region. Similarly, repeat terminations
(seen by some as an indicator of clinical failure) are below the national and regional averages
across all age groups suggesting that clinicians are performing well in ensuring that every woman
having a TOP has a viable contraceptive plan on departure. The above average performance in
relation to NCSP also indicates that clinicians in TOPS are taking a holistic view of their patients.
It should also be noted that TOPS providers are performing well in undertaking terminations at

early stages of gestation indicating that access is not problematic.

Concerns have been expressed at the potentially confusing care pathways between North and

South Kirklees. One benefit of two pathways is that it leads to different patient experience and

7 Data collated from the Sexual Health Scorecard at www.sexualhealthscorecard.org.uk
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choice, however it is difficult for patients to determine which pathway may be more beneficial to
their needs and therefore could be confusing for the patient. There are also differences in the
practices of the different providers; in North Kirklees 40% of women have surgical TOPS whereas
in the South the figure is 6%. At early gestations it is recognised that medical abortion is a safer
option than surgical and there has been a national drive to increase the proportion of medical
abortions. Kirklees is performing well in relation to this (nationally 60% of abortions are surgical).
In the past CHFT did not have provision for surgical abortions which in part will explain the high
level of medical abortions. There must also be a question over the extent to which women are

given an open choice of procedure.

Access to the abortion procedure is through a pre-abortion assessment service. In North Kirklees
this is the Unplanned Pregnancy Assessment and Consultation service provided by KCHS. In South
Kirklees, this is the Termination of Pregnancy service provided by CHFT. Women usually self refer
or are referred by GP into these services. This arrangement effectively means that access to a

CHFT abortion is by self referral.

Provision of the abortion procedure itself within the District is limited to CHFT surgical abortions

which take place in Huddersfield. All other procedures take place in Halifax, Doncaster or Leeds.

1.3.3.7 SRE/Other Initiatives
Approximately £500,000 was invested into a PSHE toolkit 2-3 yrs ago. This has been distributed
widely across Kirklees secondary schools. The toolkit has also been sold on to other areas. The
Health in Educational Setting programme is currently facilitating a health and wellbeing pilot
within 2 clusters of schools in North and South Kirklees. The pilots involve school staff, children
and young people, parents and local service and organizations. The programme is aiming to clarify
local needs, without the pressure of national targets and try to better understand local drivers,
issues, needs and possible responses unique to Kirklees. If sexual health is identified as a priority
for either cluster of schools, one focus for interventions could be the RSHE curriculum as well as

identification of the ‘root causes’ of sexual health needs or inequalities.

In addition to the Pilots a complementary piece of work is being undertaken in schools by the NHS
Kirklees Sexual health team. This involves working with schools on an individual basis to conduct
a rapid sexual health needs assessment to ensure that there is a whole school community
approach to meeting the sexual health needs of the student population, this includes, RSHE,

Services, Services in the local community and Information and Guidance.

Older participants in focus groups identified that they had not benefited from good sexual health

education and that this was still needed. For those who are parents and carers, Kirklees College
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have been providing an innovative ‘Speak Easy’ approach to address their needs. Wider sexual

health education needs for older people are not addressed elsewhere.

CASH outreach services in FE colleges are well regarded. It was noted that they are particularly
good at improving access for young men who do not feel well served by other sexual health
services. Huddersfield New College has been accredited as ‘You’re Welcome’ and Kirklees College

is KYPF accredited® though had not yet achieved the You’re Welcome accreditation.

The Youth Offending Team reported having developed a Peer Education process. This has had a

positive impact in the promotion of LARC uptake.

1.4 RECOMMENDATIONS

Given the context of NHS reform, the proposed replacement of PCTs with GP commissioning
consortia, coupled with reforms to the role of local government and the planning structure for
local services, any proposed changes will need to be designed to work within these structures.

(See section 3.1)

1.4.1 CREATING THE FOUNDATION
R1 We recommend Kirklees PCT establishes clear criteria for assessing future
developments. We suggest that the criteria should be fourfold:

1. Contribute to the integration of sexual health services (meaning improved patient
pathways, shared protocols, pooled clinical governance and an end to the North-South
split in service provision);

2. Move services towards delivery in community and primary care settings where possible
(with appropriate training);

3. Reflect the requirements of QIPP, that is:

a. Maintain or enhance quality;
b. Provide for innovation;
c. Improve productivity and cost effectiveness;
d. Integrate prevention work into all clinical activities; and
4. Are designed to be sustainable in the light of new commissioning and planning

structures as these evolve.

All subsequent recommendations in this report are designed to be aligned with the criteria.

8 Kirklees Young People Friendly (KYPF) is the local accreditation scheme that provides a stepping stone towards
the national “You’re Welcome” standards. Services attaining KYPF accreditation can display a logo to show young
people that they can expect the sexual health service to be welcoming, friendly, non judgmental, confidential,
free, accessible and safe.
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To address the continuing divergence between service models in the north and south of the
district and in anticipation of both the move to GP commissioning for some sexual health services
and local authority commissioning for others there is a pressing need to establish a vibrant and

cross-sectoral Sexual Health Network.

R2 Full clinical engagement with future developments should be sought through the
establishment and servicing of a Sexual Health Network encompassing all providers and
commissioners. GP and Pharmacy sectors should be represented on the Network as
well as schools. The PCT should seek to engage key local authority officers leading on
work within the authority to establish the new local Health & Well-being Board in
anticipation of the transfer of Public Health functions. Alongside providing a space to
share intelligence and identify areas of mutual interest the terms of reference for the
Network should include specific tasks including:

Redesigning patient pathways in line with the criteria (at R1 above)

Take lead responsibility for developing a workforce plan

Developing joint clinical and information governance arrangements

Developing patient involvement

g A W N =

Overseeing and evaluating the impact and effectiveness of any changes.

Patient and public involvement has been an area of growing importance for the health service
over recent years. It provides opportunities to ensure that services are better aligned with
patients’ needs and reflect their priorities; as such it is a tool in efficient planning of services. For
those with long term conditions such as HIV there is a growing body of evidence that expert
patient programmes, such as Living Well contribute to improved clinical outcomes and reduced
costs to the NHS. The NHS HWITE Paper and public Health White Paper both identify patient
engagement and self-management as important strands to be developed over coming years. In
common with most parts of England Kirklees’ sexual health services (excepting HIV) have been
slow to engage the public and their patients in the planning and design of their services due in
part to the stigmatised nature of many services. These recommendations reflect key issues
identified from the public consultation elements of this needs assessment, but future patient and
public involvement needs to be more systematic. The London Sexual Heath Programme has
commissioned Thames Valley University to develop guidance on best practice in patient and public
engagement in sexual health services which will be published in Spring 2011. We suggest that this

may serve as a starting point for engagement.

R3 The new Network should prioritise public and patient engagement in the planning and

design of all sexual health services. The move towards a fully integrated sexual health
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service will require detailed public engagement from those communities at most risk

of poor sexual health.

1.4.2 TOWARDS AN INTEGRATED MODEL

The PCT will cease to exist in April 2013. From April 2012 there will be shadowing arrangements in
place for both those aspects of commissioning which will move to GP consortia and those aspects
that will move to local authority commissioning. This provides the PCT and its successors with an
opportunity to work together on developing a clear plan for the integration of sexual health

services.

This report highlights the need for integration on a number of levels: between the north and south
of the District, between clinical disciplines (e.g. GUM and Contraceptive services, and within
clinical disciplines (for example addressing the different clinical practice and client pathways in
TOPS).

Alongside delivering a more consistent service across Kirklees this integration provides the
opportunity to improve client pathways and enhance work across disciplines to prevent sexual ill
health, and to develop clear cost savings through innovation and productivity gains. Integration is
not possible over-night as there will be need for clinical and other professional engagement
(through the proposed) network in reconfigured care pathways and the contracts for some

services (such as CASH) will be secured until April 2014.

It should be noted that in relation to reconfiguring care pathways much work has been undertaken
in other parts of the country which could be adapted for use in Kirklees. For example, as part of
its work to develop the integrated sexual health tariff the London Sexual Health Programme has
developed around 140 separate pathways and created a range of baskets of activity for tariff

purposes.

Commissioning of an integrated service would not necessarily mean a single provider. A
consortium including a number of current providers from the NHS and independent sectors would
offer considerable strengths. Such a consortium could be subject to a lead contractor with sub-
contractor arrangements or separate contracts. However, should separate contracts be issued
there should be a lead agency responsible for clinical and information governance across all

providers.

R4 We recommend that NHS Kirklees provides clear commissioning intentions to current
providers that they intend to move towards a single integrated sexual health service
by April 2014.
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In developing this integrated model for sexual health services it is important to note that both
women and young people were keen that services were “discreet”, that is, easy to find for those
that needed them but not too identifiable as sexual health services to others. We suggest that the
public engagement arrangements suggested in R3 above should be sued to tackle this apparent

contradiction.

The table below sets out some of the key steps towards tendering for a fully integrated sexual

health service across Kirklees in 2014.

e Complete SHNA
¢ Consider
Recommendations

¢ Establish SH Network

eTender for single GUM
provider with a new
model of test and treat
(possibly to include HIV
T&C)

eTo include role leading
integrated clinical
govenrnace programme

e Establish HIV Treatment

¢ Accelerate transfer of
CSP, Teenage pregnacny
and HIV prevention work
to Local Authroity

e Introduce integrated
sexual health tariff for all
services

e Introduce shared care for
HIVT&C

& Care Pathway

e Extend CASH role to
inlcude STI reactive
testing role/clinic in a box
service (off tariff)l

e Recruit and resource
primary care sexual
health champions (GP
and Pharmacits)

* Reconfigure TOPS service
and extend self referral

\_ , . ,

Within the context of this broader programme for integration other recommendations focus on

individual service areas.

1.4.3 GUM & STIs

Kirklees is spending around £1.8 million per annum on GUM services. It is estimated that around
half of this figure will be spent on testing and treating individuals with STIs and half on testing
individuals who do not have an STI (the tariff rate is the same for both groups of patients). Whilst
GUM services are meeting access targets across both sites there was a desire for more flexible and
evening opening hours and we consider that there is a strong financial argument for reconfiguring
current services. The current tariff for STls tested and treated in GUM settings is £137 per
episode. This compares to the cost of a GP consultation of £32, a pharmacy consultation of

£17.75° (both excluding pathology costs which vary considerably from hospital to hospital)' or an

° Bow Group Health Committee, 2010.
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estimated cost of “clinic-in-a-box” outreach services targeting areas of highest need at £70.
There may also be scope in the medium term for promoting home-testing models'' and the use of

more self management'2.

Access could be enhanced by a single provider operating on a hub and spoke model with outlets in
each town. This should contribute to the ease of access for the large proportion of the population
that live in rural areas. Evening and weekend opening hours was highlighted as a key issue for

development by service providers and members of the public.

R5 We recommend that Kirklees PCT considers tendering GUM provision as a single
contract' in 2011/12. The specification should include:
e At least four walk-in and appointment service points across the district
e Extended/evening and weekend opening hours
e Provision of (off-tariff) community based reactive testing services
e Nurse delivered and off-tariff clinic-in-a-box services targeted at communities at
greatest risk

e Scope to include promotion of electronic home-testing if this becomes available.

As part of a clear strategy to reduce the use of GUM services at full tariff by “the worried
well” with an aim of generating cost savings of £300k and providing services closer to home,
the move to a single contract should be accompanied by an extension of reactive testing by
GPs and pharmacies. We also recommend that CASH is funded to deliver a reactive testing

service (off tariff).

Kirklees is performing relatively badly in terms of NCSP. CASH and TOPS are performing above the
regional average but GPs and pharmacies are performing well below the average. The programme
is changing to a more target approach on positive results and the GP LES will be stopping. This is
to be based on 8% positivity per 10,000 screens. The public health white paper indicates that
Chlamydia prevalence will be one of three sexual health outcomes assessed by Public Health

England.

10 The extension of STI testing into primarily care and other settings does not envisage full STI diagnostics but the
use of simple and low cost reactive test kits. For example, Pasante market a simple HIV test for £7.50 and provide
full training at no charge to clinical and AHPs in the use of the test. Where a test is reactive it is envisaged within
this model that the practitioner would refer on to GUM.

" St George’s Hospital in London is currently developing a mobile phone based home testing kit with reactivity
tests across a range of STls. It is anticipated that this will be available by 2013 with costs below £1 per test.

'2 NHS Direct provides a diagnostic tool/symptom checker on its web-site that may reduce the use of GUM by the
“worried well”.

'3 A single contract would not preclude sub-contracting of parts of the service to current or new providers.
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R6 Improvements in the performance of GPs and pharmacies in relation to NCSP should be
a priority. GP and pharmacy involvement in the SH Network provides a starting point
for the development of initiatives to tackle current under performance. We strongly
recommend that the Network recruits a GP champion and a Pharmacy Champion to
develop strategies that will fully engage their peers in developing sexual health work.
In some localities Sexual Health Networks pay GP and Pharmacists for undertaking

similar roles.

1.4.4 HIV

We could not identify a clear pathway for patients living with HIV. Performance in relation to
tackling late diagnosis is poor and deteriorating. This impacts upon future rates of infection, the
health of those left undiagnosed for long periods and the costs faced by the NHS. The Public
Health White paper has indicated that late diagnosis will be one of three key outcome measures
for sexual health services. Prevention work has recently been retendered but it is unclear that
this meets current best practice in relation to test and treat, the secondary prevention agenda or
the rising numbers of MSM who do not identify as a gay (particularly from BME communities). On
current trends the costs of supporting people with HIV will increase by £1million over the next

four years.

It is expected that a tariff for HIV treatment and care will be introduced by 2013. We suggest that
in the interim the PCT should develop a robust model of shared care between HIV treatment

centres and primary care'.

The PCT should consider including HIV treatment and care in its tender for a single GUM service.
However, we are concerned that the current apparent absence of a care pathway could delay the

development of a specification for the GUM service.

R7 The SH Network should oversee a review of HIV treatment and care services and
prevention services as a priority. A clear care pathway based upon a “shared care”
model should be established as soon as possible. The network needs to assure itself
that current prevention work is evidenced based, in particular that it is targeted at
communities most at risk (including BME MSM) and is based around “test and treat”. A
wider review of HIV should include an assessment of the impact of likely cuts in
council services and benefits for people living with HIV.

We provide an outline model for HIV treatment & care from point of testing.

' The South London HIV Partnership has developed a robust model of shared care which may provide a model for
service reconfiguration in Kirklees.
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HIV Treatment & Care Pathway

Shared Care for Long Term
Conditon Management

Primary Care
Inc. community
phlobotomy

r Community
Support

HIV Treatment &
Care Centre
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1.4.5 CONTRACEPTIVE SERVICES

Funding for contraceptive services is static in spite of a growth in the numbers of those in the
most fertile age groups of the local population. This may lead to increased costs in other parts of
the NHS in the short term. The proposed review of GUM (at R3 above) provides an opportunity to

consider the co-location of CASH services with GUM in the “hub and spoke” locations.

R8 As part of the review of GUM services, the PCT should consider the possibility of co-
location with CASH as part of the longer term move to an integrated service model.
Building upon its successful role in delivering the Chlamydia screening programme and
as part of the strategy to reduce GUM use by the worried well, CASH should be funded

to deliver an “off tariff” reactive testing service for its clients.

Teenage Pregnancy work in Kirklees has historically underperformed. The services have been
subject to a complete review and it is too early to assess the impact of these changes. It should
be noted that 80% of TPs are generated in four localities of Kirklees and intensive interventions in
these localities may have a positive impact. We have also noted that Kirklees is performing less
well than other parts of the region or the country in the uptake of LARC. Promoting the uptake of
LARC as a key strategy for reducing teenage pregnancies could be self financing (e.g. a 10%
reduction in teenage pregnancies would save c£35,000 - enough to fund a short-term community
outreach “uptake campaign”). The YOT team reports success in promoting LARC through peer

education.

R9 We recommend that Kirklees should set itself the target of exceeding the national
uptake of LARC over a 12 month target with this work targeted on those communities

most at risk of teenage pregnancies.

All TOPS providers are at least meeting the minimum access targets and indicators. They are also
performing well against other targets that provide an indication of holistic service (e.g. relatively
low levels of repeat terminations, high take up of Chlamydia screening). However, there are
remarkable clinical differences between the services received by women in the north and south of
Kirklees. There is an opportunity to further improve access to abortion by introducing self referral

throughout the District.

R10 Pursue improvements in the TOP pathway by working with existing providers as

planned.

The absence of effective SRE for those who are now parents and carers and older people when

they were at school is affecting their ability to provide support to their children and to protect
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their own sexual health. Kirklees College’s innovative Speakeasy'> approach may provide a model

for replication with parents and carers.

R11 The SH Network should investigate the ways in which the SRE needs of parents, carers

and other adults could be addressed.

1.5 QIPP

The table below summarises these recommendations by the QIPP agenda.

Recommendation | Summary

Number
QUALITY R1,2,3 & 4 Provide the foundation for all improvements
R5 Improves access to GUM
R6 Improves access to services
R7 Provides for care closer to home
R8 Improves Access
R10 Ensures consistent service across district and improves
access
INNOVATION R1,2,3 & 4 Provide the foundation for all improvements
R5 Provides a radically redesigned service with improved
pathways
R6 Engages primary care in service delivery
R7 Provides a redesigned service with improved pathways
R8 Provides improved pathways
R9 Allows for targeted and innovative campaign
PRODUCTIVITY | R1,2,3 & 4 Provide the foundation for all improvements
R5 Generates clear cost savings (c£300m)
R6 Provides for lower cost interventions
R7 Provides for lower cost interventions
R8 Provides for lower cost interventions
R9 Improvements in outcomes self-financing
PREVENTION R1,2,3 & 4 Provide the foundation for all improvements
R5 Faster access to treatment prevents onward infections
R7 Ensures prevention activity is evidence based
R8 Faster access to treatment prevents onward infections
R9 Focuses on preventing unplanned pregnancies
R11 Long-term impact on tackling poor sexual health

5> The FPA defines Speakeasy as offering “a non-threatening group-based opportunity for parents and carers to
acquire the confidence and skills they need to talk to their children about sex and sexuality”.
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2 INTRODUCTION

2.1 PURPOSE OF THIS NEEDS ASSESSMENT
NHS Kirklees appointed MBARC to undertake this comprehensive SHNA to gain a full understanding

of the needs, demands and gaps in services by collating and analysing existing data, gathering

insights and perspectives from key informants/local experts and engaging directly and through

gate keepers with adults and young people, particularly amongst those vulnerable to poor sexual

health to better understand ways of influencing attitudes and behaviours. The aim of the SHNA is

to identify actions that can be undertaken by NHS Kirklees to:

Enable the people of Kirklees to enjoy safer sex and be more responsible for their sexual
health

Improve access to high quality sexual health services

Provide support for high risk groups

Reduce sexual health inequalities in Kirklees.

2.2 METHODOLOGY

The research for this needs assessment is being undertaken in five phases:

Phase One - A Picture of Need

Phase Two - Capacity & Capability

Phase Three - Community Engagement
Phase Four - Iteration & Developing Options

Phase Five - Reporting & Presenting

2.2.1 PHASE ONE - A PICTURE OF NEED

The initial phase was designed to draw together key background materials and develop a base-line

picture

of sexual health and service provision in Kirklees. The activities include:

Commissioning Meeting to review key documentation sources and agree priority areas for
the study in terms of high risk communities of interest, broader stake-holder engagement.
This meeting took place on 6™ May 2010, with 3 Health Improvement Practitioners from
Public health and two members of the MBARC team.

Local priority assessment based upon key documentation generated from the PCT and the
Council (e.g. Commissioning Strategy Plans, Local Strategic Plans, JSNA, emerging strategy
from the Children & Young People’s Trust etc.) and demographic analysis to plot high risk
communities and trends that are likely to impact upon current future sexual health service
needs. In addition MBARC held an initial meeting on 10" June 2010 with a wide range of
local key stakeholders to introduce the work and discuss some key questions. Feedback
from the meeting helped to inform the interview schedules and identified some themes

which have been repeated throughout the process.

MBARC
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= Supply-side assessment focusing on collation and assessment of key performance data;
identifying trends in performance through additional analysis of KT30 & KC60/ GUMCAD
returns for contraception and STIs and SOPHID data in relation to HIV. Teenage Pregnancy
Unit self-assessment as a key source of intelligence on performance in this area. A trend
analysis of key local and national indicators and targets, particularly Teenage Pregnancy,
GU waiting time, Chlamydia Screening, Provision of LARC, HIV late diagnosis and TOPs -
including provision of NHS funded terminations, repeat pregnancies and period of

gestation at termination. See below.

2.2.2 PHASE TWO - CAPACITY & CAPABILITY
The second phase was designed to develop a better understanding of current service provision in
the borough. Activities include:
= Service Mapping - developing a picture of service provision by type of provider and type
of service in Kirklees. See Appendix 1.
* Interviews - a mix of face-to-face and telephone interviews. In total 37 people from a
wide range of services were interviewed.
= Workforce Review - address workforce issues only as part of the service provider

interviews and stakeholder providing an initial qualitative picture of workforce capacity.

2.2.3 PHASE THREE - COMMUNITY ENGAGEMENT
This phase was designed to gather the views of current and potential service users from those
people at high risk of poor sexual health. Details of the process and the participants can be found

in section 5 below.

2.2.4 PHASE FOUR - ITERATION AND DEVELOPING OPTIONS
The third phase consisted of
e Producing and Stakeholder Consultation Paper - capturing the research findings and
providing initial options for discussion.
» Hosting a Co-operative Enquiry Workshop for commissioners and providers of services to

test findings and to work collectively to develop recommendations. 5% October 2010.

2.2.5 PHASE FIVE - REPORTING & PRESENTING

» Following on from the workshop we have produced this report
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3 THE POLICY CONTEXT

3.1 OVERVIEW

At the time of writing this report the wider policy context is in a state of flux. In July 2010, the
coalition Government issued its NHS White Paper “Equity and Excellence: Liberating the NHS”
setting forward dramatic plans for the transformation of the NHS. The Department of Health
closed the consultation exercise on these proposals in October 2010 and legislative plans are
expected in early 2011. Key amongst these proposals is the proposed replacement of PCTs with GP
commissioning consortia (with separate arrangements for public health - see below). However,
there are other changes proposed which will also impact upon the commissioning and delivery of
sexual health services: this includes a continued focus on tackling health inequalities, putting
patients first with increased choice and patient control, and a renewed focus with additional

incentives on improving clinical outcomes.

There is intense speculation about both the shape of the proposed legislation and its content
following parliamentary scrutiny as it has been argued that these proposals currently sit outwith
the published Coalition Agreement and consequently members of the governing parties in both the
House of Lords and Commons may not feel obliged to support proposals or may feel inclined to

bring forward far reaching amendments.

The Secretary of State has also indicated his intention to transform public health. In December
2010 the DH published the Public Health White Paper: “Healthy Lives, Healthy People” . The
strategy oultlined is a radical new approach to publc health. Its centre piece is the move to hand
responsibility and power to local authorities, together with the ring fencing of the budget. The
Local Authority responsibilities will be complementary to new national public health service
(Public Health England). This new system will be set out in the forthcoming Health and Social Care
Bill and will therefore be subject to Parliament’s approval. The White paper states that the new
approach ‘will empower local communities, enable professional freedoms and unleash new
ideas based on the evidence of what works, while ensuring that the country remains resilient
and mitigates against current and future health threats’. It is described as an approach that
will reach across and reach out; addressing the root causes of poor health and well being and be:
e Responsive- owned by communities and shaped by their needs. Local authorities are
empowered to have considerable freedom improve public health outcomes and are
expected to work with communities to address determinants of health i.e. ‘causes of the
causes’.
e Resourced- with ring-fenced funding and incentives to improve. A £4 billion budget is
expected to be ring fenced nationally from within the overall NHS budget and there will

be rind fenced budgets of upper tier and unitary authorities with a new health premium
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to reward them for progress made against public health outcomes, taking into account
health inequalities

e Rigorous- professionally led, the White Paper outlines the role and accountabilities of the
director of public health who will be jointly appointed by the local authority and Public
Health England. The Paper also strongly emphasises the focus on evidence, efficiency and
effectiveness of public health.

e Resilient- strengthening protection against current and future threats to health, including
communicable disease control, environmental hazards, pandemic flu and health

emergency planning.

There will be ring-fenced public health funding (£4 billion) from within the overall NHS budget,
although this will be subject to the running-cost reductions and efficiency gains that will be
required across the system. This budget will cover health protection, emergency preparedness,
recovery from drug dependency, sexual health, immunisation programmes, alcohol prevention,
obesity, smoking cessation, nutrition, health checks, screening, child health promotion (including
work undertaken by health visitors and school nurses) and some GP services such as immunisation,
contraception and dental public health. Public Health England will be responsible for this budget
and will be allocated it through three principal routes:

e through the ring-fenced grant to local government;

e asking the NHS Commissioning Board to commission services; or

e commissioning and providing services directly (e.g. the functions currently undertaken by

the Health Protection Agency).

The detail of which parts of sexual health expenditure will be subject to these new arrangements

is expected to be set out in a supplementary paper in the Spring of 2011.

Whilst the NHS has been spared significant cuts in its level of funding in the Comprehensive
Spending Review (CSR) local authorities are key players in ensuring good sexual health for their
populations. Under these changes local authorities will be responsible for leading Joint Strategic
Needs Assessments (JSNA) to inform all health care commissioning. Within this uncertain
environment the central government funding for local authorities is to be reduced by more than
25% over the next four years and the planning regime has changed radically with most targets and
requirements for ring-fenced or designated funds removed (although it is proposed that public
health funds transferred to local government will be subject to a new ring-fence). Planning of
sexual health services and related support services for individuals from groups at risk of poor

sexual health who may dependent upon local government services will be challenging.

MBARC Page 25 March 2011



Kirklees Sexual Health Needs Assessment

3.2 THE NATIONAL POLICY CONTEXT

3.2.1 THE NATIONAL STRATEGY

The current National Strategy for Sexual Health and HIV was released for consultation in July 2001
by the Department of Health (DH). The Strategy Implementation Plan was published in June
2002.At the end of 2008, the Independent Advisory Group published their review of the National
Strategy for Sexual Health & HIV. It is not anticipated that the recommendations within this

review will lead to a wholly new strategy but may lead to new guidance being issued.

Within the current strategy some parts refer to existing projects and guidelines whilst some are
time-limited with deadlines and targets. Others are increasingly vague and include duties to
“consider” options. It suggests developments in existing services and procedures and the creation
of new ones, responsibility for the implementation of which is allocated to various bodies, for
example the Department of Health, Strategic Health Authorities (SHAs) and Primary Care Trusts
(PCTs). In addition, the Strategy seeks to integrate a range of existing strategies, projects, pilots

and guidelines. It has the following main aims:

e Reduce the transmission of HIV and STls, with a national goal of achieving a 25% reduction
in the number of newly acquired HIV infections and gonorrhoea infections by 2007;

e Reduce the prevalence of undiagnosed HIV and STIs - in particular, by setting a national
standard that all GUM services should offer an HIV test to clinic attendees on their first
screening for STIs, and working towards shorter waiting times for urgent appointments in
GUM services;

e Reduce unintended pregnancy rates, including setting a national standard that women who
meet the legal requirements should have access to an abortion within 3 weeks of the first
appointment with the referring doctor (other than in exceptional cases, for example
where a longer wait is clinically appropriate);

¢ Improve health and social care for people living with HIV; and

e Reduce the stigma associated with HIV and STls.

From the IAG review of 2008 the two key overriding priorities to deliver these aims can be seen
as: making further strides towards the integration of sexual health services and a more rapid

transfer of non-complicated sexual health work (level 1 &2) into primary care settings.

3.2.2 THE QIPP CHALLENGE

In August of 2009, within the context of the emerging financial constraints, David Nicholson the
NHS Chief Executive wrote to all NHS chief executives and chairman stressing the importance of
meeting the challenge of Quality, innovation, Productivity and Prevention (QIPP). In this letter he

wrote:
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“Alongside our response to pandemic flu, this is the most important challenge facing the NHS

for the foreseeable future”

The Comprehensive Spending Review was published at the end of October 2010. The four year
funding settlement for the NHS provides for very modest (0.1%) annual increases in funding,
considerably lower than historic NHS inflation (driven by demographic and technological change)
of 3%. The DH has stressed the continuity primacy of the “QIPP” (Quality, Innovation, Productivity
& Prevention) agenda as a means of addressing this shortfall whilst maintaining access and

quality.

In seeking ways to address the sexual health needs within Kirklees it will be important to consider
ways in which:

e Quality can be improved (including access, satisfaction and outcomes).

¢ Innovation is addressed in clinical pathways, settings and methods of delivery

e Productivity - that more is delivered for less resource

e Prevention - should be the centre-piece of all future work in this area.

3.2.3 CARE QUALITY COMMISSION
At the end of March 2009, the Healthcare Commission was replaced by a new body the Care
Quality Commission (CQC) to assess the quality of care in health care providers. The CQC, for the
first time, brings together regulation of the health sector with the social care sector. Its new and
developing assurance process and framework includes five key domains:
1. Safety
2. Clinical Outcomes
3. Patient experience (in two parts):
e Satisfaction
e Patient Reported Outcome Measures (PROMs)
4. Access to care
Societal Contribution (including potentially links to Local Area Agreements, value for

money etc.)

Of additional relevance to this review is that from April 2010 the CQC registration requirements
have included the extent to which health and social care services are integrated or provide a
seamless service. Partnership working on delivering the Teenage Pregnancy agenda is a key

indicator of integration between the local authority and the NHS.
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3.2.4 PAYMENT BY RESULTS

As part of its NHS reform programme, the Department of Health (DH) has begun to progressively
introduce a new system of funding for NHS services, known as “Payment by Results” (PbR). The
principle is that a fixed sum of money follows each patient, and that the fixed sum of money is

sufficient to cover the costs of care to the accepted standard in an average provider. PbR aims to:

* Incentivise better health and health care
= Drive innovation, productivity and responsiveness

* Maintain a clinically sound, transparent and sustainable framework for commissioning

The majority of out-patient services are now covered by PbR, for example the GUM tariff in sexual
health, with a national tariff which can be adjusted by a local Market Force Factor (MFF). PbR is
currently under-review to increase the flexibilities and the Next Stage Review proposes to pilot
quality enhancements to tariffs. The system is suited to elective and out-patient care but does

not easily translate into long term condition care management.

It is likely that PbR tariffs will remain for the foreseeable future although there are discussions on
how this could be developed to improve both productivity and quality. Future tariffs are likely to
be based on the “best in the class” cost (i.e. the cheapest rate) rather than the current system of
the average cost. Consideration is also being given to transforming the tariff into a maximum
price that can be paid by the NHS rather than a set fee, therefore providing incentives to a new

generation of commissioners to negotiate with providers on price.

There are existing tariffs in place for a number of sexual health services including GUM and TOPs
and there is a substantial programme of tariff development under way, for example the HIV Out-
Patient Tariff is currently in the pilot stage phase and it is anticipated that the tariff will be ready

for shadowing in 2011/12 with full implementation and national roll-out in 2012/13.

Within London a new comprehensive sexual health tariff is under development and is currently
being piloted. The DH at a national level has indicated considerable interest in this work with a
view to a national roll-out. This new tariff seeks to support the long term aspiration of integration
of sexual health services, but also could dramatically reduce the fee payable to GUM for between
40 & 60% of all cases, hastening the relocation of such services into primary and community care

settings.

3.3 TRANSFORMING COMMUNITY SERVICES
Following on from the Next Stage Review the DH required every PCT to divest itself of its provider

(community clinical) services. NHS Kirklees has advanced plans for completing this process by
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April 2011, which includes a number of sexual health services. As a result of this change former
PCT provider services covered by this transfer benefit from transitional protection whereby the
PCT will not be able to retender or dramatically reconfigure these services for a three year
period. This may impact upon the capacity of the PCT to implement all recommendations arising

from this research.

3.4 KIRKLEES’ LOCAL STRATEGIC CONTEXT

In this section the portions of local policy agendas (NHS and Local Authority) in Kirklees relevant
to sexual health are outlined in order to provide a view of sexual health priorities locally. It
should be noted that these aspirations may be amended in the light of future changes to the NHS

and local government.

3.4.1 2009 JOINT STRATEGIC NEEDS ASSESSMENT

Kirklees’ 2009 Joint Strategic Needs Assessment (JSNA) lists the priorities for improving health and
wellbeing in the community to 2012. Regarding sexual health the 2009 JSNA sets out the following
themes for action:

e Improving access to STI screening through better community based provision to reduce the
levels of inherent STls in the population.

e Develop a programme of campaigns to support promotion of sexual health messages to
increase awareness with the population around sexual health issues and services.

e Modernise sexual health services by ensuring provision of Level 1 and 2 STI services in
easily accessible locations in the community.

e As the recently introduced HPV vaccine does not protect against anogenital warts, efforts
directed at increasing safe sex practices remain essential to control anogenital warts.

e Increase access to Sexual Health Services within Kirklees secondary schools by developing
school-based drop-in sessions to include contraceptive and STI advice, support and
Chlamydia screening.

Action themes specifically for 15-24 year-olds include:

e Opportunistic screening in a wide variety of venues in Kirklees involving the Kirklees Young
Peoples’ Service.

e  Work with GP practices to ensure opportunistic screening is offered to all 15-24 year-olds.

e Work with pharmacies to support provision of Chlamydia screening to all 15-24 year-olds
and free condom distribution.

Themes for action specific to HIV include:

e Remain vigilant in antenatal screening programmes to reduce mother-to-child
transmission.

e Community-based HIV prevention programmes linking into the national strategies for at-
risk groups (CHAPS for MSM; NAHIP for African communities).
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o Safe sexual health promotion

e Condom provision

e Provision and easy access to PEP

e Easy access to testing including community HIV testing

e Services involved in treatment and care for those with HIV must continue to include
onward transmission and secondary infection reduction as part of their patient/service
user intervention.

o Work with people living with HIV and MSM must consider issues such as hate crime, social
isolation and the impact on their mental health needs. Easily accessible and culturally
sensitive counselling services for these groups in community settings will ensure rapid
access earlier so helping reduce mental distress and illness. This will take the pressure off

mainstream mental health services and primary care.

3.4.2 LOCAL AREA AGREEMENT AND SUSTAINABLE COMMUNITY STRATEGY
The 2008-2011 Local Area Agreement (LAA) identifies tackling teenage pregnancy as a priority in
order to improve the life chances of vulnerable young people. The 2009-2012 Sustainable
Community Strategy (SCS) also identifies teenage pregnancy as a priority area and seeks to:

¢ Improve access for young people to contraception and sexual health services

e Provide intensive support to reduce risky sexual health behaviours to those most at risk:

NEETs, Looked After Children, care leavers and teenage parents
e Embed Relationship and Sexual Health Education programmes and on-site sexual health

services in schools and colleges

3.4.3 NHS KIRKLEES’ COMMISSIONING STRATEGY PLAN

Kirklees’ 2009-2013 Commissioning Strategy Plan (CSP) highlights the need to maximise Chlamydia
screening numbers across multiple providers to meet targets. The CSP explains that providers and
stakeholders have been consulted for development of an ‘ultimate preferred model’ of Chlamydia
and STI screening and that the consultation process is ongoing. The CSP outlines options for
moving from the current LES-based model of Chlamydia screening to one in which screening,
treatment and partner notification are on tariff for GPs and CASH while the Chlamydia Screening
Office may subcontract screening services to community-based organisations and retain lab,

treatment and partner notification functions and costs.
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4 LOCAL DEMOGRAPHICS IN KIRKLEES

This section outlines Kirklees’ demographic profile, including levels of deprivation, a breakdown
of age across the borough as well as a breakdown of Black and Minority Ethnic (BME) communities

living in the borough.

4.1 POPULATION AND AGE GROUPS IN KIRKLEES

Kirklees has a population of 400,000, residing in an area of 408 square kilometres. It has a
comparatively young population with an average age of 37.6 and has a high birth rate at 16 per
1,000 women of childbearing age. The population is expected to grow by 11.2% by 2026, with
most of that growth estimated to be amongst people aged 15-24 years old, 45-64 years old and
those of pensionable age. It is estimated that there will be a decline in growth of the 25-44 year-
old cohort between 2010 and 2026."

Age (per '1,000 pop.)"” 2008 ‘ 2009 ‘ 2010 2011 2012
15-19 27.3 27.1 26.7 26.3 26.1
20-24 29.6 30.1 30.5 30.9 30.9
25-29 26.0 26.9 27.8 28.7 29.7
30-34 23.4 23.4 23.9 24.7 25.9
35-39 29.7 28.7 27.4 26.1 24.7
40-44 30.1 30.2 30.4 30.3 30.2

4.2 BME COMMUNITIES

BME communities contribute to 15.1% of the total population of Kirklees, with people of Asian
descent forming 11.6% of the total population. The BME population is comparatively young with
BME children making up 30% of total school pupils, and Asian pupils in particular comprising 21% of

total school pupils.'

4.3 LEVELS OF DEPRIVATION
According to the 2007 Indices of Multiple Deprivation (IMD), Kirklees is the 62"* most deprived PCT

area out of 152 PCTs across England."

16 For further information please refer to:

http: //www.kirklees.nhs.uk/fileadmin/documents/About_Us/JSNA%202009.pdf

or http://www.kirklees.nhs.uk/public-information/publications/reviews-and-assessments/
17 15-44 year olds being defined as ‘sexually active’ population

'8 Kirklees Local Area Agreement 2008-2011.

"9 Kirklees district ranks 82" most deprived out of 354 districts in England.
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5 IN OUR OWN WORDS: RESIDENTS’ DISCUSSION OF SEXUAL HEALTH

5.1 OVERVIEW

In order to capture the views of Kirklees residents in depth interviews and focus groups were
conducted with 60 community members representing various groups. The research was carried out
by both community and MBARC researchers. Interviews were targeted from communities known to
be at risk of poor sexual health and in need of greater engagement with sexual health services.

Themes covered in the research included the following:

e Local definitions of sexual health

e Personal perceptions and service experiences in regards to sexual health

¢ Knowledge, attitudes and experiences in regards to contraception, cytology,
pregnancy, abortion and sexually transmitted infections

e Risk / Indicators for risk taking behaviour

¢ Knowledge of services

e Health seeking behaviour

e Barriers to health seeking behaviour and care

e Recommendations for improved services

5.2 DEMOGRAPHIC PROFILE OF RESEARCH PARTICIPANTS:
The community research aimed to capture the views and experiences of a diverse group of
Kirklees residents, with emphasis on those particularly likely to be in need of sexual health
services.
An attempt was made to set up focus groups with the following groups:

e Brunswick Centre- People living with or affected by HIV and AIDS

e SHAP - Single Homeless Asian Women'’s Project (refused)

e Children’s Rights (refused)

e The Youth Association

o New College Huddersfield (not possible)

e Kirklees College in Dewsbury

e Connexions — Youth Careers Service (not possible)

e Youth Service (not possible)

e Teenage Pregnancy Midwives (not possible)

e Community Dance Group

Not possible refers to groups that were interested in participating in the work but due to both
time and work conflicts were unable to take part. Refused indicates that these groups were not

interested in being a part of the research.
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Focus groups were conducted with the following populations:
e Further Education College Students - KIRKLEES COLLEGE at DEWSBURY
e Young People - THE YOUTH ASSOCIATION
e Muslim College Students - KIRKLEES COLLEGE at DESWBURY
e Seniors - SPENBOROUGH SPORTS CENTRE- NORDIC WALKING GROUP
e Pregnant women involved in substance use and/or sex work - SWEET and SWAN
Project
e People living with or affected by HIV and AIDS - BRUNSWICK CENTRE

One to One Interviews were carried out with:
e Pregnant women at risk - involved with substance use, sex work and utilising
community services for support throughout their pregnancies
e Young Women attending the CASH clinic
e Young People in the Community

e People living with or affected by HIV and AIDS

The following section breaks down what was captured in the interviews and focus groups by
theme. The summaries include general views and experiences with sexual health service
provision, barriers to accessing and effectively using services as well as recommendations for their

improvement.

5.3 SEXUAL HEALTH IN GENERAL

Research participants were asked about their definition of sexual health. Additionally
participants were asked their views on what constitutes risk behaviour and what factors may lead
people to take risks with their sexual health. These questions are important in ascertaining

people’s views and placement within the conceptualisation of services.

5.3.1 LocAL DEFINITIONS OF SEXUAL HEALTH

Participants summarized sexual health by discussing predominantly contraception, sexually
transmitted infections, pregnancy and sexual health education. Participants emphasised the
importance of being knowledgeable about sexual health in present times. Some expressed

particular concern for younger populations.
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‘stuff like when you’re having sex...infections...Chlamydia, HIV, AIDS’
Further Education College Student
‘about protection - using things to protect yourself’

Risk pregnant woman SWANS project

A number of other participants shared their experiences around learning about sexual health and

the lack of education available to them on the subject in schools and within their home lives.

‘For Asian families it’s offensive - we don’t talk so openly and
its often just too explicit’
- Muslim College Student

‘l used to be a teacher and we wasn’t allowed to talk about sex in PSHE ... at least
now there are sexual health clinics for those at crisis point but if you had that

information in schools then you wouldn’t need all these hospital places’

-Senior

Interestingly participants saw sexual health services as problem centred, as in services that one
would access if they were experiencing a problem such as an unplanned or unwanted pregnancy
or upon noticing an infection. Few participants conceptualised sexual health holistically as a part

of one’s overall, general health.
‘It’s for people who have problems with stuff like that, infections and things’
Pregnant woman SWANS project
‘ you just go there if you have some sex issue, but | would probably just go to my GP’

Pregnant woman SWANS group

In discussing sexual health in present times significant concern and fear were expressed about
the realities one may face, particularly young people, if not educated on sexual health and the
methods to take to prevent infection, disease and other health risks. Significant upon discussing
sexual health with adult populations was the perception of how things have changed since their

adolescence, the change in social norms surrounding sex as well as the amount of risk present in
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today’s society. Groups seemed to conceptualise the present as a riskier time for sexual health
than the past. However, it was also noted how far British society has come in regards to sexual

health education.

“’I’m definitely worried about it now for the younger ones.. like my son and
daughter, that age - no so much the really young uns cause they get a lot of
information...but like at one time you got married and stayed together but now

they’re not stayin’ together and they’re changing partners lots more’
-Senior

““They don’t have any waiting period-they just have a drink and then that’s it - our

parents would have been horrified’
Senior
‘Yeah they’re more frivolous now...never know who they’ve gone out with
or what they’ve done’
-Senior

‘veah people are more open now- | could never talk with me mum bout sex at all..it

was so different then’

Pregnant woman SWANS project

5.3.2 PERCEPTIONS OF RISK

There was significant variation on why participants believed people take risks. Substance use was
mentioned by all groups, as were factors such as self esteem, peer pressure and individuals
feeling immune to sexual health problems. The role of alcohol figured prominently in all
discussions of risk regardless of age group. Young Asian students spoke quite a bit about the role
of family and how one is raised. Other young students discussed the pursuit of greater sexual
pleasure as a reason for having unprotected sex, expressing the view that condoms desensitized
sexual intercourse to an extent. They also noted the influence of friend groups. HIV positive
participants discussed sexual health education, misplaced trust and self respect as factors for risk
taking. Adult groups discussed the media and the pressure placed on young people in today’s

society.

‘People just think ‘it won’t happen to me’

Person living with or affected by HIV/AIDS
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‘Just after the pleasure’
- Pregnant woman, SWANS project
‘It’s about the area you live- like if all your friends are doing it’
- Muslim College Student
‘ We’re all virgins - cause our parents taught us what is right-it’s about the way
you are brought up’
- Muslim College Student
‘The problem is for those with low self esteem’
- FE College Student
‘Alcohol is the problem’
- Pregnant women SWANS project
‘TV doesn’t help- everyone on it is swapping partners all the time...
have lots of partner on there’
Senior
‘People are drunk...stupid...stoned... junkies... drugged up’

-Person living with or affected by HIV/AIDS

‘Some people are pressured...or raped... men put lots of pressure on girls to have sex’

- FE College Student

5.4 KNOWLEDGE OF SERVICES

Kirklees residents listed a number of locations one could access to receive sexual health services.
Most commonly cited was the GP and GUM clinics?®. Students mentioned the college nurse, walk
in centres and pharmacies. HIV positive individuals cited a lack of education and specialised
services and discussed a number of experiences of inadequate care particularly in General

Practice. Health information/service points mentioned included:

20 It should be noted that these organisations were identified by participants without prompts. The format of the
focus groups did not lend themselves to quantifying the numbers mentioning each service point. Some service
points were well known with a number of participants nodding approval of providers and others securing no
noticeable recognition from other participants.
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e Princess Royal e Hospitals

e CASH services e College Nurse
e General Practice e Walk in Clinics
e Connexions e SWEET Project
e Brunswick Centre e Life Line

e Boots the Chemist e Midwives

e Pharmacy e Parents

e Chadwick Clinic e Workers (social care)
e Royal Infirmary e Friends

e Bradford Clinic ¢ Internet

e GUM

Pregnant women at risk discussed particularly local services such as the ‘Princess Royal’. These
women are considered high risk due to their involvement with social workers and services,
indication around past substance abuse or sex work as well. Others were pregnant women in the
process of leaving care. Their life experiences and realities indicate that they are at risk of poor
outcomes with their pregnancies. GUM clinics, CASH clinics and General Practice were mentioned
frequently throughout all focus groups. These seemed to be the services most familiar to all
participants. Participants of all ages also mentioned discussing with friends and family members
as well as looking on the internet for information and support regarding sexual health concerns,
this was particularly mentioned by younger populations and was not at all mentioned in regards

to health around being HIV positive.

‘I would just ask my mom, or go to the GP’
Pregnant women, SWANS project
‘I just go the Princess Royal if | need something like that’
Pregnant women, SWANS project
‘Clinic, doctors, internet..young people can go to the school nurse, that’s good’

Senior

5.4.1 CONTRACEPTION

The majority of female participants reported accessing services for birth control. Most
participants used the oral contraceptive pill while some are using the implant and others were

considering changing to the implant. Fear was expressed in regards to methods that included
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injections. Overall satisfaction was expressed in regards to a discussion with providers regarding

what is available for contraceptive methods.

‘They went through it all step by step ... was really good and then they give you
leaflets ... really helpful’
— FE College Student

Individuals also reported condom use. Having sites providing free condoms was considered

important.

‘Only ever use condoms and get them free from the clinic here - | have a c-card but
prefer to come here’

- Young women, Clinic User

Some women discussed accessing services for pregnancy testing while others reported doing the
tests on their own with kits purchased at the chemists. Only 2 women interviewed reported using
Emergency Contraception. This was accessed in one instance over the counter at the Chemists
and in one instance from the GP. Both women reported a satisfactory provision of information at

the time of access.

5.4.2 ABORTION

Only one participant discussed her experience of abortion, it was done in Doncaster. She had the
abortion many years ago (8) as a teenager and indicated that it was a positive experience in
regards to treatment and care. She received counselling and support after the abortion and also
started on oral contraception. She did however indicate that greater counselling services should

be offered.

‘For me it was a good experience ... not one | want again but they were good to me’
- Black woman, 30’s accessing GUM clinic

5.4.3 SEXUALLY TRANSMITTED INFECTIONS:

Young women indicated accessing services for Chlamydia testing. There was satisfaction with the
way the testing was done and the results were received. One woman reported doing the
Chlamydia testing herself with a mobile kit, upon receiving a positive result she accessed

treatment effectively.
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The majority interviewed had not undergone an HIV test at any point, those that had indicated it

to be a nerve wracking and stressful experience.

All women are tested for HIV when pregnant but one pregnant woman who was interviewed
indicated that no one had mentioned this to her. For one woman the fact that she was HIV
positive was not diagnosed during pregnancy, only when her child had severe health problems at
birth.

One woman expressed concern regarding smear tests and the late age at which one begins to be
offered smear tests (25) considering the age at which people begin having sex. She also thought

there was insufficient education regarding HPV and it’s relation to smear tests.

5.5 SERVICE USE SATISFACTION

Expressions of satisfaction with various sexual health services was variable. It is not possible to

offer summary statements as it was variable by user group and differing use of various services.

5.5.1 PREGNANT AT RISK

Pregnant high risk women involved with workers expressed significant satisfaction with services,

particularly at Princess Royal.

“ | felt confident enough to go and ask for condoms when | were 16 or 17, | think at
that age you get more embarrassed don’t ya but they were friendly, they didn’t seem
to judge ya, it was always the same people so you got to know them, they’re alright

there (Princess Royal)”
Pregnant women SWANS project

In regards to their experience, the importance of having a ‘good worker’ was stressed as this
seems to have been an entry point for these women into service use. Once established, a
relationship with a trusted social care worker, women used this resource as their first point of
contact in regards to a number of issues, including sexual health. Services such as
accompaniment to nerve wracking appointments or intimidating spaces was considered good

practice.

‘If you’ve got a really good worker you can get anything ya wanted. It personalises
it, they help you with everything you need, they are more like your friend and you

don’t need to do it on your own’
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Pregnant women involved in substance use and/or sex work

Regardless some young women expressed feeling treated badly upon attending services due to
staff attitudes.

‘I had a sexual health problem and | went to | think it was the gynaecologist and they
said to me, well they’re no point in treating this cause you ain’t gonna stick to it are

ya?, they didn’t even explain it to me’

Pregnant woman, SWANS project

5.5.2 PEOPLE LIVING WITH OR AFFECTED BY HIV AND AIDS

HIV Positive individuals seemed the most dissatisfied with services, expressing concern and a
number of negative experiences in receiving adequate care. Issues expressed by HIV positive
individuals included:
e Lack of knowledge/ understanding amongst General Practitioners - lack of appropriate
testing, prescribing of contraindicated medications
e Stigma - stigmatizing organisation of services and placement of HIV positive individuals
within services
e Unclear care pathways - being bounced around between general and specialist care as well
as inconsistent staff

e Perceived issues with care related to payments to service providers

‘Yeah - there’s absolutely no clarity of pathways - where to go when or anything ...
GPs make so many mistakes and then we end up going round n round and it costs our
time, doctors time and money ... its so draining and also embarrassing ...’

-Person living with or affected by HIV/AIDS

‘My GP has given me prescriptions that are contra-indicated for someone with HIV ...
me too - he’s done that a couple of times and its always up to us to find out’
-Person living with or affected by HIV/AIDS

‘Problems always there with the GP as a fund holder and they have to check whether
they will pay for any medications n all that’
-Person living with or affected by HIV/AIDS
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‘In relation to NHS direct and HIV they are abysmal - don’t want to know and panic if
you mention HIV’

-HIV positive single mother of disabled child, early 30’s

‘In general services - including GPs - there is still so much ignorance about HIV... yeah
when | had my op, | had to wait until the last session cause they said they needed to
sterilise it overnight - | said NO you need to sterilise it equally for anyone, HIV
positive or not’

-Person living with or affected by HIV/AIDS

‘my dental care was appalling cause of HIV and it took me more than 9 months to get
a tooth removed’
-Person living with or affected by HIV/AIDS

HIV positive individuals expressed better experiences of care when travelling to larger centres and
more specialised services. When accessing consultants trained up and used to working with HIV

positive patients, participants expressed very positive experiences.

‘I get my care in Manchester and its great - a group of HIV specialist GP and | can go
there anytime for anything and they do all of my care from one place ... it works
much better’

-HIV positive single mother of disabled child, early 30’s

‘I think the services are excellent ... the consultant is fantastic - she saved my life’
-Person living with or affected by HIV/AIDS

For HIV positive children there is no local expertise and all paediatric clients have to travel to

Leeds for their care. This causes additional burdens to a parent.

‘In relation to my son, the local paediatrician consultant is good but knows nothing
about HIV and the complex needs he faces...when he is an in-patient they have no
idea of the pressure on me- they say ‘come in at 7a, but ring us first at 6:30 to make
sure there is a bed-but for me | have to leave my house before 6 to get him there for
7...and then in the hospital they do no risk assessment- they put him in a cot which he
was too big for and ended up getting hurt- said that the disabled cot got broke and
there was nothing to do- Need more accessible services in Huddersfield - the
paediatric consultant actually looks physically afraid when caring for them.. as if

he’s gonna catch it or something.. the lead in Huddersfield knows nothing but he is
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the lead for HIV .. | go to Leeds when | need something cause here they don’t have the
knowledge, haven’t got a clue’

- HIV positive mother with HIV positive disabled child

People living with HIV felt that the services needed to be improved in terms of knowledge about

HIV and accessibilities.

“But there is so little awareness even by GPs and health people..I’d had a negative
test but was really ill for ages n ages nad it was only when they decided to operate
that they did another test and | was HIV positive- a really late diagnosis which has
impacted on my health and care- and there are still lots of people slipping through
the cracks’
- Person living with or affected by HIV/AIDS

5.5.3 FE COLLEGE AND FE MUSLIM STUDENTS

Students did not speak openly about their experiences of services within the focus groups,
however they did provide a number of recommendations, captured in later sections. As a group of
mostly Muslim students there was a reluctance to talk about personal experiences in front of

peers

Students from the FE colleges discussed the importance of peer pressure, social participation and
conforming to social norms more than other groups. The students would make statements using
‘we’, for example ‘we are all virgins’. This tendency to speak as a group was more common
amongst the students and possibly more indicative of impressions regarding the behaviour of

others and the need to fit in.

Younger people also tended to indicate greater engagement with advertising around services.
They mentioned having seen advertising in toilets and on buses. They also indicated a tendency

to go to family or friends with potential health concerns.

5.6 COMMUNITY RECOMMENDATIONS FOR SEXUAL HEALTH SERVICE DELIVERY
Generally participants were quite outspoken regarding what is needed in a sexual health service.

All respondents stressed similar points.

5.6.1 CONFIDENTIALITY
All groups expressed the importance of confidentiality. A large barrier in accessing services,
particularly in smaller centres, is the idea that people will either know or assume you are

attending the service because of an embarrassing or stigmatised sexual health problem. All groups
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expressed the desire for sexual health services to be rolled in with other health related services
so as to not isolate sexual health. There were recommendations for ‘one stop shops’ or

multipurpose centres with discreet signage.

Young people stressed concerns regarding who will have access to medical records and what may
be shared by health professionals with parents or guardians. Some participants highlighted issues

around insurance and having certain conditions marked on your medical records.

Reception in general’' was highlighted by various groups as a space lacking in confidentiality.
Suggestions were made for more private spaces if needing to indicate the reasons for one’s
attendance or for picking up medications. Additionally people did not like being called by name
but suggested a number system. Others indicated that sex segregated waiting areas may be a

good idea.

‘There’s still a stigma with GUM - don’t like going there - everyone thinking they
know what I’m there for ... embarrassing’

-FE College Student

‘The receptionists need to be friendly and not ask too many questions - too many
questions make me run a mile - specially when people can hear and then they think
they know all your business’

- Young woman attending GUM services

‘I think it should be part of other services available ... then people would drop-in
more ... and its less obvious cause when | go for an x-ray at the hospital the sign says
‘sexual health’ - | don’t want people to think that’s where I’m going ... should be
integral to other services’

-FE College Student

“There isn’t much confidentiality, they put your name on a screen or call it out... Or
they want you to explain right then and there what the problem is, and the people in
reception can hear ya....It’s the same at the chemist aint it. Ya don’t really want
everyone knowing you’re for your methadone either do ya. Why don’t they get a
little room and you can do it there, it should be like a set thing.’

Pregnant woman, SWANS project

2 This included reception in regard to pharmacies, GPs and college clinics. Slightly less so for GUM because some
were already private.
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5.6.2 ACCESSIBILITY

Another strongly expressed consideration was accessibility. All groups emphasized the importance
of having services available to everyone. The majority of recommendations were around opening
times. It is important to have services open during the day time but also early and late for those

unable to attend during regular hours.

Additionally, there was discussion of financial aspects as well as mobile services. Outreach work
was expressed as critical by the HIV positive group. They felt that there is a need for mobile care
across the rural areas for people who struggled to access care because of distance. This mobile
outreach could include condom distribution, testing (STl and HIV), health information - they were
speaking of services for people living with/affected by HIV but noted the need for it to be

developed in a non-stigmatising way, potentially for all.

Others stressed the importance of having services such as free and mobile STI testing and condom

availability.

An often overlooked aspect of accessibility is an understanding of service provision and ensuring
that information presented about services is accessible to various populations. This can mean
explaining medical terms in lay language, having signage and services available in other languages
or with the assistance of translators as well as having culturally sensitive services such as male or
female service providers available or able to be requested. This may also include being able to
refer populations to services more tailored to their communities and having sensitivity to the

different socio sexual issues and norms present in the diverse populations accessing services.

‘Need more outreach work - especially for those without transport ... yeah outreach

clinics across Kirklees to support people with HIV *

-Person living with or affected by HIV and AIDS

‘The times of opening - convenient, after work but also both early and late’

-Young black woman accessing GUM Clinic

‘Need to have plenty of leaflets’
FE College Student

‘Good advertising of what’s available - people need to know what they can get’

Muslim College Student
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‘I like this idea of the free Chlamydia testing at chemists - that’s good’

Senior

‘Need a cross-section of staff so people can choose’

Person living with or affected by HIV and AIDS

5.6.3 ATTITUDE AND SETTING

All groups expressed the need for friendly and knowledgeable service staff and providers. Staff
who are non judgemental and welcoming was considered key, particularly amongst young people.
Many participants reported friendly staff in some locations particularly those specific to sexual
health provision. Emphasis for better attitudes and approaches tended to be focussed on general

practice, hospitals and pharmacies.

‘Some of the reception staff isn’t friendly. They can be right judgemental, it’s a
power trip that one.’

Pregnant woman, SWANS project

Having a clean service was also emphasized. This is a commonly mentioned concern in sexual
health services. Individuals carry significant stigma within themselves about accessing services

and clean and friendly services help people feel more comfortable accessing care.

‘l want a waiting area without so many germs, you might go in there without
something but ya will do when ya come out’

Pregnant woman involved in substance abuse and/or sex work

5.6.4 KNOWLEDGE
Particularly amongst HIV positive individuals the importance of having knowledgeable staff was
highlighted. As aforementioned staff with sensitivity and knowledge regarding the needs and

realities of HIV positive individuals was emphasized as an important factor in accessing care.

An older man also discussed his challenges in getting good care in regards to erectile dysfunction.

‘I’ve got prostate cancer ... had the treatment and all that but now I’ve got erectile

dysfunction. I’ve been all over the place trying to get it sorted - | know all of the
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services ... thing is you really have to push to get what you need - once you get it, it
is good but it’s really hard locating and accessing it ...’

Senior

5.6.5 ADVERTISING AND EDUCATION

All groups mentioned the importance advertising services so that people know what is available
to them and how to access it. When asked what campaigns individuals were familiar with the
Chlamydia screening campaign was frequently mentioned. The pregnant women at risk group
mentioned noticing advertising on buses and the radio and found that they had become aware of
a number of services through public advertisements. Staff midwives mentioned that they have
placed a lot of advertising, particularly for sexual assault services, in bathroom stalls so that
women can confidentially copy down the information. Focus group participants mentioned having
good quality leaflets available about various issues and concerns. HIV Positive individuals felt that

there has been a decline in good HIV related education.

‘“In relation to HIV we’ve lost any adverts...any information... there’s nothing about
World AIDS Day- people just think they got these tablets and then you can just lead a
normal life but you what? You can’t..it’s not happily ever after...HIV has a huge
impact on your life’

Person living with or affected by HIV and AIDS

‘ Need more education... sexual health awareness adverts... problem is that people
won’t look at posters if there’s other people around... need it on tv... nothing scary
like tombstones n that.. but let’s take these things out from behind closed doors’
-Person living with or affected by HIV and AIDS
Some participants mentioned using the internet. They cited general NHS websites as reliable but
also cited the dangers of ‘googling’ health problems. Some participants indicated the need for a

more centralised website where all the information one requires is accessible.

Throughout the focus groups some participants reflected on the sexual health education they
received in schools. The pregnant women at risk discussed the importance of this but thought it
needed to be taught alongside drug and alcohol education as well. It was mentioned that very
little information was given about sexual abuse and assault. Muslim students thought that sexual

education should be delivered in separate gender groups.
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5.6.6 CONSISTENCY

Consistency emerged as a theme amongst the recommendations; in other words being able to
know what to expect when attending services, having regular hours and staff were all cited as
positive. This was of particular importance to those with long term conditions such as HIV. One
participant mentioned that knowing she could always go to the Princess Royal to get free
condoms was a comfort to her. Emergent in the discussion of those who had regularly attended
services was a greater confidence and trust in the care and advice being given as well as a better

regard of services when there was consistency of care.
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6 THEMATIC REVIEW

In this chapter we will explore each of the key themes (STls, HIV, Contraceptives, Teen Pregnancy
and Terminations of Pregnancy) from a range of perspectives: available data, service mapping,

commissioners, service providers, service users and other key stakeholders.

Nationally there is widespread concern at the increase of sexually transmitted infections (STls)
which have been reported at the Genito-Urinary Medicine Services (GUM). Significant increases
have been recorded for all STIs, most notably HIV infection, Chlamydia, gonorrhoea and syphilis
where the number of new infections has more than doubled since 1996. Higher rates of infection
have placed enormous pressures on those services involved in the treatment and care of those
infected, with many services struggling to meet the increased demand placed on their services,
and the borough of Kirklees is no exception. Similar concerns exist for contraception, teenage

pregnancy and termination of pregnancy services.

NHS Kirklees is located in Yorkshire and the Humber SHA Region. Within the Region it is bordered
by Calderdale, Bradford and Airedale, Leeds, Wakefield District and Barnsley and on the west is
bordered by Northwest SHA. Yorkshire and the Humber have a draft ‘Sexual Health Needs
Assessment 2010’ which forms the basis of regional comparisons, please note that we have been
advised that this draft document may be subject to amendment which will impact upon the

comparisons in this report.

6.1 THE SEXUAL HEALTH PERFORMANCE SCORECARD (ADAPTED FROM LONDON NHS)

The London Sexual Health Programme produces a quarterly performance monitoring tool for
London PCTs, the London Sexual Health Performance Scorecard. Given the universality of these
targets, the scorecard has been adapted for Kirklees. The Scorecard puts forth seven performance
targets that include: GUM access; Teenage Pregnancy; Chlamydia Screening; NHS Funded
Abortions Gestation target; Percentage of Total Abortions funded by the NHS; Reduction of Late

HIV diagnosis, and signup to the local C-Card Scheme.

Target 1 - GUM Waiting Times

New attendees are ‘guaranteed access to a GUM clinic within 48 hours of contacting a service’ or
that 100% of first attendees are offered an appointment within 48 hrs of first presentation. This
data is provided using returns by GUM to the UNIFY system showing new attendees offered an
appointment with 48 hours against total new attendees.

Target: 98% of patients contacting the service are offered an appointment within 48 hours

and 85% are seen within 48 hours (National Target).
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Target 1 - GUM Waiting Times (January 2009)

Kirklees >98% offered an appointment within 48 hours

87% seen within 48 hours

Target 2 - Teenage Pregnancy

The target relates to the number of conceptions per thousand of the population aged between 15
and 17 years old. This is measured by the regional Teenage Pregnancy Unit and appears within the
Department of Health ‘Vital Signs’ targets.

Target: 50% reduction in the under 18 conception rate (births and abortions) by 2010 (from
the 1998 baseline rate)?? (National and New PH Outcomes Target)

Target 2 - Teenage Pregnancy (Conceptions per 1,000 women aged 15-17, 2005 - 2007)**

by Locality

Batley, Birstall and Birkenshaw 169 (rate per 1000 = 47.1)

Denby Dale and Kirkburton

59 (rate per 1000 = 30.2)

Dewsbury and Mirfield

194 (rate per 1000 = 41.8)

Huddersfield North

195 (rate per 1000 = 54.0)

Huddersfield South

184 (rate per 1000 = 51.5)

Spen

129 (rate per 1000 = 43.7)

The Valleys

121 (rate per 1000 = 31.2)

Target 3 - Chlamydia Screening

NHS Kirklees aims to increase the uptake of Chlamydia screening by those at highest risk, those
under the age of 25, by increasing the percentage of 15-24 year old residents of the PCT screened
for Chlamydia as a percentage of total 15-24 year olds residing within the PCT.

Target: Achieve and maintain 35% uptake of Chlamydia screening of 15-24 year olds by 2010-
2011 (National Target).

Achieve and maintain 35% uptake of Chlamydia screening of 15-24 year olds by 2010-2011.

Kirklees PCT
Kirklees PCT (quarter 1 + projection)

20.5% (2009-2010
5% (20% projection for 2010-2011)*

Target 4 - NHS funded Abortions Gestation Target
NHS funded abortions performed under ten weeks as a percentage of all NHS funded abortions.
Data collected by the Office of National Statistics (ONS) and released by the ONS and DH.

22 «ynderstanding Teenage Pregnancy in Kirklees 2010” paper
23 2006/08 figures not available below District level. Source: Office for National Statistics & TP Unit
24 Be aware that there is a change in approach of 8% positivity rate in 2011
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Target: NHS Kirklees to achieve 70% of abortions earlier than 10 weeks gestation. For those
PCTs above this level, to maintain 2008 levels and increase by an agreed per cent per year

(ongoing). (London Good Practice Target).

Target 4 - Percentage of NHS funded TOPs Gestation Target (2009)

Kirklees PCT 79%

Target 5 - Percentage of Total Abortions Funded by the NHS
It is an ongoing recommendation that at least 75% of all abortions are funded by the NHS. This

figure is collected by the ONS as part of Abortion data collection. (National Guidance)

Target 5 - Percentage of all TOPs that are Funded by NHS (2008)

Kirklees PCT 95%

Target 6 - A Reduction of the Rate of Late Diagnosis of HIV

The late HIV diagnosis target is the percentage of late diagnoses of HIV measured against an
annual trajectory calculated from the 2004-05 baseline to bring late diagnoses eventually to less
than 15 per cent. If a patient has a CD4 count of less than 200 cells per cubic millimetre on their
first CD4 test after diagnosis of their status then this is classified as a late diagnosis. The normal
range of a healthy person is 500-1,500 cells/mm3. A reduction in the rate of late diagnosis is seen
as an indicator of a reduction of onwards transmission.

Target: Reduce the level of late diagnosis of HIV to 15%, of 2004-2005 baseline by the end of
2011-2012 (Currently London Target but will become PH Outcome Target)

Target 6 - Late Diagnosis of HIV Status (2009, SOPHID data)

Kirklees PCT 2009 Actual Percentage 31.5% (increased from 25% in 2004)

Target 7 - Signup to the Kirklees C-Card Condom Scheme (London Target)

Target 7 - Signup to the Kirklees C-Card Condom Scheme

Number of Condoms No. Registered (as of 20™ October 2010)
Age (as of 20™ October 2010) Male Female
Under 16 14868 700 670
Under 18 22322 769 854
18 and over 10588 192 211
TOTAL (inc. no age) 47911 1661 1735
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6.2 LOCAL SEXUAL HEALTH SERVICES

NHS Kirklees is made up of 3 previous PCTs: Huddersfield Central PCT, North Kirklees PCT and
South Huddersfield PCT and research shows that staff continue to think in terms of North Kirklees
and South Kirklees. There are seven localities of: Huddersfield South, Huddersfield North, Spen,
Batley Birstall & Birkenshaw, Dewsbury & Mirfield, Denby Dale & Kirkburton and The Valleys.

There is no local sexual health strategy and commissioners use the National Strategy as a
reference point. Public Health work to a detailed programme plan for sexual health, with the
vision that:
People in Kirklees will be able to enjoy safer sex, be more responsible for their
sexual health and be able to access high quality sexual health services ... sexual

health inequalities will be reduced in Kirklees.

The Plan identifies priority areas:
e Re-design of termination of pregnancy services
e Re-specification of CASH services
o Workforce development
e Chlamydia screening as a key target

e Support of re-structure of teenage pregnancy work

The community based HIV/AIDS services have recently been through a tendering process and the

Brunswick Centre entered a three-year contract.

Services (CASH, GUM and TOP) are commissioned on a mix of joint contracts - community with
acute of neighbouring boroughs (Calderdale, Wakefield and Leeds). There are challenges with
integrating two acute Trusts, two GUM providers, one CASH provider (KCHS) and two TOP
providers and resulting in many different configurations of provision. This is confusing to many
and makes it difficult for the local population to understand who has responsibility for what and

why some complicated, and sometimes distinct, pathways of care exist.

NHS Kirklees has carried out a comprehensive mapping of local sexual health services (2009). The
following tables look at the spread of the services by geographical area and by type of service
provider. The biggest cluster of services is around Huddersfield and then Dewsbury, with big rural
areas throughout Kirklees. In the rural areas the majority of the service providers are GPs and
pharmacies with the core of sexual health service located in the bigger conurbations.

Summary of the NUMBER of Services Identified on Service Mapping - by Locality
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Batley Denby Dewsbury \[o]gdy] South Spen The Total
Dale Huddersfield  Hudders- Valleys no. of
Field services
Mapped
6 9 7 19 30 10 15
Doy | (6:25%) | 0.4%) | (Z.3%) | (19.8%) | (31.3%) | (14.4%) | (15.6%) 96
5 5 7 10 18 9 8
Pﬁ.EEGS';fNNGCY @.1% | 8.1%) | (11.3%) | (16.1%) 29%) | (14.5%) | (12.9%) | ©2
CONTRACEPTION 13 11 20 16 36 12 16 .
(EHC, Implant & | (10.5%) | (8.9%) | (16.1%) | (12.9%) @9%%) | (9.7% | (12.9%)
IUD/S)
vPE 2 1 2 6 3 1 2 17
(11.8%) | (5.9%) | (11.8%) | (35.3%) | (17.6%) | (5.9%) | (11.8%)
3 2 3 10 12 0 5
YOUNGPEOPLE | (g 6oty | (5.7%) | (8.6%) | (28.6%) | (34.3%) 0% (14.3% | 33
oTie 10 4 9 10 22 5 10 -
(14.3%) | 5.7%) | (12.3%) | (14.3%) | (31.4%) | (7.1%) | (14.3%)
8 9 12 26 31 8 13
Gl 7.5%) | @.4%) | (11.2%) | (24.3%) | 28.9%) | 7.5% | (12.1% | 107
2 1 1 2 5 0 2
HIV/HEPATITIS | 15 40y | 7.7%) | 7.7%) | (15.4%) | 38.5%) | ©% | (15.4% | 13
1 0 2 3 4 0 2
CRE ®.3% | 0% | (16.7%) (25%) 33.3% | 0% | (67w | 12

In this and the following table, the nine service areas included the following from the mapping
exercise:

1. Condom distribution - condom distribution and c-card scheme
Pregnancy testing
Contraception - Emergency hormonal contraception, implanon and IUD
Kirklees YPF
Young people - young people’s drop-in and information & advice
STls - gonorrhoea, genital warts, herpes, TV and STI testing & treatment
Chlamydia - CSP and Chlamydia
HIV / Hepatitis
RSHE

© ™ NS U A W N

The majority of services are mapped within the Huddersfield area (including N> Huddersfield and
S. Kirklees). There is minimal RSHE mapped across Kirklees but it is uncertain whether this is a
true picture.

Summary of services identified on service mapping by service providers

(Percentages represent the percentage of each of those services mapped offering the service)

GPs / Health | Schools & FE Community & Pharmacies Youth Local

centres / Colleges voluntary (16 mapped) Centres organisations
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CASH / GUM (43 mapped) Organisations (26 (6 mapped)
(80 mapped) (10 mapped) mapped)
Condom 40 9 10 16 23 4
distribution 50% 20.1% 100% 100% 88.5% 66.7%
Pregnancy <A E J )z
testing 55% 9.3% 10% 100%
EHC - 50
62.5%
Implant - 37 i i EHC - 16
Contraception 46.3% 100%
IUD/S - 37
46.3%
8 3 i i 3 4
KYPF 10% 6.9% 11.5% 66.7%
10 10 5 i 7 3
Young people 12.5% 23.2% 50% 26.9% 50%
76 =
STls 95%
77 11 i 16 8 5
Chlamydia 96.3% 25.6% 100% 30.8% 83.3%
13 =
HIV/Hepatitis 16.3%
5
o 3 3
RSHE a5 11.5% 50%

The majority of stakeholders identify the issue of services in the rural areas and how to access
people, particularly young people living there. In addition there is the issue of single-handed
general practices with minimal provision of sexual health care. The mapping at this point is not

linked to local demographics to ensure that services are where people are.

6.3 GUM SERVICE & STIS

The decline of sexual health in the UK population is cause for concern. The rates of newly
diagnosed sexually transmitted infections (STIs) and HIV continue to increase nationally. The total
number of new HIV diagnoses in the United Kingdom in 2006 was 7,800 compared with 1,415 in
2001, a percentage increase of 450%. STl data show that from 2002 to 2006 there was a 12%
increase in the number of new STIs diagnosed at GUM clinics across the UK. Between 2002 and
2006 there was a 30% increase in new diagnosis of Chlamydia, a 26% increase in new gonorrhoea
diagnosis, and a 120% increase in new diagnosis of syphilis. Some of these increases may be due to

increased testing and those more at risk accessing services more.

Regionally there is a similar picture and between 2004 and 2008, diagnoses of STIs in Yorkshire
and the Humber rose considerably (with the exception of gonorrhoea). The Region has identified
‘Key Prevention Groups’ *:

e Young People aged 16 to 24 years who account for nearly half the STIs diagnosed in GUM

5 Draft “Yorkshire and the Humber Sexual health Needs Assessment 2010”, leena.inamdar@hpa.org.uk
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clinics, are more sexually active, more likely to partake in risky behaviours and may be
more susceptible to infection.

e Men who Sex with Men (MSM) are disproportionately affected by HIV, gonorrhoea and
syphilis - in Yorkshire and the Humber all STls, except herpes, have been rising in MSM
over the last 5 years

e Black minority communities as national evidence indicates that HIV and acute STls are high
for younger black Africans, black Caribbeans and other black populations. The National
Chlamydia Screening Programme has identified that Chlamydia positivity is higher in
people of black Caribbean ethnicity.

o 30% of Black Caribbean new HIV diagnoses in Kirklees in 2009 were MSM

o 40% of Asian new HIV diagnoses in Kirklees in 2009 were MSM

6.4 OVERVIEW OF GUM PROVISION

The majority of levels 1 to 3 (please see APPENDIX 4: NATIONAL STRATEGY below for definitions
of Level 1, 2 and 3 services) STI testing and care is carried out in the GUM clinics at the Princess
Royal Health Centre in Huddersfield and The Chadwick Clinic in Dewsbury, and some satellite
clinics. CASH have been running Level 1 STI clinics from their bases since March 2010. By April
2011, when all staff training is complete, all their clinics will be run as Level 2. The Huddersfield
Clinic is commissioned jointly with Halifax, Calderdale as part of the acute trust. There are plans
for them to merge on the Calderdale side of CHFT’s path in March 2011.

The majority of complex STI testing and treatment is done within GUM. Huddersfield offers mostly
drop-in services, with self-referral and some appointments. Other details on services there
include:
¢ Some nurse-led clinics with health care assistants seeing asymptomatic clients (do bloods,
microscopy and rapid screening)
e Have trained local CASH services and some GPs for level 1-2 care. Concerned about quality
of any service outside of GUM, including CASH, CSP and GPs
e Issues with being able to interrogate the new data system for information they need
e Concerned that numbers threaten quality, as do targets
e Concerned re: LARC and people then forget STls/ condoms
e Are looking to developing more nurse-led services
e Need clarity of commissioning and more accountability
o Do see some apparently ‘worried well’ but majority are the vulnerable

o Health care assistants are seeing asymptomatic clients
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GUM ACTIVITY - KIRKLEES PCT - BY ATTENDANCE TYPE/SITE/WARD LOCALITY
FINANCIAL YEAR 2010/11 - (APR-SEP10)

LAURA MITCHELL SITE PRINCESS ROYAL SITE ALL

Follow HIV HIV Follow HIV HIV
Ward Area NEW Up NEW | FUP | TOTAL | NEW Up NEW | FUP | TOTAL | TOTAL
Huddersfield
South 27 12 0 0 39 1163 441 5 223 1832 1871
Huddersfield
North 31 3 0 3 37 940 337 1 135 1413 1450
Colne Valley 18 16 0 0 34 415 133 1 56 605 639
Holme Valley 3 1 0 0 4 355 121 1 21 498 502
Denby Dale
& Kirkburton 5 0 0 0 5 229 88 1 16 334 339
Mirfield 6 1 0 0 7 35 9 0 8 52 59
Dewsbury 0 0 0 0 0 16 5 0 12 33 33
Spen 3 1 0 0 4 16 4 0 20 24
Batley 1 0 0 0 1 5 2 0 7 8
Birstall
& Birkenshaw 2 0 0 0 2 7 1 0 0 8 10
Ward Locality
Unknown 0 0 0 0 0 53 8 2 4 67 67
TOTAL 9% 34 0 3 133 | 3234 | 1149 | 11 | 475 | 4869 | 5002°°

6.4.1 OVERVIEW OF CLINICAL OUTCOMES

In this section we will map the current prevalence and projected growth of STIs and HIV in
Kirklees.

TOTAL NUMBER OF STI DIAGNOSES IN KIRKLEES

STI 2004-05 2005-06 2006-07 2007-08 2008-09
Herpes 151 153 213 254 231
Genital Warts 581 582 645 756 809
Gonorrhea 172 98 145 126 93
Syphilis 9 14 29 12 18
HIV (New Diagnoses) 32 27 24 24 39
Total 945 874 1056 1172 1190

2 Similar data for those attending GUM in Dewsbury is not available.
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6.4.1.1 Herpes?’
Kirklees Anogenital Herpes Simplex Diagnoses
2006-2009(Q1) KC60 Data
Dewsbury District Hospital Princess Royal Health Centre  H Total
253
222
196
134
108 119 115 107
88
2006 2007 2008

Genital herpes is a chronic infection and the most common ulcerative STI in England. Across the
Region between 2007 and 2008 there was a 76% increase in diagnoses of first attack. Overall in
the Region there was a 70% increase in the diagnoses between 2003 and 2008 (from 1589 to 2700).
Though Kirklees has also had an increased number between 2006 and 2008, there was a notable

decrease in diagnoses between 2007 and 2008.

Anogenital Herpes Simplex - First Attack (C10A) ‘

2004-05 2005-06 2006-07 2007-08 2008-09
Male | Female | Male | Female | Male | Female | Male | Female | Male | Female

<15 0 0 0 0 0 0 0 1 1 1
15-19 2 17 5 19 7 30 9 52 15 36
20-24 14 34 15 31 26 36 29 27 25 42
25-34 24 19 26 23 31 38 22 51 30 33
35-44 14 18 9 12 13 14 20 16 9 21
45-64 4 5 5 8 10 6 12 12 10 8
65+ 0 0 0 0 1 0 3 1 0 0
S.Total | 58 93 60 93 88 124 95 160 90 141
Total 151 153 213 254 231

27 Yorkshire & the Humber Local Sexual Health Profile, December 2009, HPA.
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6.4.1.2 Genital Warts?®

Kirklees Anogenital Warts Diagnoses (first attack)
2006-2009(Q1) KC60 Data
Dewsbury District Hospital Princess Royal Health Centre H Total
820
718
436
384 384
307 322 334
2006 2007 2008

Genital warts are the second most common STl in the UK. In Yorkshire and the Humber region the
annual numbers of diagnosis in GUM clinics has been increasing since 2005, with numbers of
diagnoses consistently higher among men than women and the number of diagnoses amongst MSM

rising by 30% in 2008 compared to 2007. These general rates are reflected in Kirklees as well.

Anogenital Warts - first attack (C11A)

2004-05 2005-06 2006-07 2007-08 2008-09
Male | Female | Male | Female | Male | Female | Male | Female | Male | Female

<15 0 1 0 1 0 1 0 6 0 1
15-19 30 86 33 111 37 94 56 124 72 164
20-24 115 82 113 86 124 107 159 119 151 121
25-34 110 54 86 62 108 70 123 73 118 63
35-44 46 20 42 20 48 22 50 26 46 36
45-64 24 9 20 7 23 9 12 5 26 7
65+ 2 2 1 0 0 1 3 0 4 0
S.Total 327 254 295 287 340 304 403 353 417 392
Total 581 582 645 756 809

28 All data released by Yorkshire & the Humber Local Sexual Health Profile, December 2009. HPA.

MBARC

Page 57

January 2011




Kirklees Sexual Health Needs Assessment

6.4.1.3 Gonorrhoea?’

Kirklees Gonorrhoea Diagnoses (uncomplicated)
2006-2009(Q1) KC60 Data

Dewsbury District Hospital Princess Royal Health Centre H Total
134
118
99
81
72 68
53
46
31
2006 2007 2008

Gonorrhoea is the second most common bacterial STI in England. Across Yorkshire and The
Humber Region there was a 44% decrease in the number of diagnoses of gonorrhoea in GUM clinics
between 2003 and 2008. The proportion of diagnoses in MSM across the Region has increased from
8.4% in 2002 to 30% in 2008. The proportion of women diagnosed during the period fluctuated,
peaking at 35% in 2007 but decreasing to 30% in 2008. Kirklees numbers of diagnoses have
consistently decreased over the years from 2006 - 2008. It should be noted that Gonorrhoea will
be part of the new Chlamydia specifications.

Uncomplicated Gonorrhoea (B1B2)

2004-05 2005-06 2006-07 2007-08 2008-09
Male | Female | Male | Female | Male | Female | Male | Female | Male | Female

<15 0 0 0 1 0 2 0 1 0 0
15-19 13 21 10 9 16 14 11 17 7 18
20-24 30 10 22 8 28 17 23 16 21 8
25-34 35 21 19 6 29 10 27 9 22 4
35-44 32 6 12 5 16 3 4 6 3
45-64 3 1 0 1 2 1
65+ 0 0 0 0 0 0 0 0 0
S. Total 113 59 69 29 98 47 77 49 59 34
Total 172 98 145 126 93

2 All data released by Yorkshire & the Humber Local Sexual Health Profile, December 2009. HPA.
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6.4.1.4 Syphilis*

Kirklees Syphilis Diagnoses (primary & secondary)
2006-2009(Q1) KC60 Data

Dewsbury District Hospital Princess Royal Health Centre H Total

15

11

2006 2007 2008

Syphilis is a bacterial STI, which can lead to serious complications and facilitates the transmission
of HIV. Though in the Region absolute numbers of new diagnoses of syphilis have increased
significantly since 2004, it remains the least diagnosed STI over the last 5 years. Over half of
these diagnoses were in MSM. Between 2006-2008 16 cases of syphilis and HIV co-infection were

reported. Kirklees reflects a yearly decrease between 2006-2008.

Primary and Secondary Infectious Syphilis (A1A2)

2004-05 2005-06 2006-07 2007-08 2008-09
Male | Female | Male | Female | Male | Female | Male | Female | Male | Female
<15 0 0 0 0 0 0 0 0 0 0
15-19 0 0 0 0 0 0 0 0 0 0
20-24 0 0 2 0 2 2 1 0 3 0
25-34 0 1 4 2 2 1 2 2 6 1
35-44 4 0 0 0 11 4 3 0 2 0
45-64 4 0 6 0 0 4 0 5 0
65+ 0 0 0 0 0 0 0 1 0
S. Total | 8 1 12 2 22 7 10 2 17 1
Total 9 14 29 12 18

30 All data released by Yorkshire & the Humber Local Sexual Health Profile, December 2009. HPA.
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6.4.1.5 Chlamydia
Chlamydia trachomatis is now the most commonly diagnosed sexually transmitted infection (STI)
in the world, and the most commonly diagnosed STI in the UK. The number of diagnoses in the UK
trebled between 1995 and 2004, following a period of declining incidence of all sexually
transmitted diseases, presumed to be due to safer sex campaigns to reduce transmission of HIV.
Increasing rates of risky sexual behaviour is thought to be the cause of recent increases in
diagnoses. Nationally Chlamydia currently represents 46% of all GUM diagnoses of sexually

transmitted diseases.

The National Chlamydia Screening Programme (NSCP) was established in England in 2003 aiming to
control and prevent the development of Chlamydia through early detection and treatment of
asymptomatic infection. Young sexually active adults, under 25 vyears, have the highest
prevalence. Many infections are asymptomatic and many cases are not detected despite easy

diagnosis and treatment. The risks of untreated infection include:

e For women: Can lead to pelvic inflammatory disease, ectopic pregnancy or tubal factor
infertility
e For men: urethritis and epidydimitis

e For both men and women: arthritis

The NCSP in England aims to ensure that all sexually active men and women under 25 years of age
are aware of Chlamydia, its effects, and have access to services providing screening, prevention
and treatment to reduce their risk of infection or onward transmission. The target set by the NCSP
is that 35% of the local population under 25 years will be tested, with care and treatment for

those who test positive.

National Chlamydia Screening Programme data show:
e In 2009 - 2010 Yorkshire and Humber ranked 4™ nationally, testing 23.1% of the population
under 25
e Kirklees in the same period, ranked 104", testing 20.5% of the population under 25 years.
e From 1% April 2010 until 30" June 2010, Kirklees ranked nationally at 91 and in 3 months
had tested 5% of the population under 25.
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Positive Chlamydia Rate NORTH Kirklees 2009/10

 PostCode @ Numberoftests =~ %Positive

BD19 5.6%
HD1 13 0%

HD2 26 3.8%
HD3 20 0%

HD4 12 16.6%
HD5 25 4%

HDé6 8 12.5%
HD7 10 10%

HD8 21 9.5%
HD9 11 0%

WF12 728 5.2%
WF13 638 6.7%
WF14 307 5.2%
WF15 348 5.2%
WF16 242 5.4%
WF17 824 7.9%
Total 3659 6.1%

Positive Chlamydia Rate SOUTH Kirklees 2009/10
Post Code Number of Tests % Positive

HD1 984 4.97%
HD2 760 5.65%
HD3 653 6.58%
HD4 781 5.50%
HD5 760 7.63%
HD7 494 6.07%
HD8 730 6.30%
HD9 561 5.70%
Total 5723 6.4%
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Kirklees Chlamydia Diagnoses (uncomplicated)
2006-2009(Q1) KC60 Data
Dewsbury District Hospital 1 Princess Royal Health Centre W Total
1125
1077 1065
638
585
540
427

2006 2007 2008

NCSP Testing by Venue: Kirklees Apr 2009 - Dec 2009%' (n = 4,870)

Military, 0 Youth, 2.4%
Outreach, 4.8% Prison, 0Other, 0.6%
Antenatal &
Gynae & OPs, 0
Fertility, O

GP, 8.0%

»  Pharmacy, 0

3 Yorkshire & the Humber Q1-3 2009/10 NCSP.
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Yorkshire & Humber

Kirklees Apr 2009 - Dec 2009 (g EES

Proportion screened in core services 42.6% 40.8%
Coverage 12% 14.7%
Positivity 6.8% 6.8%

Chlamydia Tests by Venue: Apr 2009 - Dec 2009

Kirklees Yorkshire & Humber England
CASH Coverage: 2.6% Coverage: 2.6% Coverage: 2.5%

Proportion: 29.6% Proportion: 25.3% Proportion: 24.1%

GP Coverage: 0.7% Coverage: 1.2% Coverage: 1.6%

Proportion: 8.0%

Proportion: 11.6%

Proportion: 15.5%

Pharmacies | Coverage: 0%

Proportion: 0.1%

Coverage: 0.2%
Proportion: 1.7%

Coverage: 0.2%
Proportion: 2.3%

TOP Coverage: 0.4%
Proportion: 4.8%

Coverage: 0.2%
Proportion: 2.3%

Coverage: 0.2%
Proportion: 2.2%

Screening in CASH and TOP services are above both the national and regional rates but it is

notable the limited amount of screening being carried out by GPs and pharmacies across Kirklees.

Positive Chlamydia Rate Kirklees 2009/10

Area of District

Number of tests

% Positive

North Kirklees

3,659

6%

South Kirklees

5,723

6.4%

In Kirklees the Chlamydia Screening Programme (CSP) is provided by two acute trusts and
therefore works as two separate programmes: Calderdale & Huddersfield/South Kirklees and
Wakefield & North Kirklees. There are distinct coordinators for each programme and slightly
different approaches to developing the work (influenced by the NHS Trust commissioner). The
Programme Coordinators are both on fixed-term contracts. The overall aims of each programme
are:

e Achieve 35% screening annually of all under 25 year olds

e Promote awareness and offer screening

e Identify and treat cases of Chlamydia

e Prevent the spread.

32 «Core Services” is defined as covering CASH, GPs, pharmacies and TOPS.
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Screening is achieved through a programme of targeted and opportunistic work, including:

Direct offer in further education colleges, at youth events, through outreach, etc.
Postal and website access
GPs, GUM, CASH and local organisations for young people and those working with specific

target groups

This work is supported by:

Programmes of training, support and information packs for local professionals and those
offering tests

Treatment and follow-up, with two health advisors in each area. The local programmes
have chosen not to offer the treatment and follow-up by testing location but through
dedicated staff who have been specifically trained for this work. Promotion of the work
has been done by TV, cinema and bus adverts, local radio and other media coverage.
Young people were involved in the design of the logo, surveys, promotional designs and a

video about the programme.

In March 2010 The National Support Team for Sexual Health carried out a progress assessment of

the Kirklees (south) and Calderdale Chlamydia screening programme and highlighted the strengths

of the partnership and collaboration in context of the work to embed screening into core services.

A particular issue was the transition from a centrally coordinated programme to ensuring that

screening is embedded in all local core provision. Some of the issues that the NST raised are

reflected in the issues emerging from this SHNA.

Local issues identified include:

Non-co-terminus Programmes for Kirklees NHS but two programmes linked to other NHS
Trusts and therefore distinct programme approaches and processes working across
Kirklees.

Challenges with the differing boundaries of the two programmes and being nationally
assessed on the NHS Kirklees boundaries. This is starting to be addressed by all
commissioners meeting together and looking at bringing the programmes together.
Problems with data collection with so many testing routes and lack of computerised
records in CASH services making it difficult often to ensure full data collection

Ability to meet the national target; local staff question the value of this target of 35%
which is not seen to be realistic and feel that the target should be outcome based, not
process and the concern that too much focus on achieving the target negatively affects
prevention work and ensuring that target groups are reached.

Lack of engagement of GPs and pharmacies across the area

Difficulties of school nurses to participate in the Programme
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e For targeted groups, relying on community agencies to reach them but staff in these
agencies have other priorities and sometimes are concerned about alienating clients by
discussing sexual health issues

e Acceptance of quality standards of the service by some local service providers

¢ Embedding work into all local services, particularly in context of the potential changes in
both the PCT and the NCSP.

There are examples of successful outreach in the Further Education Colleges and by a community

based organisation into a local banana factory in North Kirklees targeting Asian men and women.

6.5 HIV
6.5.1 OVERVIEW OF CLINICAL OUTCOMES
HIV Diagnoses in Kirklees 2000-2009
45
41
40
35
30
25 B Dewsbury District Hospital
Princess Royal Health Centre
20 Huddersfield Royal Infirmary
15 W Total
10
5
0
2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

Regionally, after a dramatic rise in new diagnoses up to 2003, there has been a levelling off since
then. However, current levels of new HIV diagnoses is four times what was seen ten years ago.
Although the actual numbers across the Region are low, the percentage change over the last ten
years is significant. NHS Kirklees from 2000 to 2009 does not exactly follow the Regional trend
reflecting a slow increase, followed by a decrease, a sudden increase in 2008, followed by a big

dip in 2009, which is difficult to explain, unless the 2009 figures available were incomplete.
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Testing is carried out in the GUM clinics and by some GPs. There is no community rapid testing
available. Paediatric / children living with HIV receive their care in Leeds and the Brunswick
Centre have established support systems for accessing the service and in the transition to adult

services.

Diagnosed HIV Prevalence in 2009

Residents accessing HIV related care 260

Diagnosed HIV prevalence per 1000 (aged 15-59) 0.92 per 1,000 (same as 2008)
Significance compared to England Lower

SHA Rate 0.94 per 1,000

Percentage HIV late diagnoses in 2009 (with CD4 cell count <200 at time of diagnosis)

No. late diagnoses: 12

Kirklees (%): 31.5%
England (%) 32.1%
SHA (%) 35.0%

It is a priority of NHS Kirklees to reduce late diagnoses to decrease costs and improve outcomes.
There is some concern about some of the migrant and asylum seeker communities accessing

testing and / or care.

Age Group
New Diagnosis in Kirklees by age group 2004 to 2009

NEW DIAGNOSES IN KIRKLEES

Year 2004 2005 2006 2007

<15 2 0 1 1 2 0
16-24 2 7 2 3 8 5
25-44 21 19 17 16 20 24
45-64 7 1 4 4 8 9
65+ 0 0 0 0 1 0
TOTAL 32 27 22 22 41 26

MBARC Page 66 January 2011



Kirklees Sexual Health Needs Assessment

Pie Charts representing change in new diagnoses by age group in 2004 & 2009

2004

m<15 m16-24 wm25-44 m45-64 m65+

0%

2009

m<15 ®m16-24 m25-44 mA45-64 m65+

0% 0%

In the period between 2004 and 2009 there was a marked increase in the numbers of 16 - 24 year
olds having a new diagnosis of HIV from 6% in 2004 to 13% in 2009, with a decrease from 66% to
63% in those aged between 25 and 44 years old. This may reflect a decreasing knowledge and

understanding amongst the younger age group.
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Total patients accessing HIV related care in Kirklees by age group

TOTAL PATIENTS ACCESSING HIV RELATED CARE IN KIRKLEES

Year 2004 2005 2006 2007 2008 2009
<15 1 1 2 2 4 4

16-24 7 10 9 10 13 14
25-44 90 105 120 121 147 159
45-64 24 31 39 54 65 78
65+ 1 3 2 4 5 5

TOTAL 123 150 172 191 234 260

Pie Charts representing patents accessing HIV related care in Kirklees by age group
2004 & 2009

2004

m<15 m16-24 25-44 m45-64 m65+

1% 1%

73%

2009

m<15 m16-24 25-44 m45-64 m65+

2% _, 2% 5y
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The rates of people accessing HIV care between 2004 to 2008 also reflects a marked change with

greater access to care of those aged 45 to 64 years (from 19% to 30%) and a reduction in those

aged 25 - 44 years (from 73% to 61%).

Gender

NEW HIV DIAGNOSES IN KIRKLEES BY GENDER FROM 2004-2009
Gender 2004 2005 2006 2007 2008 2009
Male 20 14 11 14 29 28
Female 12 13 12 8 10 10
Total 32 27 23 22 39 38

Pie chart representing the change in HIV diagnosis by gender 2004 & 2009

2004 2009

B Male ™ Female B Male ™ Female

The gender breakdown of new diagnosis between 2004 to 2008 reflects an increase in male
infections, from 42% in 2004 to 55% in 2009.

Total patients accessing HIV related care in Kirklees by gender 2004 to 2009
TOTAL PATIENTS ACCESSING HIV RELATED CARE IN KIRKLEES

Gender 2004 2005 2006 2007 2008 2009
Male 77 95 104 121 141 167
Female 46 55 68 70 93 93

Total 123 150 172 191 234 260

The same increase in male diagnosis is not reflected in those accessing care, with much greater

rates of women accessing care. This may be impacted by the increased needs of women to access

reproductive, maternal and obstetric services.
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Route of Infection

NEW HIV DIAGNOSES IN KIRKLEES BY PROBABLE ROUTE OF INFECTION 2004 - 2009

Route of Infection 2004 2005 2006 2007 2008 2009
Blood/blood products recipient 1 0 0 0 0 0
Injecting drug use 0 0 0 0 2 0
Mother-to-child transmission 1 0 1 1 2 0
Sex between men (MSM) 17 22 15 15 19 15
Sex between men & women 13 5 8 8 15 20
Total 32 27 24 24 38 25

TOTAL PATIENTS ACCESSING HIV CARE BY PROBABLE ROUTE OF INFECTION 2004-09

Route of Infection 2004 2005 2006 2007 2008 2009
Blood/blood products recipient 7 7 7 7 8 8
Injecting drug use 1 1 1 1 2 2
Mother-to-child transmission 1 1 2 2 5 7
Other/Not known 0 0 0 0 1 1
Sex between men (MSM) 49 62 68 82 89 102
Sex between men & women 65 79 94 99 129 140
Total 123 150 172 191 234 260

Although the number of new diagnoses has decreased since 2004, it is notable that there has been
more than a 100% increase in the total numbers of heterosexual patients accessing HIV related
care (from 65 in 2004 to 140 in 2009). For MSM there has been a 52% increase (from 49 in 2004 to
102 in 2009). The numbers of mother-to-child patients accessing care has increased seven-fold.
Overall the numbers have increased by 60% The increase in numbers have major implications on

funding and local care and treatment services.

Ethnicity
Over the period of 2004 - 2008 the higher rates of new infections has shifted from the Black

African communities from 50% in 2005 to 37% in 2009; however Caribbean communities show an
increased number of diagnoses from 0 in 2004 to 8% in 2009. The number of diagnoses in White

populations have largely remained the same; from 44% in 2004 to 45% in 2009.
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HIV NEW DIAGNOSES BY ETHNIC GROUP 2004-2009

Ethnic Group 2004 2005 2006 2007 2008 2009
Black African 16 18 13 11 16 14
Black Caribbean 0 1 0 0 1 3
Indian / Pakistani / Bangladeshi 1 1 0 0 0 0
Not known 0 0 1 0 0 4
Other Asian 0 1 0 0 0 0
Other mixed 1 1 0 1 0 0
White 14 5 9 10 22 17
Total 32 27 23 22 39 38

Pie chart reflecting the change in new HIV diagnoses by ethnic group 2004 & 2009

Other
mixed
3%

2004

Indian
Pakistani
Other Banglades
mixed hi
0% 10% 0% 8% 0%
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Patients accessing HIV related care in Kirklees by ethnic group 2004 - 2009

TOTAL PATIENTS ACCESSING HIV RELATED CARE IN KIRKLEES

2004 2005 2006 2007 2008 2009
Black African 34 50 65 70 98 109
Black Caribbean 9 8 7 7 6 10
Black Other 1 2 1 0 0 0
Indian/Pakistani/Bangladeshi 6 5 7 7 7 7
Not Known 0 0 0 0 1 1
Other Asian 2 3 3 2 2 2
Other mixed 3 4 4 5 6 7
White 68 78 85 100 114 124
Total 123 150 172 191 234 260
Black-
2004 Other/ 2009
Black
Unspecifie
d
1%
Black-
Caribbean
White 7%
Other 5% 'A”diaf'/Pak Other Andian/Pakis
o . istani/Ban . .
Other/mixAsian/Orie Not .| Asian/Orien
gladeshi . .
ed ntal Known 5% tal Not Known
2% 2% 0% 1% 0% 3% 0% 4%

There has been a further ethnic change in those using HIV related care, with a decrease between
2004 to 2008 from 55% being clients of white ethnicity clients to 48% in 2009. In contrast, the

number of black African patients accessing HIV care has increased from 28% in 2008 to 42% in

2009.

Amongst those individuals from non-white communities accessing HIV treatment and care (see

table below) for the vast majority (87%) the route of infection is via heterosexual sex. However,

whilst the numbers are small it is worth noting that MSM routes of infection for those from mixed

backgrounds account for more than 40% of infections and around 30% for those from Black

Caribbean and South Asian communities.
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Number of Patients Accessing Care in Kirklees in 2009

Breakdown Of Probable Route of Infection for non-white communities

African | Caribbean | Pakistani / Asian / | mixed
Bangladeshi Oriental

Blood/blood 1 0 2 0 0 0
products recipient
Injecting drug use 0 0 0 0 0 0
Mother-to-child 7 0 0 0 0 0
transmission
Other/Not known 0 0 0 0 0
Sex between men 3 2 3
Sex between men 101 7 3 1 2 4
& women

4.3.1.5 Late Diagnoses

Late Diagnoses (CD4 < 200) 2004 2005 2006 2007 2008 2009
New Diagnoses 8 4 6 7 14 12
Total Patients Accessing Care 20 14 12 21 28 28

Late Diagnoses (CD4 < 200) 2004 2005 2006 2007 2008 2009
New Diagnoses 25% 15% 33.3% 33.3% 33.3% 32%
Total Patients Accessing Care 16% 9% 7% 10.9% 11.9% 14.6%

Although the number of total patients accessing HIV related care in Kirklees who have been
diagnosed late has decreased marginally (from 16% in 2004 having a CD4 count less than 200 to
14.6% in 2009, the number of new diagnoses each year in Kirklees who are diagnosed late is
actually increasing (from 25% diagnosed late in 2004 to 32% diagnosed late in 2009). This issue

needs to be urgently addressed.

Community Care

Local community care services have recently been re-tendered and commissioned, with the
Brunswick Centre having a three-year contract. They offer drop-in services, Chlamydia screening
(including outreach services), support and advocacy, outreach prevention work with MSM, new
migrants and in public sex environments (PSE), training, condom distribution and publicity about
HIV/AIDS. From their perspective the demographics are changing, with more new infections in
African migrants. They have lots of user involvement, including on the management committee;

some successful work in supporting children and young people living with/affected by HIV; and
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commenced training with midwifery and health visiting staff. Needs assessments with individual

users are completed / reviewed every six months.

Some general concerns include: the need for clear care pathways, including the transition for
young people to adult services. There is also a need for more training - to local authority staff and
in schools where increasing numbers of infected young people may indicate a lack of education or
information is available. There is a need for clarity of policies, jointly agreed by all agencies

working with people living with/ affected by HIV and not lead by medical staff.

6.6 CONTRACEPTIVE SERVICES

GENERAL FERTILITY RATES™ (2008) ** Rate per 1000 of population aged 15-44
England 63.9
Yorkshire & The Humber 62.1
Bradford & Airedale 80.8
Kirklees 69.8
Doncaster 68.1
Calderdale 66.3
Rotherham 65.7
North Lincolnshire 64.6
Hull 64.0
North East Lincolnshire 63.2
Wakefield 63.1
Barnsley 62.2
Sheffield 56.8
North Yorkshire & York 55.6
Leeds 53.9
East Riding 53.4

As a Region the general fertility rate is slightly lower than across England. However within the
Region there are great variations. The above table looks at the NHS areas, showing that Kirklees
has the second highest rate in the Region. This is considerably higher than the Region as a whole

but much lower than the neighbouring area of Bradford & Airedale.

6.6.1 OVERVIEW OF PROVISION
Comprehensive contraceptive care is offered through a range of local providers. CASH services

have two main centres in Huddersfield and Dewsbury, satellite services in Batley and Cleckheaton

33 The ratio of live births in an area to the population of that area; expressed per 1000 population per year
34 Draft ‘Yorkshire and the Humber sexual health needs assessment 2010” , contact: leena.inamdar@hpa.org.uk
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and support to services in Huddersfield New College. The services are advertised on the NHS
Kirklees website and on the Kirklees Young People Friendly site and a range of other media and

promotion.

General practitioners are able to provide comprehensive contraceptive care but this is dependent
on the individual practices. A LES has been agreed with some local general practices. The
University Health Centre has a comprehensive sexual health service four mornings a week and are

currently developing a consortium of other GP practices to offer the same service.

In 2008-2009 NHS Kirklees spent a total of £498,599.12 on contraception prescribing and spent
£493,351.47 in 2009 - 2010, a reduction of £5,247.65.

Contraceptive Spend 2008-2009*

Total Items | Total Actual Cost Items Per 1000 Cost Per 1000

Patients Patients

Emergency 2,323 £13,915.31 5.6 £33.35

Contraception

Progestogen Only | 23,515 £220,388.29 56.4 £528.07

Combined Oral 35,035 £261,801.05 83.9 £627.52

Injection 8,930 £50,131.03 21.4 £120.16

Kirklees PCT 61,133 £498,599.12 146.4 £1,194.93

Contraceptive Spend 2009-2010

Total Iltems | Total Actual Cost Items Per 1000 Cost Per 1000

Patients Patients

Emergency 2,404 £14,487.85 5.7 £34.59

Contraception

Progestogen Only | 23,814 £249,669.16 56.8 £595.74

Combined Oral 33,182 £226,004.74 79.1 £539.35

Injectibles 8,390 £47,312.49 20.0 £112.91

Kirklees PCT 59,733 £493,351.47 142.4 £1,177.29

In 2005 NICE issued guidance on increasing the use of long acting reversible contraception (LARC)

as a more effective and cost effective method for all women, specifically young women.

35 1t should be noted that towards the end of financial year 2008/09, the service purchased approximately £55,000
worth of two high cost drugs, Implanon and Mirena, as there was a large under spend in the budget at the time.
These drugs were then used in the first 6 to 9 months of 2009/10 which ended up with the drugs budget for last
year looking less than it should have been as the service had more footfall in 2009/10 than the previous year.
Although we are not able to provide the contraceptive breakdown we are able to provide the contact information
for the two financial years :2008-09 - 23,900 and 2009/10 - 27,127
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Rate of GP prescribed long-acting reversible contraception (LARC), 2008/09

Count (number of prescribed LARC™ Rate per 1,000 registered female
population 15-44 years old
Kirklees PCT 3438 42.2

% aged under 18 at Community Sexual & Reproductive Health (CSRH)* services choose long

acting reversible contraception (LARC), 2008/09
PCT Name Number Percentage Significance England Yorks &
compared to Percentage Humber
England SHA
Regional %
Kirklees PCT 61 7.3 Lower 11.5 11.0

Kirklees has significantly lower numbers of young women choosing LARC when compared to the

region or rest of England.

Issues
e 60% management to 40% clinical staffing
e Lack of data of geographical needs or cover
e Since merger in 2007 has been work on integration but still distinct ethos of work and lots
of resistance to change - feels like running 2 different services
o Always need more clinicians and HCAs but there are financial restrictions
o In Huddersfield the building is a barrier in terms of size and based in secondary
care (though good for networking)
o Dewsbury - nurses skilled up to work like doctors; complex service of 58 sessions in
8 centres every week
¢ Not meeting the needs of men
e Minimal marketing and no outreach
e JSNA was impetus for new Dewsbury clinic which is located in an area of great need
e Just starting treatment for Chlamydia
e Undertakes training for GPs, pharmacists etc.
e Joint work with Lifeline (now called “The Base”, part of the Crime Reduction Initiative)
o More successful in Huddersfield than in Dewsbury
e Anecdotal comments from interviews
o Young men being turned away from clinics
o Image of CASH for college students is not good they report finding staff judgmental
o Much more need than being met by CASH

36 This data was sent to MBARC directly from Kirklees PCT and was sourced from the sexualhealthscorecard.org.uk
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6.6.2 FE COLLEGES & CONTRACEPTIVE SERVICES
Services in local further education colleges support and add value to CASH provision:
o The sexual health services are very well accepted by students, with a good take-up for all
provision
e Both colleges indicated that take-up of sexual health services amongst young men was
particularly good in college settings
o Both colleges receive regular feedback from students and this is overwhelmingly positive
e S Kirklees - have CASH nurse in every day - able to provide full service
o N Kirklees - GAP as CASH will not train Level 2 nurse to be able to provide service,
therefore not able to offer contraception, EHC, LARC, etc.
o Need more staffing hours to support more SRE tutorial work and ensure full cover across
college.
e Reflecting the issue raised by older participants in the focus groups about the need for sex
education for older people, parents and carers have been supported through “speak-easy”
sessions on sexual health by Kirklees College.

There is currently reduced funding available for these well-used services.

6.6.3 YOUTH OFFENDING TEAMS (YOT) & CONTRACEPTIVE SERVICES
The YOT has developed a peer education model to support its young people. The YOT reported

that this had been particularly successful in relation to promoting the uptake of LARC.

6.6.4 PSYCHOSEXUAL SERVICES

Challenges over availability of psycho sexual services were noted by all CASH providers. Pyschosexual
services were available to Kirklees’ residents but provided only in Leeds and Halifax.

6.7 TEENAGE PREGNANCY
Rates of conception of girls aged 15 - 17 1998 - 2008
1998-2000 2001-2003 2004-2006 | 2005-2007 2006-2008 % change

England 45.0 42.5 41.2 41.2 40.9 -9.1%
Yorkshire & 50.7 46.9 47.2 47.3 47.2 -6.9%
the

Humber

Kirklees 46.3 43.1 43.6 44.3 45.8 -1.0%
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Though

the 2007 - 2008 rate is actually below the baseline over the period, there was a dip early

in the programme and a continuous increase until 2008. A recent study®’ of teenage pregnancy in
Kirklees 2010, highlights some of the local trends:

Conceptions to young women across Kirklees amount to approximately 350 per year, with
an average of 60 conceptions occurring in the three highest hotspot areas that are located
with Huddersfield North, Huddersfield South and Batley, Birstall & Birkenshaw (BBB)

In the three hotspot areas, rates have continuously increased

Half of the wards have shown improvement

Recent data for 2009 shows that the 2009 overall conception rate is the lowest for the
past five years.

6.7.1 OVERVIEW OF CLINICAL OUTCOMES

Quarterly Under-18 Conception Rate
(1998 - 2008 Q2)
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37 “Understanding Teenage Pregnancy in Kirklees 2010” Anna Bowtell, NHS Kirklees and Kirklees Council
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6.7.2 OVERVIEW OF PROVISION

The teenage pregnancy and parenting programme was co-ordinated by a fulltime Coordinator until
July 2010. The work of the Strategy was planned and delivered through the sub-groups of:
relationship and sexual health education, supporting teenage parents and media and
communication. The work of the programme concentrated on prevention through a range of
operational themes and funding of specific projects. Following a review by the TP National
Support Team a local review was carried out in 2010 and the Strategy is now being coordinated by

the Joint Commissioner and a post for work with vulnerable children and young people, in
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partnerships with commissioners in public health. The new Strategy has identified six key
outcomes:
e The needs of young people who come under the remit of the TP Strategy are understood
through the effective use of local data
e Young people have access to contraception and sexual health services
e Children, young people and their parents receive high quality education, advice and
guidance on a formal and informal basis, on relationships and sexual health
e Teenage parents in Kirklees will receive the support they need to make successful futures
for themselves and their children, and avoid any subsequent pregnancies whilst still a
teenager
o Difficult to reach young people have access to intensive support that helps them to
reduce risky sexual health behaviours

e Robust and appropriate governance and delivery arrangements are in place.

The focus will be to work with vulnerable groups, including:
e Teenage parents
e Key areas of deprivation
e Key geographical areas of high teenage pregnancy
e BME population
e Not in education, employment or training (NEET)
¢ LAC and care leavers
e Pupils with poor attendance, persistent absentees from school, those excluded or at risk
of exclusion
¢ Young people with alternative education providers (PRUs)
e Anti Social Behaviour Young people
e Young offenders
e Alcohol and substance misusing young people

e Young parents in local authority housing.

Existing work supported by the Strategy includes:
e Two teenage pregnancy midwives
e Two sexual health outreach workers in the youth service (commissioned by PCT)
e Nurses working with LAC and leaving care
e Sexual health sessions in FE Colleges
e Two nurses in the YOT service
e Extensive support to relationship and sexual health education

e Kirklees young people friendly/ You’re Welcome (funded and coordinated by PCT)
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e Work in non-health organisations - Connexions, substance misuse agencies, youth
associations, etc.
e Targeted work in hotspot areas

o Workforce training (commissioned by PCT)

6.7.3 SEX EDUCATION IN SCHOOLS

The Health in Educational Setting programme is currently facilitating a health and wellbeing pilot
within 2 clusters of schools in North and South Kirklees. This follows on for a substantial
investment of around £500k two years ago into the development of PSHE toolkit. The pilots
involve school staff, children and young people, parents and local service and organizations. The
programme is aiming to clarify local needs, without the pressure of national targets and try to
better understand local drivers, issues, needs and possible responses unique to Kirklees. If sexual
health is identified as a priority for either cluster of schools, one focus for interventions could be
the RSHE curriculum as well as identification of the ‘root causes’ of sexual health needs or

inequalities.

In addition to the Pilots a complimentary piece of work is being undertaken in schools by the NHS
Kirklees Sexual health team. This involves working with schools on an individual basis to conduct
a rapid sexual health needs assessment to ensure that there is a whole school community
approach to meeting the sexual health needs of the student population, this includes, RSHE,

Services, Services in the local community and Information and Guidance.

6.8 TERMINATIONS OF PREGNANCY
6.8.1 OVERVIEW OF CLINICAL OUTCOMES
Kirklees Abortion Statistics 20082

Age Abortion rate by age group

Total Standardised (number of abortions per 1,000 women)

abortions | abortion rate*
Kirklees 1326 16 21 31 26 22 13
Yorkshire

16699 16 20 31 27 20 12 5

& Humber
England 186218 18.3 19 33.5 31.7 24 15.7 6.8

In 2008 Kirklees had an age standardised abortion rate of 16 (per 1,000 women aged 15-44) which

was lower than the England average of 18.3. Kirklees had lower than the national average

38 Department of Health Abortion Statistics, 2008.
39 Abortions per 1,000 women aged 15-44.
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abortion rates for all age groups other than under-18, which at 21 per 1,000 women under-18, was

also higher than the average for that age group in Yorkshire and the Humber.

Abortion Figures in Kirklees Number Denominator Percentage England % SHA %
% <18 repeat abortions '06-08 28 446 6.3% 7.7 6.2
% <18 abortions <10 weeks from 104 n/a 63% 65.9 62.2
gestation, 2008

% of all NHS funded abortions 879 n/a 72% 72.17 67.46
under 10 weeks, 2008

Moreover, in 2008 21% of abortions amongst women under 25 were repeat abortions. This was

lower than both the Yorkshire & Humber average (22%) and the England average (24.4%).

Abortion by Ethnic Group and Strategic Health Authority of Residence Combined three year

rate (2006-2008) per 1000 women aged 15-24 years

North East 21.7 22.4 8.0 7.3 16.9 22.3
North West 25.2 25.6 24.5 14.8 56.9 19.9
Yorkshire and Humber 21.1 21.4 28.3 13.1 39.2 19.7
East Midlands 19.8 19.6 21.6 16.9 39.2 17.3
West Midlands 28.4 28.3 25.6 20.3 67.0 19.8
East of England 20.9 21.0 17.7 13.0 40.9 13.4
London 41.9 32.7 58.4 28.9 96.4 48.3
South East 20.8 19.9 43.1 18.1 38.7 22.5
South Central 19.7 18.2 54.6 16.2 54.3 17.5
South West 19.9 20.1 17.4 11.5 33.8 12.9
England 25.2 23.3 35.6 20.0 73.8 26.6

6.8.2 OVERVIEW OF PROVISION
Terminations in Kirklees at the moment has a dual-referral and assessment process run by distinct
providers in the north and the south.
o North - CASH run the assessment service, known as Unplanned Preghancy Assessment and
Consultation, UPAC, from Batley Health Centre. If the woman chooses an abortion, she has
a choice of two providers. BPAS offer medical abortion at Leeds; surgical and medical
options are available in Doncaster. CHFT offer surgical abortion in Huddersfield and

medical abortion from Halifax.
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e South - the Termination of Pregnancy service (TOP) is run by CHFT from the Princess Royal

Health Centre. The majority of women will go on to have their procedure with CHFT.

Calderdale and Huddersfield Foundation Trust (CHFT) carry out about 57% of the TOP activity but
only do abortions up to 17+6 weeks, after which they will be referred to BPAS. BPAS do not do any
terminations when the woman has underlying medical conditions. Clients are not able to fully

self-refer, and with different processes existing in each area this makes it a potentially non-

equitable service. The majority of women have to go out of Kirklees for their termination.

Numbers and % of surgical TOPs by provider
Total

CHFT

2009

694

TOP | Total +<12

weeks

644

Surgical
=<12
weeks

39

Total
weeks

>12

Surgical
>12 weeks

Surgical
gestations

Total
Surgical

all

39

6%

BPAS

495

432

148

63

47

195

40%

Numbers and % of Early Medical Abortion by provider
Total TOP

CHFT

2009

694

Total +<9

WE S

563

EMA at =<9
WE S
525

% EMA at =<9 MA as a % of

WE S
93%

all TOP
76%

BPAS

495

384

273

71%

55%

A review of abortion services has recently been undertaken by NHSK.. The new service must be
You’re Welcome accredited; always offer HIV tests; and offer referral directly to the provider of

the termination.

Key issues raised about access to abortion services include:
o Different pathways between north and south of the district lead to differences in choice
available to women creating an inequity in the provision
e Lack of shared protocols between providers
e No provision for medical abortion within the District and only limited surgical abortion
carried out in the district

e Limited self-referral for all but late-stage terminations

With regard to options for bringing about improvements to the system, the impact of the
“transforming community services” on the PCT’s capacity to reconfigure services was also raised

as a separate issue.
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7 STAKEHOLDER INTERVIEWS

In-depth interviews were completed with all of the following stakeholders.

Vivien Thompson - Chlamydia Screening Manager - North Kirklees & Wakefield
Liz Clough - Chlamydia Screening Programme Coordinator - South Kirklees & Calderdale

Kate Birch - Student Welfare Advisor & Healthy College Coordinator, Highfield New College

A W N =

Rachel Spencer - Senior Public Health Manager (Sexual Health Commissioner & Lead), NHS

Kirklees

(S}

Kirsten Foster - Health Improvement Practitioner - HIV & Tobacco, NHS Kirklees

6. Carl Mackie - Advanced Health Improvement Practitioner (Sexual Health / Children &
Young People), NHS Kirklees

7. Samantha Kelly - Support & Advocacy Worker (Children & Families affected by HIV), The
Brunswick Centre
John McKernaghan - Centre Manager, The Brunswick Centre

9. Linda Meeson - CASH Service Manager, NHS Kikrlees

10. Sharon Higginbotham - CASH Nurse Manager, NHS Kirklees

11. Anne-Marie Kelly - CASH Business Manager, NHS Kirklees

12. Nicky Mounsey - Medical Partner, University of Huddersfield Health Centre

13. Julie Cooper - Nurse Practitioner, University of Huddersfield Health Centre

14. Janet Hallam - Practice Manager, University of Huddersfield Health Centre

15. Glynn Collins - Dedicated College Sexual Health Nurse, Kirklees College

16. Karen Woodhead - Specialist Nurse for LAC & Young People Leaving Care, Kirklees LA

17. Statsia Breckenridge - Specialist Nurse for LAC & Young People Leaving Care, Kirklees LA

18. Phil Hargreaves - Health Improvement Practice Specialist (Sexual Health), NHS Kirklees

19. Alison Cotterrill - Health Improvement Practice Advanced (Sexual Health), NHS Kirklees

20. Marianne McLeod-Hill - Teenage Pregnancy Coordinator, Kirklees LA

21. Andy Lloyd - Operations Manager (Youth work Kirklees), Kirklees LA

22. Julie Dean - Teenage Parents Midwife, Mid-Yorkshire Trust

23. Shirley Tabner - CASH doctor Clinical Lead, NHS Kirklees

24. Mel Waddington - Personal Advisor for Teenage Parents, Connexions Kirklees

25. Zillah Bates - Manager, Connexions Kirklees

26. Karen Mason - Regional Business Manager (North), BPAS

27. Lindsay Short - Senior Consultant, GUM, South Kirklees & Calderdale

28. Jennie Newton - Clinical Nurse Educator & Project development Coordinator, GUM, South
Kirklees & Calderdale

29. Sandra Haigh - Service Development Manager (Mental Health & Learning Disabilities), NHS

Kirklees
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30. Gill Addy, Specialist Nurse, Youth Offending Team

31. Lucy Wearmouth - Health Improvement Practitioner Specialist - Health in Schools

32. Patricia Muramatsu - Healthy Schools

33. Emm Irving - Public Health = Health Improvement Specialist

34. Tom Brailsford - Joint Commissioner for Children and Young People’s Services (NHS & LA)
35. Graham Hofmann - School Improvement Officer for PSHE

36. Susmita Ray - Consultant, Calderdale & Huddersfield Foundation Trust (CFHT)
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8 APPENDIX 1 - SERVICE MAPS
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Dewsbury : Sexual Health Services
November 2009

North Huddersfield :
Sexual Health Services
November 2009
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9 APPENDIX 2 -QUESTIONNAIRES

9.1 SEXUAL HEALTH NEEDS ASSESSMENT
DEMOGRAPHICS
DATE OF INTERVIEW LOCATION

As part of our work we would like to know a bit about you and your life.

1. AreyouMale OFemale O Trans-person O

2. How old are you?

3. How do you describe your ethnic heritage?

4. What is your current relationship status?
Single [ Married [J In a relationship [J Casual dating [

5. Do you identify as:

Heterosexual O Gay O Lesbian Bisexual O None of these [
6. If you practice religion, which religion? None [
7. Do you consider yourself to have a disability? Yes O No O
If yes, are you registered? Yes O No O

8. Which country were you born in?

9. If you were not born in the UK:
How many years have you lived here?

How do you describe your immigration status?

10. What is the first part of your post code where you currently live (e.g. HD2)
If you do not know your postcode, in what area do you currently live?

11. What are your current living arrangements?
Alone O With spouse/partner [0 With dependent child/ren [ With my

parents/ carers [ With friends/ housemates [ Other
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12. What type is your current accommodation?
Owner [ Private rented [ Local authority [ Room in house O

Sheltered accommodation O In social services care [ Homeless O

Other

13. Have you ever lived in social services care before? Yes O No O

14. What schooling have you completed?

Secondary school [ GCSEs O ‘N levels O Apprenticeship O
Vocational / FE courses [ University [0  Post graduate [J
Left school before or at 16 years [ Other

15. How would your describe your current life situation?
Fulltime employment [ Part-time employment [J Self-employed [ Retired O

Fulltime education [0  Part-time education [J

On training scheme [0 Casual/ cash-in-hand employment [ Parent / carer fulltime O
Unemployed [ If so, How long:

Not able to work [0 If so, why: No work visa [ Fulltime carer [ Disability/illness [J Other

16. If you are under 18 years, what is your parents job?

17. What is your annual income (including benefits, pensions)?

18. Are you currently registered witha GP? Yes [1 No [

19. Are you living with HIV? Yes 0 No I

20. Women only — have you ever undergone female circumcision? Yes [0 No O
21. Have you ever sold sex? Yes [1 No O

22. Have you ever mis-used drugs or alcohol? Yes O No O

If yes, did you seek help? Yes O No O

If yes, where from?

Is there anything else you would like to tell us about your life / lifestyle?
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9.2 ONE-TO-ONE QUESTIONNAIRE

There are 8 sections to this part of the interview:

. General health — EVERYONE: pages 4 -5

I General sexual health- EVERYONE: pages5 -7

1. Personal sexual health - EVERYONE: pages 7

V. Contraception — pages 8 - 10

V. Cytology, pregnancy, abortion — WOMEN ONLY: pages 11 - 13
V. Sexually transmitted Infections — EVERYONE: pages 14 - 16

Vil Lesbians, gay, bisexuals and transgender - LGBT : page 17

VIII.

More personal information- EVERYONE: pages 18 - 19

We are looking at sexual health in your area and would like to ask some questions about your knowledge and

understanding of sexual health, your experiences and needs and your experiences of using local services.

I Let’s start with your general health ...
QUESTION PROMPTS ANSWER
1. How would you e  Feel healthy all of the

describe your time

general health and e  Feel healthy most of

well-being? the time

o  Feel well and unwell
about the same
amount of time

e Feel unwell most of the
time

e Feel unwell all of the
time

2. Do you have any
ongoing / chronic
health problems?

If yes, what?

3. Haveyou ever
misused drugs or
alcohol in a way
which caused
problems in your

Alcohol: Now
Previously
Had

treatment/care
Use/d

life? recreationally with

no impact on my
life

Drugs: Now
Previously
Had

treatment/care
Use/d
recreationally with
no impact on my
life
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Il In relation to SEXUAL HEALTH in general ...

4. When you think
about sexual health
and relationships,
what do you think
are the most
important aspects
for everyone?

For you?
Why?

General information &
advice — where can you get
this

Contraception — where to
get them, what’s available,
side-effects

STIs — what they are, how
to recognise one, where to
get diagnosis/treatment
Pregnancy — how & where
to test, what choices are
there, screening available
Abortion — how and where
can one get  one,
counselling and support
Counselling and emotional
support on sexual health
and relationships
Psychosexual advice and
support

5. Where did you learn
about sexual health

Parents / family Sisters &
brothers

and relationships? School
Friends
Posters or leaflets
Internet
TV/Radio Youth
worker
Health professional — in
clinic, school session,
GP
Other
6. If youwere Spouse / partner
concerned about Parents
some aspect of your | Aunts/ uncles
sexual health — Sisters/brothers
contraception, Friend(s)
infection, Internet TV/Radio
pregnancy, etc. — Youth worker
where would you go Health professional — in
for help or support? clinic, school session
GP
Other
7. When deciding Good publicity
where or who to go | Costs
to for support, what | Opening hours
are the things that Location
make it easy to go? | Staff attitudes
Waiting times

What things stop
you going to
services?

Translation services
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8. Do you think that

young people have

greater need for
sexual health

services than people

over 25?
If yes, why?
If no, why not?

1. You and your sexual health ...

9. What sexual health

services have you

clinic (Huddersfield

Community contraception

/

ever used? Dewsbury / rural clinic)
GUM/STI clinic
GP
Gynaecologist
Pharmacist
Other

10. How did you know
where to go?
V. Contraception ....

11. Where do you,
or your
partner, usually
get any
contraception?

Community contraception
clinic

GUM/STI clinic

GP

Gynaecologist

Pharmacist

Youth worker

Other

12. What methods
of
contraception
have you, or
your partner
used in the
past 12
months?

Pill = combined / mini
Condoms

Femidom
Diaphragm
IUD/IUS/Coil
Injection / Depo
Implant
Withdrawal
Emergency contraception/
Morning after pill
Double Dutch/  Dual
protection (hormonal;
method with condom)
Other
None

12 a. |If you, or
your partner, have
never used an
IUD/IUS, implant or
injection (referred
to as long-acting
reversible

Yes No
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contraception -
LARC), would you
be interested in
finding out more
about these
methods?

12b. If you, or your
partner, have ever
used emergency
contraception:

EHC: Where did you get it
from?

Did you receive any
information and advice
about ongoing
contraception?

13. When you got
the
contraception,
were all
methods,
including how
they work and
any side
effects, fully
explained to
you?

Yes No
Did you feel that the
information provided

was adequate?

How involved did you
feel in making the
decision about which
method(s) to use?

14. Generally, in
relation to
getting the
contraception
you wanted did
you experience
any barriers -
clinic location,
staff attitudes,
opening times,
language, etc.?

15. If a friend or
family member
needed
contraception,
where would
you
recommend
them to go?
Why?

‘ V. Women only ...

16. Do you regularly

If yes, where and how

go for smear often?
(cervical How did you find the
cytology) tests? | experience?
If no, why not?
17. Have you ever Yes No

had or done a
pregnancy test?
18.
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19.

If yes, where did
you go for the
test?

Did it myself

GP

Contraception clinic
Pharmacy

FE college

School nurse

Youth worker

Other

20. If the test was Continue with pregnancy
positive, what
did you do? Abortion
Adoption
IF you were
uncertain about
what to do, did
you get any
support or
counselling?
21. If you chose to | Hospital
have an BPAS — Leeds /
abortion, Doncaster / Wakefield
where did you )
go for it? Marie Stopes
Other
22. Before the Yes No
procedure, did
you receive
counselling and
information
about what

would happen
and any choices

you had?
23. Did you receive | Was it provided: at the
any advice TOP clinic or did you

about post-TOP
contraception?
Yes No

have to return to
somewhere else?

24,

Did you need,
or receive, any
counselling
support after
the abortion?

If yes, where?

25.

Generally, in
relation to
getting the
abortion did
you experience
any barriers?

Clinic location
Staff attitudes
Opening times
Language
Other
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26. If a friend or
family member
needed support
about an
abortion, where
would you
recommend
them to go?
Why?
VL. Sexually transmitted infections ....
27. Have you ever Yes No
been worried
that you might
have a STI?
28. If yes, have you | Yes No
been tested for | Which ones:
any STl in the Chlamydia
past 12 Gonorrhoea
months? Syphilis
HpV
Herpes
Warts
HIV
Hepatitis
BV
Other
29. Where were | GUM
GP

you tested?

Community Contraception
clinic

Pharmacy

FE college

School

Youth worker

Outreach workers

Other
30. If you had a Yes No
positive test,
did you get

treatment from
the same place
where you
were tested?

If no, where did

you get
treatment?
Did your

partner(s) get
treated at the
same time?
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31.

If you have
ever had an
HIV test?

test done?
e Did you receive

after?
IF the test was positive,

for ongoing care and
treatment?

e  Where did you have the

counselling before and

where were you referred to

32.

Generally, in
relation to
being tested
and treated for
a STl did you
experience any
barriers — clinic
location, staff
attitudes,
opening times,
language, etc.?

33.

If a friend or
family member
needed testing
and treatment,
where would
you
recommend
them to go?
Why?

VIl. Men who have sex with men / Lesbians / Gays / Bisexuals / Trans-people

34.

Have you ever
used local
services for
any aspect of
your sexual
health?

If yes, where? What
for? What was the
experience like — good,
bad, ok

35.

Do you have
easy access to
condoms /
dentals dams?
Yes / No

Do you have to pay for
them?

36.

Have you ever
been tested
for Hepatitis B
/ BV?

If yes, where? What
for? What was the
experience like — good,
bad, ok

37.

Do you feel
that your
sexual health
needs are fully
met by
services
available in
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your area?

38.

Do you feel
that your
needs as a
LGBT are
represented
and visible
locally?

Vill. Some more about you ...

39.

How many
sexual partners
have you had in
the past 12
months?

40.

Have you ever
sold or
exchanged
things for sex?

Yes No

If yes, how recently
have you sold sex?
Have you ever
used any support
services for people
who sell sex?

41.

Have you ever
needed or used
any
psychosexual
services/
counselling for
sexual
problems?

Yes No

If yes, where did
you go?

42,

Is there
anything you
would like to
tell us about
yourself and
your sexual
health?

43,

Do you have
any other
specific
concerns about
sexual health
services in
general?
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10 APPENDIX 3 - FOCUS GROUP TOPIC GUIDE

10.1 FOCUS GROUP DISCUSSIONS

The aim of the focus group discussion is to get more sensitised and emotional feelings about
sexual health and local services through the discussions and dialogues of the participants. All
participants should complete a ‘demographics questionnaire’. There may be some overlaps with
the questions within the questionnaire and the focus group discussion but this is not a problem.
The key to the focus groups is the interactive discussion between the participants. This guide
only gives a direction for the discussion, it is your responsibility to hold it together and as arises

lead the group as issues emerge.

Remind the participants that everything they say will be confidential. What they say will be used
to write a report for the local commissioners / people who decide what services will be

developed.

Main Themes:

Local definitions of sexual health

Risk / Indicators for risk taking behaviour
Knowledge of services

Health seeking behaviour

Experience of services

Barriers to health seeking behaviour and care

Recommendations for improved services

1. What does sexual health mean to you? (4)

2. How do you think people allow themselves to be in situations where their sexual health is at

risk?
3. Why do people take risks?
4. Are there specifics situations, times in people’s lives when they may put their sexual health at
risk? (7)
Social issues ... relationship & emotional issues ... economic issues ... influence of

where you live / work / go to school ... immigration issues ... other

5. If you have any sexual health needs, what do you do to help with these issues? (6,)
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10.

Go to a clinic / GP ... talk with friends ... search the internet ... etc.

What local sexual health services do you know about? (6,7,15,18,20,25,28,29,32,33,41)

Where would you go if you thought you needed contraception / were worried you were
pregnant / thought you had an infection / worried about HIV, etc.?
(6,7,11,18,20,28,29,32,33,41)

If you have used any local services, what was your experience of using them? Did you feel

welcomed / relaxed / confident / able to get what you wanted? (14,24,31,36)

If you think about sexual health services, what do you think the most important aspects of a

service that would support you - or others - use them? (42,43)

If you had the opportunity to decide, what would be your vision for sexual health services? -
all in the same place / lots of publicity / hidden away / on the high street / at your local GP
practice / specifically for young people-old people-men-women / in schools- youth clubs /
part of general health services / integrated into other well-being services in the community /

offered by local community organisations / etc. (42,43)

THANK YOU VERY MUCH.
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11 APPENDIX 4: NATIONAL STRATEGY

The National Strategy for Sexual Health & HIV includes a section on “Better Service Provision”.

This sets outs the of standards for the 3 levels of sexual health services. In this report references

to three levels of sexual health service provision are based on the following definitions:

Level one, providing sexual history taking and risk assessment; STI testing for women; HIV
testing and counselling; pregnancy testing and referral; contraceptive advice and services;
assessment and referral for men with STls, cervical cytology screening and referral and
hepatitis B vaccination. These are the services that should routinely be available at GP
practice level.

Level two, providing IUD insertion; testing and treatment for STls, vasectomy; contraceptive
implant insertion; partner notification and any invasive STI testing for men. Level two services
will normally be available, either in specialist practices, or through GUM or FP service
providers.

Level three, providing specialist services, outreach for STI prevention; outreach
contraception services; specialised management of infections; specialised contraception and
specialised HIV treatment and care. Level three services would normally be provided across
PCTs. The specialist teams will also take responsibility for sexual health needs assessments,
improving quality across services and clinical governance issues. The development of targeted
sexual health services; improving contraceptive services; tackling inequalities in access to
abortion; improving GUM services; roll out of Chlamydia screening; HIV and STI screening;
developing One Stop Shops for sexual health services; and clarifying confidentiality

arrangements.
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12 APPENDIX 5 - COMMUNITY RESEARCHER PACK

12.1 APPLICATION FORM

Please fill in the following as completely as you can, not leaving any gaps and where you do,
explaining why. You should make sure you have read the advert before completing this form.
Please don’t attach CVs and if you need to, use additional paper. You can return this form in the
post to: lain Easdon, Community Research Department, MBARC, 6™ Floor, 63 St Mary Axe, London
EC3A 8AA or by email to: iain.easdon@mbarc.co.uk

Your Name:

Your Address:

Your Telephone Number:

Your E-mail Address:

Are you male or female:

Your date of birth:

What is your nationality:

How would you describe your ethnic origin:

What is your first language:

What other languages do you speak:

Please let us know when you would NOT be available to do interviews in August and
September 2010. Please give dates and times, including daytime, evenings and weekends

that are not convenient:
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Please tell us about your educational qualifications or any training you may have had:

Please tell us about any paid or voluntary work you have undertaken that may be relevant to

this work:

Please tell us if you have had any other relevant experience or interests:

Please tell us about any research experience you may have:

Please provide us with the names of two people we may approach for references:
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12.2 CONSENT FORM

Note - this form is to be kept by the interviewee.

REFERENCE NUMBER:

About the research
Thank you for agreeing to be interviewed by our research team. The researchers will be writing a
report for Kirklees NHS which will make recommendations about how they can develop their

services.

Confidentiality and our Code of Practice
Our researchers are bound by our confidentiality practice which means they have a responsibility

to ensure the information that you provide remains confidential.

Contact details

The researcher who interviewed you today is

...........................

If you have any further questions or concerns, please do not hesitate to contact the Manager of

this research programme at MBARC:

You can do this by:

Writing: lain Easdon
Community Research Department
MBARC
6" Floor
63 St Mary Axe
London EC3A 8AA

Telephoning: 020 7469 5730 (Ask to talk to lain: he will call you back if he isn’t
available)
Email: lain.Easdon@mbarc.co.uk

In all cases we will respond and your enquiry will be kept confidential and your details not passed

onto any third party
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12.3 CONFIDENTIALITY STATEMENT

Confidentiality Practice for
Interviews, Focus Groups & Consultative Exercises with Individuals

This code of practice applies to all employed staff and individuals acting as agents of MBARC in
any capacity including principal consultants, associate consultants, and individuals assigned to

specific projects.

MBARC is committed to maintaining the highest professional and ethical standards in undertaking
work with individuals through interviews, focus groups or other consultative processes. MBARC
believes that people are entitled to choose when and whether information about them is passed

on to other agencies or individuals.

In general work undertaken by MBARC with individuals is produced in anonymised and un-
attributable formats. Any variation from this principle requires the full and informed consent of

the individual(s) involved.

General Principles of Confidentiality

e Everyone working at MBARC has a responsibility to ensure that information remains
confidential

e The contract of confidentiality is between the individual and MBARC, not between the
individual and the staff member or other persons acting as an agent of MBARC.

e Within MBARC, a staff member may make responsible use of the information given to her/him

by the user, for instance in the course of her/his supervision.

Discussion of Individuals

It will be necessary to discuss individuals with other MBARC staff or agents, however, this should
never be done in a place where the discussion may be overheard (e.g. on a bus). MBARC staff and
agents should never discuss individuals with friends or families. If any reference is made to an
individual outside the place designated for the discussion of the particular assignment, all

references that might identify the individual must be avoided.

Details of individuals that would allow for the identification of individuals should not be passed on
to the commissioners of research assignments unless the full and informed consent of the
individual has been secured. (Please note that this provision does not apply to certain
organisational development work where the assessment of individual performance forms a key and

explicit part of the project brief).
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Materials relating to Individuals
All materials, such as interview notes, transcripts and tapes, that relate to contact with
individuals are the property of MBARC and should be deposited in the office as soon as possible

where they will be securely maintained.

MBARC keeps material relating to individuals participating in research and consultancy
assignments for the minimum period specified by each project’s commissioners. Where no time
limit is specified by the commissioners such material will be securely destroyed after six months
and before 12 months have passed from the end of that project. Anonymised material, where

identification of the individual is not possible may be maintained for a longer period.

Legal Framework

MBARC maintains registration under the Data Protection Act.

An individual may reveal the fact that they have committed a criminal offence, or that they
intend to. There is no duty to disclose a criminal offence [except in relation to terrorism].
However, it is an offence ‘to aid, abet, counsel or procure the commission of an offence.’ This
means that although a staff member does not have to reveal what s/he has been told, s/he must

not do anything to encourage or assist in the crime.

In these circumstances, MBARC staff should generally:

o Tell the service user that what s/he is saying could be against the law

o Tell her/him that this process is confidential, but that s/he should not give you any further
details

e Advise her/him to seek legal advice

e Say that if the crime came to light, the staff member could be summonsed to appear as a

witness, and in that case would have to reveal what was said.

In certain circumstances where the research involves an examination of illegal activities, e.g.
research into prostitution, drug use etc., this guidance may not apply and MBARC will be briefed
on appropriate action. It is an offence to fail to give information which may help prevent acts of
terrorism, or help arrest a terrorist. In this case the staff member should explain this at once to

the service user.

Procedure when Confidentiality may need to be Breached
Very occasionally it is necessary to breach confidentiality, when there is an over-riding question

of safety, for the individual or someone else. MBARC staff may not breach confidentiality without
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the considered consent of the Project Team Leader. In most cases where a breach of

confidentiality is suggested, it is possible to find an alternative.

There are a number of other issues where guidance from the Project Team Leader should always

be sought. These include:

e Revelations of child abuse
o Where a staff member is concerned that the individual may harm her/himself or other

people.

MBARC’s reputation for confidentiality is essential to its continuing research work with
individuals. This reputation is easily damaged, and not easily repaired after such damage. Because
of this, anyone who breaches confidentiality knowingly and without authorisation will be subject

to disciplinary or other appropriate action.

In working with MBARC, | confirm that | have read and agree to work in accordance with the
General Code of Practice, and with the Confidentiality Practice for Interviews, Focus Groups &
Consultative Exercises with Individuals

Consultant/Researcher:

NAME: eeveeeerrecererreenreseneneesanes eonens SIGNALUNE: ..eereeeereereeeeneennenneennecennens

MBARC Project Team Leader:

Name: ....ccevuenen. SIgNALUIE: ..ucveeeercecrereeeeeeeereaenes
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12.4 ADVERT

Background

MBARC has been contracted by NHS Kirklees to carry out a comprehensive review of local sexual
health services. The aim is to gain a full understanding of the needs, demands and gaps in local
services. As part of the assessment we will be interviewing people from across Kirklees who are
interested in supporting this work and have an interest in sexual health. To support us with this

we are recruiting Community Researchers to conduct the interviews with local people.

Skills and Abilities

Good written and verbal communication skills

Ability to conduct interviews in a sensitive manner

Word processing skills

Commitment to equal opportunities

Ability to work at least 1 day on the project and to be flexible about working hours and be

available in August and September 2010.

What we Offer

Training in interview skills and conducting interviews

Competitive rates of pay and travel expenses

Full support and supervision

Though this is a short term project we may in the future be able to offer further community

researcher work.

Application Procedure

Applicants should complete the Application Form accompanying this advert or contact

iain.easdon@mbarc.co.uk for a copy.

Filled in Applications should be sent to: iain.easdon@mbarc.co.uk or in the post to:

lain Easdon, MBARC, Community Research Department, 6™ Floor, 63 St Mary Axe, London EC3A
8AA

If you have any queries about the Community Researcher Programme or you would like to talk in
confidence about anything in this advert, please don’t hesitate to call lain Easdon on 020 7469
5730.
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12.5 THE ETHICAL PROCESS FOR INTERVIEWING

These notes indicate the process that we (MBARC Ltd) expect interviewers to undertake with

interviewees in interviews of a sensitive nature and where confidentiality is of high importance.

The Researcher Must Ensure that the Interviewee Understands:

o

Please

The purpose of the research.
That the research is independent of the service that has introduced him/her to us

That the interview is confidential, so no name is needed, and that, although we may
quote what s/he says, it will be anonymous.

That the researcher is a professional person, qualified to do this work, with appropriate
supervision and support, who has signed up to a code of conduct as part of the conditions
of employment. This means that, for example, if s/he meets the interviewee in future, in
some other context, s/he will not necessarily even indicate that they have met before
(exceptions to this will be within e.g. linguistic communities where it is possible that
researcher and interviewee have met before the interview).

That the interviews are being recorded to enable us to have a record should any of our
conclusions be challenged. For example, if we conclude that several users found a
particular service failed to help them appropriately, and the service reacts by saying that
they do not believe it, we have the record to prove it.

What will happen to their interview (that a transcript of the recording (without
identifiable personal details but with confidential coding for tracking)) will be made, and
that this will be analysed as part of the research by the researcher and other members of
the research team and that non-attributable quotes may be made.

That the final report will be made available to the agency that assisted us in contacting
the interviewee.

Informed Consent - After explaining this process the researcher should check with the
interviewee that they are happy to proceed with the interview

The interviewee should be informed that they may terminate the interview at any time
without penalty.

note: Transcripts of interviews will be made available to interviewees only upon request

to MBARC. Agencies that have provided interviewees will be informed of this provision.

MBARC
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12.6 MBARC CODE OF PRACTICE

MBARC

aims to operate to the highest professional and ethical standards, working within three basic

principles:

High standards of service to the client
Independence, objectivity and integrity

Responsibility to the sector

Service To The Client

We will

at all times carry out our duties diligently, conscientiously and with due regard to our clients’

interests. To achieve this MBARC will:

Only accept a contract for which we have suitable experience and expertise

Clearly describe and agree in writing the work we will undertake for the client. Any changes
to our terms of reference will also be agreed in writing

Hold all information concerning a client'’s affairs as strictly confidential. We shall not make use
of, or disclose (except as may be required by statute or law), information given or obtained in
confidence without the express consent of the client

Develop recommendations specifically for the solution of each client's problems. Such
solutions shall be realistic, practicable and clearly understandable by the client.

Ensure the good management and efficient performance of the contract through careful

planning, progress reviews and effective controls.

Independence, Objectivity & Integrity

MBARC will avoid any action or situation that might be seen to impair our integrity. To achieve this we

will:

Maintain a fully independent position with the client at all times, making certain that advice
and recommendations are based upon thorough and impartial consideration of all relevant
facts and circumstances

Not represent competing or conflicting interests without the express consent of the parties

concerned

Responsibility To The Sector

MBARC is seriously committed to:

The provision of services to meet social need and challenge social exclusion

Working with organisations to ensure that their services are efficient, cost-effective and
delivered in an accessible and appropriate manner

The equality of opportunity as a guiding force for the public, voluntary and charitable sectors

Equal opportunities are an integral part of all aspects of our work

Reviewed September 2009

MBARC
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12.7 MBARC EQUAL OPPORTUNITIES POLICY

We provide evidence based and practical solutions to promote community cohesion and
tackle social exclusion. Working exclusively with the public and not-for-profit sectors, we
aim to provide cost effective and high quality, integrated research and consultancy services

which provides:

A clear evidence base for commissioners to carry their work forward
Practice based, actionable solutions which service commissioners and providers can
implement

A voice for socially excluded communities.

As such, commitment to equality of opportunity and the celebration of diversity are central to our

approach.

Declaration of Intent

MBARC is committed to promoting equality of opportunity and celebrating diversity in the work
that we do and the way in which we manage ourselves. Our commitment to diversity and equal
opportunities includes those communities of interest who experience or are at risk of
discrimination as a result of their:

Age

Faith

Gender or chosen gender identity

Physical or mental disability

Race

Sexuality

Social class

This policy applies to:
all staff employed, whether full-time, part-time or as an Associate.

all aspects of our work.

MBARC shall review the content and effectiveness of the policy at least once a year and at other

times as may be necessary. lain Easdon is responsible for the policy's day to day implementation.

Equal Opportunities in Human Resources Declaration
The company is an equal opportunities employer. We will ensure that no job applicant, employee
or associate receives less favourable treatment because they belong or are perceived to belong to

one of the communities of interest who experience or are at risk of discrimination on the grounds
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set out above.

RECRUITMENT OF STAFF

A written job description and person specification shall be prepared for every vacancy that arises

and every new post that is created. It shall be checked and agreed by at least two senior

members of staff for direct and indirect discrimination, including culture-bound assumptions

before the recruitment procedures commence:

TRAINING

All applicants will be made aware that general life experience and voluntary, as well as
paid, work are valued.
All jobs will be advertised externally. We may target adverts at one or more of the
communities of interest set out above.
Recruitment materials will clearly state the minimum requirements for the post.
At both the short-listing and the appointment stage, brief notes shall be made on each
application indicating clearly why the applicant has or has not been short-listed or
appointed.
An open invitation will be given to short-listed applicants with a disability to discuss
any specific needs and requirements prior to interview. MBARC will take all reasonable
steps to ensure that the specific needs of disabled employees are met.
During each interview, notes will be taken and at the end of the interview a form will
be completed for each candidate, assessing their response to the topics and themes
raised. These will be reviewed at the end of the interview process by the panel to see
that each candidate has been treated fairly.
Questions on the following topics are forbidden in an interview. Any candidate who is
asked these questions has the right to refuse to answer. It is the responsibility of the
Chair, or any other member of the panel to stop such questions being asked:

o marital status

o sexual orientation

o occupation of partner

o number of children/domestic arrangements (it will be made clear that the

organisation aims to be flexible to individual requirements)

An equal opportunity section will be included on the application form. The equal

opportunities policy and the purpose of monitoring will be clearly explained.

New staff will be inducted into the Staff Development and Training Policy and made aware of

training opportunities available to them, and be positively encouraged to take them up. All

reasonable facilities will be offered to staff to take study leave.

MBARC
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SUPPORT
All workers will have access to support. If a worker feels isolated, provision will be made for

support from other parts of MBARC or outside the organisation.

DISCIPLINE and GRIEVANCE PROCEDURES
It will be made clear to all employees that discrimination, abuse or harassment on the grounds of

race, gender, disability or sexuality - if proven - is a dismissible offence.

IMPLEMENTATION

o Employment procedures and practices will be undertaken strictly in accordance with the
relevant legislation.

e In order to implement this equal opportunities policy, MBARC accepts that it needs to
ensure that all staff involved in selection and recruitment within the organisation are
given adequate and appropriate training in:

a. interview techniques
b. codes of practice
c. disciplinary and grievance procedures as contained in the MBARC staff handbook.
o We will undertake periodic monitoring of all personnel covered by this policy against the

communities of interest identified above.

Equal Opportunities in Service Delivery
MBARC COMMITMENT
e MBARC aims to operate to the highest professional and ethical standards and we work
within three basic principles which are detailed in our Code of Practice:
e High standards of service to the client
¢ Independence, objectivity and integrity

e Responsibility to the sector

e MBARC will aim to ensure that, during the course of their dealings with MBARC, no sector
of the community shall be discriminated against on the grounds of age, race, gender,

disability, being a lesbian or gay man, marital status, ethnicity or religious belief.

e MBARC will aim to ensure that all its services will be provided in line with this anti-
discrimination policy. In order to promote equality of access, senior management will aim
to ensure the following:

a. that services are based on consultation with those who receive the services
and positive steps are taken to include excluded groups in decision makings.

b. that all services are flexible and responsive to the changing needs in the

MBARC Page 113 January 2011



Kirklees Sexual Health Needs Assessment

community.

c. that information on services is widely available and where necessary targeted
to ensure maximum awareness of provisions.

d. that system are developed to audit and monitor service delivery and consumer
satisfaction.

e. that an accessible complaints procedure will be developed to ensure against
discrimination in service allocation and delivery.

f. that positive action programmes will be developed to target the needs of
groups usually excluded.

g. that in advertising and publicity it will be presented as an organisation

committed to promoting equality of access to employment and services.

CORPORATE ORGANISATIONAL ARRANGEMENT
MBARC’s senior management will be responsible for the overall compliance with this policy, but

all staff have a duty to implement it and contribute to its development.

Policy created: June 1999
Last Date Reviewed and Redrafted: 16" June 2009
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