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1.

Introduction

Sexual health is an important and integral part of overall health. This is captured in the
working definition of sexual health developed by the World Health Organisation (WHO):
‘Sexual health is a state of physical, emotional, mental and social wellbeing in
relation to sexuality; it is not merely the absence of disease, dysfunction or infirmity.
Sexual health requires a positive and respectful approach to sexuality and sexual
relationships, as well as the possibility of having pleasurable and safe sexual
experiences, free of coercion, discrimination and violence. For sexual health to be
attained and maintained, the sexual rights of all persons must be protected,
respected and fulfilled’1
The local authority has a mandated responsibility to commission comprehensive, open
access sexual and reproductive health services. Open access services are essential to
control infection, prevent outbreaks and reduce unwanted pregnancies and means that
non-residents are entitled to use the sexual health services provided in Blackpool. This
includes;
 free testing and treatment for sexually transmitted infections (STI);
 free contraception, and reasonable access to all methods of contraception;
 Notification of sexual partners of infected persons.
Sexual ill health is not equally distributed among the population. Those at highest risk of
poor sexual health are often from specific population groups with varying needs. These
groups include; young people, men who have sex with men (MSM), people from African
communities, people living with the human immunodeficiency virus (HIV), sex workers,
victims of trafficking, victims of sexual and domestic violence and abuse and other
marginalised or vulnerable groups.
This sexual health strategy has been designed to deliver on our objectives to improve poor
sexual health in Blackpool and reduce sexual health inequalities. This builds on the
recommendations of the 2016 sexual health needs assessment. The aim is to provide a
strategic framework to shape the planning and delivery of services and interventions to
support improved sexual health outcomes.

1

WHO (2006) Defining sexual health: Report of a technical consultation on sexual health, 28-31 January 2002,
Geneva, http://www.who.int/reproductivehealth/publications/sexual_health/defining_sexual_health.pdf
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2.

The Strategic Importance of Sexual Health

The Public Health White Paper ‘Healthy Lives, Healthy People: Our Strategy for Public Health
in England’ highlights a commitment to work towards an integrated model of service
delivery to allow easy access to confidential, non-judgmental sexual health services
(including for sexually transmitted infections (STIs), contraception, abortion, health
promotion and prevention).
The 'Framework for Sexual Health Improvement in England' sets out steps towards
achieving a reduction in sexual health inequalities and aims to support the commissioning of
sexual health services, setting priority areas for sexual health improvement. Prioritising
prevention is one of the key principles outlined in the framework. Prevention includes early
testing, raising awareness of risk factors to ill health, health education programmes and
activities directed at protecting people from real or possible health threats and promoting
healthy behaviour. Unlike other conditions affecting public health, STIs and HIV are
transmissible, so the benefits of early testing and treatment extend beyond the individual.
Good quality prevention work, prompt treatment, and sexual partner notification can
reduce onward transmission and benefit the individual and the public. The framework
states that we must:
•
Reduce inequalities and improve sexual health outcomes
•
Build an honest and open culture where everyone is able to make informed and
responsible choice about relationships and sex; and
•

Recognise that sexual ill health can affect all parts of society – often when it is
least expected.

To achieve this, the following ambitions are identified by the framework:
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•
•
•
•
•
•

Build knowledge and resilience among young people
Rapid access to high quality services
People remain healthy as they age
Prioritise prevention
Reduce rates of STIs among people of all ages
Reduce onward transmission of HIV and avoidable deaths from it

•
•

Reduce unintended pregnancies among all women of fertile age
Continue to reduce the rate of under 16 and under 18 conceptions

Public Health Outcome Framework (PHOF) Indicators
The following public health outcomes were established for local government in 2012 and
are included in the PHOF for 2013–16 (Department of Health, 2013):
 A continuing fall in the rate of births to women under the age of 18
 An increase in chlamydia diagnoses among young people aged 15–24, to be achieved
through testing
 A reduction in the proportion of people with HIV whose infection is diagnosed late.
 Related PHOF indicators include:
 Rate of sexual offences
 Population vaccination coverage of Human Papilloma Virus (HPV)
Making it Work (2014)2 recognises that responsibilities for the commissioning of services are
divided across local authorities, NHS England and clinical commissioning groups and is
concomitant with the ambitions set out in the ‘Framework for Sexual Health Improvement’.
This framework was published at the same time as changes in commissioning arrangements
and provides a supporting framework for joined up service development;
Local Authorities are responsible for commissioning comprehensive sexual health services,
this includes;
 Contraception, including implants and intrauterine contraception (all prescribing
costs);


STI testing and treatment, chlamydia testing as part of the National Chlamydia
Screening Programme and HIV testing.
NHS England commission related services including;
 HIV treatment and care, health services for prisoners, sexual assault referral
centres, cervical screening;
 General practitioners are commissioned by NHS England to provide standard
contraception services under the GP contract.
Clinical Commissioning Groups commission related services including;
 Community gynaecology, vasectomy, sterilisation and abortion services.
Public Health England’s (PHE) Strategic action plan (2015) sets out an approach to improving
the public’s sexual and reproductive health and reversing the HIV epidemic. This approach
focuses on;
 key population groups – targeting interventions towards those who are at risk of, or
are particularly adversely affected by, poor sexual and reproductive health and HIV

2

PHE, Making It Work–A guide to whole system commissioning for sexual health, reproductive health and HIV. (2014)
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key geographical areas – delivering appropriate and specific interventions and

support to areas with poor sexual and reproductive health and with high levels of
HIV infection
 key life stages – focusing preventative interventions on critical periods of risk in
people’s lives
PHE will use its strength in technical expertise, surveillance and data analysis, and local
public health leadership to identify where interventions are needed, how they should be
appropriately targeted. Health promotion priorities will include;
 Reduce onward HIV transmission, acquisition and avoidable deaths
 Reduce rates of sexually transmitted infections
 Reduce unplanned pregnancies


3.

Reduce rate of under 16 and under 18 conceptions

Achievement over the last 10 years

This strategy and action plan follows the direction set within the preceding strategy 2013 –
2015, which acknowledged the national policy framework directive and good practice
guidelines on the commissioning of sexual health services (DH, 2013). One of the key
developments over recent years is that of a fully integrated sexual health service. This
model has improved sexual health outcomes in Blackpool by providing easy access to
services through an open access ‘one stop shop’, where the majority of sexual health and
contraceptive needs have been met at one site, usually by one health professional.
Blackpool is also one of the first local authorities to implement the integrated sexual health
tariff, delivering a clear evidence based approach for sexual and reproductive health
charging. The tariff is underpinned by clinical, technical and financial scrutiny and impact
assessment from across England and we felt it was technically ready to be fully
implemented locally in Blackpool in 2015/16. Tariff minimises perverse incentives and
unnecessary follow up – treatment is one payment regardless of number of visits. The
national integrated sexual health tariff system gave us the level of detail to ensure payment
was based on activity, or care given to patients, whilst also showing a significant reduction
in expenditure.
Blackpool sexual health services have been recommissioned this year with the provision of a
fully integrated Specialist Sexual Health Service (all age) and Young People Service (<25),
which includes the National Chlamydia Screening Programme. We were one of the first local
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authorities to procure sexual health services using the national integrated sexual health
tariff payment system.
We have introduced on-line HIV home sampling this year, initially targeting MSM and high
risk groups, which increases access to testing, particularly for individuals not engaging with
sexual health services.
Summary of progress made over the last ten years;



Young People preventative services targeted at raising aspirations
Doctor led, nurse delivered clinical services




Expansion of Connect, including Long Acting Reversible Contraception (LARC)
GUM and contraceptive services moved to Whitegate and are now truly integrating
under a tariff payment system
Chlamydia screening and HPV vaccination
Local Early Medical Termination services
Support for people living with HIV
Development of rape and sexual assault services
Outreach to high risk venues and target groups
GP based specialist services
Screening for HIV in Maternity and Acute Medical Unit (AMU)









There has been an increase in service provision over the last decade and activity data shows
that there has been significantly improved access to contraceptive and sexual health
services over this time. These improvements in access must now be built upon to ensure
that all sections of society are supported in achieving and maintaining good sexual health.
In order to do this, there must be improved access for;
•
Vulnerable groups and segments of the population where there is evidence of
poor sexual health.
•
Men, both heterosexual and men who have sex with men
•
Young people (particularly those aged under 25)
•
African people at risk of HIV
Others vulnerable to poor sexual health include people who have experienced mental
health problems, sexual exploitation or sexual violence. To reduce and tackle the rate of
STIs in those at higher risk it is important to work with strategic partners and stakeholders
to implement targeted prevention measures.
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4.

Summary of Need

The following summary of need in Blackpool is taken from the Sexual Health Needs
Assessment 2016. A more comprehensive breakdown on the data analysis can be accessed
through Blackpool JSNA.

4.1 Teenage Conception, Abortions and Repeat Abortions
What we found:
•
Teenage conceptions are significantly down, but we need to maintain a
downward trend as we are still significantly higher than nationally (fig 1);
•

•
•
•

•

Blackpool abortion rates are highest in women aged 18-19 (almost twice the
national average), unlike the national picture which is highest in those aged 2024 (fig 2);
In 2015 , 90.4% of abortions were carried out at under 13 weeks gestation, 81.4%
were carried out under 10 weeks compared to 77% in 2009 and 37% in 2004
Repeat abortion rate in women under 25 is similar to the national average. Since
2005 the proportion of repeat abortions has stayed around 25% in under 25.
A reduction in women under 25 who had an abortion after a previous birth. This
is a reduction from 37.6% in 2014 and is now similar to the national average of
28.2%.
High uptake of LARC, although we need to look at removal rates, versus where
they are inserted and whether women are fully informed at time of insertion re
side effects.
Figure 1: Trend in under 18 conceptions rate, 1998 to 2014

Source: ONS, Conceptions statistics tables, 2014
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Compared to the national average, a greater proportion of attendances at contraception
services are in the younger age groups, for example 32% are under 20 years of age,
compared to only 24% nationally. Locally, regionally and nationally, the abortion rate
among females under 18 has changed only slightly since 1998 so the decline in conceptions
has been essentially among those resulting in a birth.
Figure 2: Age specific abortion rates, Blackpool and England, 2015

Source: Dept of Health, Abortions Statistics, England and Wales

Over a quarter of England abortions in the under 25’s are repeat abortions. This is an
indicator of access to (or lack of) good quality contraception services and advice as well as
problems with individual use of contraceptive method. The proportion of women having an
abortion after a birth is a guide to awareness of post-partum contraception need at local
level and the possible need to develop more effective support around contraception for
these women to help people manage reproductive lives and prevent further unplanned
pregnancies.
It is important to point out that the time frame between each abortion could be up to 10
years; as women in general are delaying motherhood, giving them more years in which to
have a ‘mistake’3. The age they have their first child has widened so there is now a longer
period in women’s lives where efforts are needed to prevent unplanned pregnancy.
LARC methods are more effective at preventing pregnancy than other hormonal methods
and condoms. There is also evidence LARC methods fitted by the abortion provider can
reduce repeat abortions.

3

NATSAL: The National Survey of Sexual Attitudes and Lifestyles, 2013
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The number of LARCs (long-term) reported is not indicative of accordance as data on LARC
removals are not available nationally. However, Blackpool sexual health service data shows
that over the last 3 years a significant number of women in Blackpool have had the
hormonal contraceptive implant removed compared to other LARC methods. Clinics can
remove implants and coils that they haven’t inserted, therefore it is possible that a clinic
may remove more devices than they provide. However, compared to the North West and
England, Blackpool had a higher percentage of implant removals in 2014, whereas removal
of coils was similar to the proportion nationally.
4.2 Sexually transmitted infections and re-infections
What we found:
•

Burden of ill health is predominantly in under 25s, so this is the focus for
intervention;

•

Overall, diagnoses of all new STIs have fallen slightly from 2014. The number of
people diagnosed in Blackpool has fallen from 1,607 in 2014 to 1,573 in 2015 and
the diagnosis rate has fallen from 1144 per 100,000 to 1120 per 100,000.
Positivity rates are higher than England. Better detection rates and more risk
taking behaviour;
Reinfection rate is higher in Blackpool than nationally and is significantly higher
in young people aged 15-19 years within a 12 month period;
Reinfection is of concern, condoms important and we need to offer repeat

•
•
•

screening.

In 2015, there were 434,456 new STI diagnoses made at Sexual Health Clinics in England. Of
these, the most commonly diagnosed STIs were chlamydia (46%), genital warts (16%), nonspecific genital infections (10%), and gonorrhoea (10%). The impact of STIs remains greatest
in young heterosexuals under the age of 25 years and in men who have sex with men
(MSM)4. Testing and partner notification are essential elements of STI management and
control, protecting patients/partners from re-infection and long-term consequences from
untreated infection, reducing the cost of complications and onward transmission.
In Blackpool, new STI diagnoses have continued to fall however when we exclude chlamydia
diagnoses in the under 25s (NCSP age group) we see a slight rise in new STI diagnoses (Fig
3). However, when looking at new STI diagnoses excluding young people aged under 25
(the age group targeted by the National Chlamydia Screening Programme (NCSP), the
number and rate has risen slightly from 2014 to 2015.
4

PHE, Health Protection Report, Vol 10 Number 22. Sexually transmitted infections and chlamydia screening in England, 2015
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Fig 3: New STI diagnoses in Blackpool, 2015

Source: PHE Sexual and Reproductive Health Profiles and PHE GUMCADv2 Report

There has been a general fall in genital wart infection and this is expected to continue as a
positive effect from the national HPV vaccination programme for young women. MSM HPV
vaccine could have an even greater influence if implemented.
An increase seen in gonorrhoea is in line with the national picture. Although improved test
sensitivity and uptake may have contributed, increased gonorrhoea transmission is likely
playing a major role. Reversing this trend is a public health priority given the spread of
resistance to frontline antimicrobials used for treating gonorrhoea and the depletion of
effective treatment options.
There has been a slight increase in syphilis following what was a downward trend. While
the number of syphilis and gonorrhoea is low, these infections are predominantly in MSM
(reflecting higher levels of risky sexual behaviour).
Nationally, an emerging trend of sexualised drug use has also been identified. ‘Chemsex’
occurs under the influence of (most commonly) stimulant drugs. It is reported to be
changing the way some MSM socialise, including the arrangement of private parties online
or via smartphone apps and sourcing sexual partners with the explicit intention to use drugs
together5.

5

Substance Misuse Skills Consortium, 2013
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4.3 National Chlamydia Screening Programme (NCMP) ages 15-24
What we found:
•
The chlamydia detection rate per 100,000 young people aged 15-24 years in
Blackpool was 3,416 (compared to 1887.0 per 100,000 in England) in 2015.
•
Higher detection rates in females across all areas, reflecting higher testing rates
in females.
•
Decline in chlamydia testing coverage nationally, with Blackpool showing a
similar decline since 2012 (fig 5).
•

Chlamydia positivity rates are shown to be higher than the England average (1524), with male positivity rates higher in those aged 20-24 and in females 15-19.
In 2015, Blackpool was higher than both the North West and England, with a
positivity rate of 5.9 compared to 5.5 and 5.2 respectively. Better detection but
also more risk taking behaviour taking place.

The National Chlamydia Screening Programme (NCSP) was established in 2003 in England to
facilitate early detection and treatment of asymptomatic Chlamydia infection. Chlamydia is
the most common bacterial STI diagnosed in England (accounting for 46.1% of all STIs
diagnosed in 2015). Chlamydia is most often asymptomatic; hence a high diagnosis rate
reflects success at identifying infections that, if left untreated, may lead to reproductive
health complications. The chlamydia detection rate reflects both screening coverage levels
and the proportion of tests that are positive at all testing sites, including primary care,
sexual and reproductive health and genitourinary medicine services.
Figure 4: Chlamydia detection rates 2012 -2015

Source: PHE, Sexual and Reproductive Health Profiles
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Overall, Blackpool has a higher detection rate than England (and the North West); despite
the detection rate showing a decline in line with the national picture (Fig 4). There has also
been a decline in chlamydia testing coverage nationally, with Blackpool showing a similar
decline since 2012 (mostly attributable to fewer tests in non-specialist services and
community venues).
Figure 5: Proportion of 15-24 year olds screened for chlamydia

A process of Sector Led Improvement across Lancashire and Cumbria, initially looking at
Chlamydia was undertaken in 2016. The data analysis highlighted a number of areas for
consideration and plans and ideas for improvement were collated against the key areas of
young men, data, delays to treatment and partner notification. Actions identified from this
work are included in the action plan going forward, and these will include the following
elements monitored through key performance indicators;
•
Increased scale up of opportunistic screening through NCSP
•
Emphasise the need for repeat screening annually and on change of partner
•
Re- testing after a positive diagnosis within 3 months of initial diagnosis
•
Ensure treatment and partner notification standards are met

4.4 HIV and late diagnoses
What we found:
 Despite late diagnosis rates being better than the England average, the rates have
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not shown the same gradual reduction as in the North West and England;
The new diagnosis rate for residents aged 15-59 years in 2014 (10 per 100,000) is
below that of England (12 per 100,000). Apart from a spike in 2013, rates have
remained below England since 2011;
HIV is predominantly in MSM and late diagnosis continues to be an issue;



HIV testing coverage in Blackpool has been consistently higher than the North West



average since 2009 and higher than the England average since 2013;
An increase in HIV from heterosexual route seen in 2014 from a constant 15% over
the last few years to 18%.

In 2014 there were 354 total cases of HIV and AIDS in Blackpool residents. Among these,
93.2% were white, 1.4% black African and 1.4% black Caribbean. The diagnosed HIV
prevalence rate was 3.8 per 1,000 population aged 15-59 years, compared to 2.1 per 1,000
in England (Fig 6). This has increased from the 2013 rate of 3.4 per 1,000 population aged
15-59 years. Blackpool is the only authority in Lancashire above the threshold whereby
testing is recommended in general settings including all medical admissions and all new
registrations in general practice (i.e., 2 per 1,000 or 200 per 100,000).
Figure 6: HIV diagnosed prevalence rate 2011-2014
6
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Source: PHE, Sexual and Reproductive Health Profiles

In the UK, a number of people are diagnosed at a late stage of HIV infection - this is defined
as having a CD4 count under 350 within three months of a diagnosis. People living with HIV
can expect a near-normal life span if they are diagnosed promptly. People diagnosed with
HIV late continue to have a ten-fold increased risk of death in the year following diagnosis
compared to those diagnosed early6. Not only does an early diagnosis and treatment for
people with HIV being diagnosed reap health benefits, this also minimises the demand on
NHS and social care services.
In Blackpool, between 2012 and 2014, 35% of HIV diagnoses were made at a late stage of
infection (CD4 count <350 cells/mm³ within 3 months of diagnosis) compared to 42% in

6

HIV in the United Kingdom: 2014 Report, PHE
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England. Despite late diagnosis rates being slightly better than the England average, the
rates have not shown the same gradual reduction as in the North West and England (fig 7).
Figure 7: HIV late diagnosis Blackpool 2009/11 – 2012/14

Source: PHE, Sexual and Reproductive Health Profiles

The transmission of HIV through injecting drug use is low and accounted for <1% of new
diagnoses. However, according to the Gay Men’s Survey findings in 2014, 31% of the men
diagnosed in the last year indicated other drugs played a part in their acquiring HIV,
suggesting that drugs (but not alcohol) are playing an increasing (but still not primary) role
in the HIV epidemic7.
Nationally, heterosexuals are more likely to be diagnosed late. According to the Gay Men’s
Survey carried out in 2014, men with a bisexual, straight or heterosexual identity were far
less likely to have ever been tested. While gay men may have a sense of belonging and
access to gay-oriented culture, other men who have sex with men often see themselves as
bisexual or even heterosexual, are sometimes married, and may not be willing to be open
about their same sex encounters.
Going forward we need to look at fully implementing BASHH testing guidance in primary
care and increase awareness and uptake of HIV testing, ensuring HIV testing is accessible
through secondary care, primary care, community settings, integrated sexual health services
and on-line self-sampling.

7

Hammond G, Hickson F, Reid D and Weatherburn P. State of Play: Findings from the England Gay Men’s Survey 2014
http://sigmaresearch.org.uk/files/GMSS-2014-State-of-Play.pdf (accessed 12.09.16)
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4.5 Sexual exploitation, violence and abuse (inequalities)
What we found:
•
Abuse and neglect represent the biggest need areas for safeguarding children in
Blackpool and proportions of children in need are higher than seen elsewhere;
•
Early findings from the PAUSE project have indicated a significant number of
women have had multiple children removed and taken into care. Early
indications estimate approximately 140 women and 380 children are in the
cohort identified. Although these figures may change as the scoping exercise
develops.
•
Although low in volume, rape has the greatest impact in terms of harm in

•
•
•

Blackpool. The number of recorded rapes has been increasing during the last 3
years;
Mental illness can impact on sexual behaviour, impairing judgement, especially
for individuals dependent on alcohol and other substances;
Self-report of STIs, termination of pregnancy and sexual assault are high in sex
workers;
Poor access to sexual health services for sections of our society who need it the
most.

It is widely acknowledged reliable information on the volume of sexual offences is difficult
to obtain because a high proportion of offences are not reported to the police. However,
we need to ensure that sexual violence pathways are available to all agencies, and there is
equity of provision. Rape is not a gender specific issue but evidence does suggest it
disproportionately affects females. The Violence against Women and Girls Strategy (2016 2020) aims to increase awareness in children and young people of the respect and consent
in relationships and that abusive behaviour is wrong – including abuse taking place on line.
Overall, there is a correlation between sexual health and other key determinants of health
and wellbeing, such as alcohol and drug misuse, mental health and violence (particularly
violence against women and girls), contributing to a reduction in health inequalities.
Sexual assaults and rape offences are significantly higher than the Lancashire and National
average. Although low in volume (average of 115 offences per year over the last three
years), rape has the greatest impact in terms of harm in Blackpool, accounting for 39% of
the total8. The number of recorded rapes has been increasing during the last 3 years (fig 8).

8

Safer Lancashire Crime Report 2015
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•

Increasing trend over the last 4 years.

•
•
•
•

Issues around young victims and inter-relationship offences.
Increase in the number of historical offences being reported.
90% of victims are female
87% victims knew the offender
Figure 8: Key Harm Categories for Blackpool

Source: Safer Lancashire Strategic Assessment, 2015, Blackpool District Profile

Blackpool experiences considerable levels of disadvantage with many families who are from
socially and economically deprived backgrounds, and who often have an array of complex
needs that require additional support from a range of service providers. The proportion of
‘looked after children’ is high compared to many other authorities in England, and Blackpool
has the 10th highest rate of ‘children in need’ in England. Abuse and neglect represent the
biggest need areas for safeguarding children in Blackpool and proportions of children in
need under these categories are higher than seen elsewhere9.
Early findings from the Pause project in Blackpool have indicated a significant number of
women have had multiple children removed and taken into care. Sexual health services will
need to consult with service users to support effective marketing/promotion of LARC to
complex women. A number of expectant mothers would be eligible for the Pause project in
Blackpool, most of whom have had a number of children taken into care previously. Pause
works with women who have experienced, or are at risk of, repeat removals of children
from their care. It aims to break this cycle and give women the opportunity to develop new
skills and responses that can help them create a more positive future.

9

Blackpool JSNA http://www.blackpooljsna.org.uk/Developing-Well/Children-and-young-peoples-wellbeing/Child-SexualExploitation.aspx
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Child Sexual Exploitation (CSE) across Lancashire is an operational priority area that
represents a county wide threat. An increasing number of victims are initially contacted via
social media and there has been an increase in boys/young males being referred. The
offender profile shows that perpetrators are 90% male and 93% white10.
The Awaken Project is run jointly by Blackpool Children's Services and the police, based at
Bonny Street Police Station. Its aim is to safeguard vulnerable children and young people
under the age of 18 who are sexually exploited and to identify, target and prosecute
associated offenders. Blackpool Safeguarding Children Board (BSCB) has a safeguarding
policy in place to assist practitioners working with sexually active under 18s to identify and
assess where relationships may be abusive and the young people may be in need of
protection and/or additional services. Figures reported by Lancashire Constabulary show
that there were 144 reports of crimes with a CSE element in Blackpool in 2015/16, a rate of
1.0 per 1,000 population and is significantly higher than the Lancashire average of 0.4 per
1,00011.
Tackling child sexual exploitation must be a priority and sexual health services ensure that

safeguarding policies and procedures are in place and comply with the Blackpool
Safeguarding Adult and Children Board’s guidelines. The service is also required to
undertake the CSE Toolkit (developed by Brook) designed for health professionals to help
them identify children who are at risk or have been sexually abused and refer to other
agencies such as child protection as per safeguarding policies. The sexual health strategy
and action plan will align with the Child Sexual Exploitation & Missing Children Operational
Action Plan 2016-18.
Mental illness can impact on sexual behaviour, impairing judgement, especially for
individuals dependent on alcohol and/or other substances. Engaging in certain sexual
behaviour can put people at risk of poorer sexual health outcomes, coercion, exploitation,
unplanned pregnancies, STIs and HIV. For example, some people may use sex work to fund
their substance use. The Blackpool Harm Reduction Forum provides leadership and
direction across the partnerships on harm reduction services, initiatives and pathways to
actively promote and support Blackpool residents at high risk of harm.

10
11

Safer Lancashire Strategic Assessment, 2015, Blackpool District Profile
Safer Lancashire, MADE database, District Profile v15.1
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4.6 Health Related Behaviour Survey (School Health Education Unit)
The Schools and Student Health Education Unit at Exeter University (SHEU) have been
completing children and young people’s health and wellbeing surveys since 1977. The
survey is undertaken in order to support planning and evaluation of health focused
initiatives. This enables Public Health to establish the extent of emerging behaviours or
investigate those behaviours which are not yet quantified in other data sets such as the
Public Health Outcomes Framework.
As a result of this work we have useful data to inform actions for improving the sexual
health and wellbeing of pupils in schools.
Results from the 2015 SHEU Survey show 47% of Year 10 boys and 63% of Year 10 girls say
they know how to access contraceptive and sexual health advice locally. Thirty six per cent
of pupils said that school lessons were their main source of information about sex.
•
8% of Year 10 pupils said that they were currently in a sexual relationship.
•
15% said that they had a sexual relationship in the past and 4% said they were
currently in a relationship and thinking about having sex.
•
47% of pupils said they have used an Internet chat room.
•
10% of pupils said they have received a chat message that scared them or made
them upset.
•
45% of pupils said they have seen images aimed at adults
•

30% (63% Year 10 boys) of pupils said they had looked online for pornographic or
violent images, games or films.

The PHSE pilot within Blackpool secondary schools aims to improve on this by raising greater
awareness, knowledge and understanding. The SHEU survey will be revisited to see what an
impact this has had. An important part of the programme offered is lessons on consent and
healthy relationships. Results from this survey will also be used to shape young people
sexual health services.
4.7

Attitudes to Sexual Health - National Survey of Sexual Attitudes and Lifestyles

(NATSAL)
Due to the cost and complexity of such studies, limited work has been undertaken locally to
determine the trends in attitudes to sexual health. Hence, information is drawn from
national studies, such as the National Sexual Attitude and Lifestyle study 2013. This was the
third NATSAL survey that has been carried out in Britain, the first survey was undertaken in
19

1990-1991 and the second survey in 1999-2001. The researchers interviewed 15,162 men
and women aged 26–74 between September 2010 and August 2012.
Over the 1990’s, there was an increase in the number of opposite sex partners people
reported and more people reporting same sex experience. Over the last decade there have
only been further increases for women, so the gender gap is narrowing. The percentage of
people reporting sexual intercourse with someone of the opposite sex before the age of 16
has not increased substantially since the mid 1990’s (figure 9), with approximately 1 in 3
young people reportedly having sex before the age of 16.

Figure 9: Percentage of the population who have ever had same sex experience and
sexual intercourse with someone of the opposite sex

Percentage of the population who have
ever had same-sex experience (people
aged 16–44)

Percentage of the population who had sexual
intercourse with someone of the opposite sex
before age 16

Data from the survey provides the first population prevalence estimates of non-volitional
sex in Britain. Non volitional sex is a term which includes coercion, sexual assault and rape
by friends, partners or strangers, i.e. sex against your will since the age of 13. In most cases
the person responsible was someone known to the individual (figure 10). This was the first
of the NATSAL surveys to include questions on sexual violence (outside the context of crime)
and was strongly associated with a range of adverse health outcomes in both men and
women.
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Fig 10: Person responsible at most recent occurrence of sexual
violence

Source: NATSAL Survey 2013.

Over the past decade, national sexual health strategies in Britain have aimed to increase
access to sexual health services and STI/HIV testing. Compared with the previous survey
(1999-2001), more people reported having an HIV test or going to a sexual health clinic in
the past 5 years. It is encouraging to see that these increases were even larger in those at
highest risk, such as people who reported multiple partners.
The researchers found that unplanned pregnancy was less common than has been found in
studies done in some other high income countries such as the USA. This may in part reflect
the fact that contraception is provided free of charge in Britain under the NHS.
The survey found that sexual lifestyles in Britain have changed substantially in the past 60
years, with changes in behaviour ostensibly more evident in women than men. The
continuation of sexual activity into later life emphasises that consideration of sexual health
and wellbeing is needed throughout the life course12
Condom use and the use of contraception had increased over the period of the three
studies. The main source of sexual health education is now schools. In the 1990 survey
most advice was sourced from friends.

12

1. Mercer C. H. Et al (2013) Changes in sexual attitudes and lifestyles in Britain through the life course and over time: findings from the
National Surveys of Sexual Attitudes and Lifestyles (Natsal) The Lancet 382(9907); 1781 – 1794

21

While most people have had vaginal sex in the past year, other practices are less common,
especially anal sex. Anal sex was most frequently reported by young people. This is
important in relation to communicating the risk of HIV in both the younger heterosexual
population and men who have sex with men.
According to the survey, overall, around one in a hundred people aged 16-44 had
Chlamydia, although this varied by age, peaking at almost one in twenty women aged 18-19
and one in thirty men aged 20-24. Although people who reported more partners in the past
year were more likely to have Chlamydia, Chlamydia was found in people who reported only
one partner in the past year.
The percentage of men reporting the use of sex workers in the past five years was 4% with
0.1% of women (4 in 100 men and 1 in 1,000 women).
The key issues raised by the NATSAL survey will be addressed by this action plan, alongside
the findings of the needs assessment. Importantly, we need to build on the improvements
demonstrated in changing behaviour and work to reduce the range of adverse health
outcomes as a result of sexual violence.

5. Summary of Recommendations
Based on the needs assessment, the following recommendations have been highlighted for
consideration:
4.1 Teenage Conception, Abortions and Repeat Abortions
•
•
•
•
•
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Strengthen the provision of contraception, including LARC for all women of
fertile age.
Develop follow up pathways between contraceptive/termination of pregnancy
services.
Develop targeted approaches for 18-19 year old women at risk of unplanned
pregnancy.
Utilise opportunities to promote LARC through collaborative working – targeting
women with complex needs.
Increase the number of eligible clients within the Drug and Alcohol Integrated
Treatment System being referred for LARC.

4.2 Sexually transmitted infections and re-infections
•
•
•
•
•
•

•
•

Ensure GP’s are undertaking partner notification where appropriate, offering
training if needed.
Raise awareness of reinfection rates in young people under 25.
Ensure young people under 25 are aware of the services available to them.
Effectively manage Gonorrhoea treatment.
Extend targeted testing to other groups vulnerable to higher-risk sexual
behaviours i.e. substance users, sex workers and swingers.
Work in collaboration with partner agencies to provide domiciliary outreach to
young people not engaging with services, for example looked-after young
people.
Development of digital access and self-management of asymptomatic patients.
Ensure information, including harm reduction messages about Chemsex are
made available and promoted to high risk group

4.3 National Chlamydia Screening Programme (NCMP) ages 15-24
•
•
•

Scale up of opportunistic screening through NCSP
Ensure treatment and partner notification standards are met
Improve follow up and contact tracing between TOP/SHS for chlamydia positive
patients

•
•
•

Increase access and uptake of screening to SHS services for young men
Explore innovations to target young men in chlamydia screening
Ensure NCSP data collection process is in line with CTAD mandatory data set

4.4 HIV and late diagnoses
•

•
•
•
•
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Increase awareness and uptake of HIV testing, ensuring HIV testing is accessible
through secondary care, primary care, community settings, integrated sexual
health services and on-line self-sampling.
Investigate cases of late diagnoses to identify missed opportunities for testing in
primary care.
Work with primary care, offering training and support, to increase HIV testing in
line with the BASHH guidance.
Continue to work with AMU (Combined Assessment Unit) to increase HIV
screening rates in secondary care.
Develop targeted services for MSM, including the pilot of a ‘male only’ clinic.

4.5 Sexual exploitation, violence and abuse (inequalities)
•

Ensure that NICE recommendations on harmful sexual behaviour among children
and young people are reflected in relevant plans (BCSB CSE operational plan).
Ensure that there are clear care pathways between sexual health services and all
other relevant services, particularly alcohol and drug misuse services, and
services for the victims of sexual exploitation, violence and assault.
Continue to improve measures to protect and support children and young people
from exploitation, violence and abuse.
Reduce inequalities in sexual health by targeting vulnerable groups and
communities with greater sexual health needs and tackling the stigma and

•

•
•

discrimination associated with HIV and poor sexual health in partnership with
other agencies.
Improve access to sexual health services for people with mental health/learning
disability
Ensure all services are aware of the particular needs of black and minority ethnic
groups and people with learning disabilities in terms of sexual health.
Ensure young people experience comprehensive relationship and sex education
in schools.
Ensure there is a uniform offer of support to victims of rape and sexual violence.
Target problematic places and people of concern in terms of sexual assault, CSE
and ‘missing from home’.

•
•
•
•
•
•

6.

Ensure provision of an Independent Sexual Violence Advisor (ISVA) for victims of
sexual violence (including child ISVA).

Priority Outcomes for Blackpool

The Blackpool Sexual Health Strategy aims to improve the sexual health of Blackpool’s
population by providing clear direction and focus for sexual health improvement. The
strategy has identified six locally agreed strategic priorities;
1.
2.
3.
4.
5.
6.
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Reduce unplanned pregnancies among all women of fertile age
Reduce the rate of sexually transmitted infections and re-infections
Improve detection rate in chlamydia diagnosis in 15-24
Reduce onward transmission and proportion of late diagnoses of HIV.
Reduce inequalities and improve sexual health outcomes
Tackling sexual violence

7.

Evidence base

Improving sexual health is important because of the impact on the delivery of broader local
authority and NHS priorities, not least, the consequences and economic costs of poor sexual
health.
The provision of integrated sexual health services is supported by current accredited
training programmes and guidance from relevant professional bodies. Providers of sexual
health services must ensure commissioned services are in accordance with this evidence
base:
•

•

•

•

The British Association for Sexual Health and HIV (BASHH) has published
Standards for the Management of Sexually Transmitted Infections (BASHH,
2010).
The Medical Foundation for HIV and Sexual Health (MEDFASH) developed
Recommended Standards for Sexual Health Services (MEDFASH, 2005) and
Recommended Standards for NHS HIV Services (MEDFASH, 2015).
New Service Standards for Sexual and Reproductive Healthcare (Healthcare,
2015) have been published by the Faculty of Sexual and Reproductive
Healthcare.
The British HIV Association (BHIVA) issued UK Guidelines for the Management of
Sexual and Reproductive Health of People Living with HIV Infection (BHIVA,
2008).

Appropriate investment in sexual health services can deliver healthcare savings through
preventing unplanned pregnancies and reducing the transmission of STIs including HIV,
preventing significant health and social care costs down the line. Evidence demonstrates
that spending on sexual health interventions and services provides cost savings13;

13

•
•

For every £1 spent on contraception, £11 is saved in other healthcare costs14.
The provision of contraception saved the NHS £5.7 billion in healthcare costs that

•

would have had to be paid if no contraception at all was provided.
Condoms have been found to be effective in preventing HIV and STI’s 15

A Framework for Sexual Health Improvement in England, Department of Health, 2013
The Kings Fund,2014, Making the case for public health interventions
15
Weller S, Davis-Beaty K (2002) Condom effectiveness in reducing heterosexual HIV transmission (Cochrane Review). The Cochrane
Library
14
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•

•
•
•

National Institute for Health and Clinical Excellence (NICE) Clinical Guideline
CG30 demonstrated that long-acting reversible contraceptives are more cost
effective than condoms and the pill. If more women chose to use these methods
there would be cost savings.
Early testing and diagnosis of HIV reduces treatment costs by £12,600 per annum
per patient compared with £23,442.
Early access to HIV treatment significantly reduces the risk of onwards HIV
transmission;
Effective partner notification is an important way of improving the detection rate
and treating undiagnosed infection16

There has been a significant economic research17 into sexual health interventions since
2010, which supports current National Institute of Health and Care Excellence (NICE) sexual
health guidance. Cost-effectiveness or cost savings were reported for:
•
ulipristal acetate (UPA) as emergency contraception,
•
long-acting reversible contraceptives (LARCs) for regular, post-natal and postabortion contraception, and
•
targeting to high risk groups;
Health promotion interventions for HIV or sexually transmitted infection outcomes were
found to be cost-effective according to the NICE thresholds in the following18:
•
•
•

nurse-led rapid testing and tailored counselling;
condom negotiations skills training for female sex workers; and
A teacher-led STI prevention and skills training intervention.

Research shows that young people who have taken part in a good quality Sex and
Relationship Education (SRE) programme are more likely to use condoms and contraception
when they first have sex19. So a broad, comprehensive programme of SRE that includes
learning about contraception is essential.

16

Opportunistic Chlamydia Screening of Young Adults in England. An Evidence Summary
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/497371/Opportunistic_Chlamydia_Screening_Evidence_
Summary_April_2014.pdf
17
Brunton G, Michaels-Igbokwe C, Santos A, Caird J, Siapka M, Teixeira-Filha N, Burchett H, Thomas J (2016) Sexual health promotion and
contraceptive services in local authorities: a systematic review of economic evaluations 2010-2015. London: EPPI-Centre, Social Science
Research Unit, UCL Institute of Education, University College London
18
Brunton G, Michaels-Igbokwe C, Santos A, Caird J, Siapka M, Teixeira-Filha N, Burchett H, Thomas J (2016) Sexual health promotion and
contraceptive services in local authorities: a systematic review of economic evaluations 2010-2015. London: EPPI-Centre, Social Science
Research Unit, UCL Institute of Education, University College London
19
Kirby, D (2008) The impact of abstinence and comprehensive sex and STD/HIV education programmes on adolescent sexual behaviour,
Sexuality Research and Social Policy, 5, 3, 18−27).
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Evidence suggests that certain groups are disproportionally affected by HIV late diagnosis,
namely older adults, heterosexuals and non-national populations, in particular black
Africans.20 With targeted interventions recommended with high risk groups.
Interventions to expand HIV testing beyond routine settings have been shown as both
acceptable and feasible to patients and staff and have shown to be cost effective21. Pilots to
expand testing in hospital and primary care settings have found varying levels of testing
activity among clinicians suggesting that support and training for healthcare staff is
necessary and effective in increasing testing.22
Randomised trials have found uptake for home-sampling to be equal to or higher than clinicbased services23. There is some evidence that online sexual health services increase access,
for some groups24 and that this approach may be less expensive than similar services
delivered in clinic settings25.
It is estimated that every £1 that is cut from sexual health spending could result in a £86
additional future public spending.26 The impact of disinvestment in sexual health services is
likely to increase incidents of poor sexual health leading to increased rates of unplanned
pregnancy and STI transmission, leading to a demand on sexual health services.
Across England and Wales, crime figures showed an increase of 31% in all sexual offences
for the year ending September 2014 compared with the previous year27.
Recent NICE guidelines cover children and young people who display harmful sexual
behaviour, including those on remand or serving community or custodial sentences. It aims
to ensure these problems don’t escalate and possibly lead to them being charged with a
sexual offence. It also aims to ensure no-one is unnecessarily referred to specialist
services28.
20

Public Health England (2013). HIV in the United Kingdom 2013. Colindale: PHE.
Health Protection Agency (2011) Time to test for HIV: expanding HIV testing in healthcare and community services in England. Colindale:
HPA
22
Rayment M et al (2012). Testing in non-traditional settings – The HINTS study: A multi-centre observational study of feasibility and
acceptability. PLoS ONE 7(6): e39530 (sited in Late diagnosis of HIV in the United Kingdom: An evidence review
http://www.cph.org.uk/wp-content/uploads/2015/12/Late-HIV-diagnosis-rapid-evidence-review_final_covers.pdf (accessed 1.11.16)
23
Fajardo-Bernal L, et al. Home-based versus clinic-based specimen collection in the management of Chlamydia trachomatis and Neisseria
gonorrhoeae infections. Cochrane Database Syst Rev. 2015;9:CD011317 https://www.ncbi.nlm.nih.gov/labs/articles/26418128/ (accessed
12.10.16)
24
Lorimer K, McDaid L. Young men’s views toward the barriers and facilitators of Internet-based Chlamydia trachomatis screening:
qualitative study. J Med Internet Res. 2013;15(12):e265 https://www.ncbi.nlm.nih.gov/pubmed/24300158 (accessed 12.10.16)
25
Griffiths F, Lindenmeyer A, Powell J, Lowe P, Thorogood M. Why are health care interventions delivered over the internet? A systematic
review of the published literature. J Med Internet Res. 2006;8(2):e10
26
Lucas S (2013) Unprotected Nation: the financial and economic impacts of restricted contraceptive and sexual health services.
http://www.fpa.org.uk/sites/default/files/unprotected-nation-sexual-health-full-report.pdf (accessed 1.11.16)
27
ONS, 2013. Statistical Bulletin: Crime in England and Wales, Year Ending September 2013, s.l.: ONS.
28
Harmful sexual behaviour among children and young people NICE guideline [NG55]
https://www.nice.org.uk/guidance/indevelopment/gid-phg66 (accessed 1.11.16)
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Emerging developments
Pre-exposure prophylaxis (PrEP) is a course of HIV drugs taken before sex to reduce the risk
of getting HIV. The UK’s PROUD study reported an 86 per cent reduction in HIV infections in
gay men taking PrEP29 NHS England is working in partnership with Public Health England to
run a number of early implementer test sites to research how (PrEP) could be commissioned
in the most clinically and cost effective way.
PHE is currently piloting the new human papillomavirus (HPV) vaccination programme in
selected clinics across England. HPV is one of the most common sexually transmitted
infections in the UK. Following review of all the epidemiological and economic evidence, as
well as vaccine safety and efficacy, a targeted HPV vaccination programme for MSM is
considered an effective way to reduce the number of preventable HPV infections and their
onward transmission in the MSM population30.

8.

Process and consultation

Local Authorities are given the responsibility for the commissioning of sexual health
services, ensuring that services meet local population needs and reduce health inequalities.
Part of the commissioning process involves a sexual health needs assessment (SHNA) which
informs the planning, commissioning and delivery of sexual health services across the
borough.
The needs assessment used information from services, demographic data, and information
from the JSNA, service reviews and stakeholder consultations before identifying key needs,
gaps and priorities for sexual health improvement in Blackpool. The plan developed and
included as part of this strategy has been informed by a range of stakeholders and will
ensure that actions are taken to address these specific needs.
The sexual health needs for Blackpool will be addressed through the use and development
of relevant services that are in line with national and local policies and targets. Health
promotion and sexual health education will play a key role in increasing sexual health
awareness and helping people to make informed and responsible choices for their own

29

1.Pre-exposure prophylaxis to prevent the acquisition of HIV-1 infection (PROUD): effectiveness results from the pilot phase of a
pragmatic open-label randomised trial McCormack, Sheena et al.The Lancet , Volume 387 , Issue 10013 , 53 - 60
http://www.thelancet.com/journals/lancet/article/PIIS0140-6736(15)00056-2/abstract (accessed 5.11.16)
30
PHE HPV vaccination pilot for men who have sex with men (MSM) 2016 Information for healthcare professionals
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health. The service provision will be evidence based and delivered in a variety of clinical and
community settings so that all individuals can have choice and access.

9.

Local Strategies

A number of local strategies link to, and impact on, local actions to improving sexual health
in Blackpool and have informed the strategy development, these include;
•
•

Health and Wellbeing Strategy
Blackpool Alcohol Strategy (2016-19)

•

Child Sexual Exploitation and Missing Children Operational Action Plan (BSCB 201618).
• Blackpool Community Safety Plan (2012-2015) - Working together to make a
•
•
•

difference
Domestic abuse strategy
Blackpool Drug Strategy (2016-2019)
Blackpool Mental Health Action Plan 2016-18 (currently being developed)

10. Action Plan and Delivery of the Strategy
In order to deliver these objectives, Public Health in consultation with a wider stakeholder
group, has developed an action plan. A wide variety of stakeholders were invited to a
stakeholder event and presented with the key findings of the needs assessment with robust
consultation on the contents of the plan (appendix 1).
The action plan identifies 17 actions to reduce unplanned pregnancies, 6 actions to reduce
sexually transmitted infections, 11 actions to improve chlamydia diagnosis, 15 actions to
address transmission of HIV and in particular late diagnosis, and 21 actions to tackle
inequalities in health. All actions are agreed with the lead organisation’s representative and
has a responsible person assigned to support delivery of the desired outcomes.
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11. Outcomes - How will We Measure Success?
Key performance indicators are available through the Public Health England Sexual and
Reproductive Health Profiles.31 There are a number of high level indicators that indicate
good sexual health or at least avoidance of sexual ill health. Success will be measured by
improvement on our current position and a target set for 2019/20.

The current position and a target for 2019/20 are outlined below:

Teenage pregnancy
Chlamydia detection
rate
Chlamydia detection
rate in young men
Chlamydia screening
TOP rate
SHS Prescribed LARC
(excluding injections)
STI re-infection rates
HIV testing coverage
HIV late diagnosis
Sexual violence

15/16 Position (data
available)
37.3 per 1,000 women
15-17 yrs.
3416 per 100,000
15 - 24 yrs.
2,219 per 100,000 aged 15-24
yrs.
26.9% proportion of 15-24
yrs.
21.2 per 1,000 women
15 - 44 yrs.
38.5 per 1,000

19/20 Target
27 per 1,000 women 15-17yrs
3300 per 100,000 women 15 24 yrs.
2,800 per 100,000 aged 15-24
yrs.
30% proportion of 15-24 yrs.
20 per 1,000 women
15 - 44 yrs.
40 per 1,000 women

9.8% (all persons)
9% (all persons)
72.8%
75%
35%
30%
Taking to BSAFE meeting for agreement on target

In addition to the above, success will also be measured through the following;
• Revisit SHEU survey to see what an impact this has had on young people’s attitudes
and knowledge of sexual health and services available;
• Audit of LARC methods still fitted at 12 months will be used as a baseline to monitor
an increase in the number of women who maintain this method of contraception.

31

Sexual Health Profiles - Available online at http://fingertips.phe.org.uk/profile/sexualhealth).
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Governance and reporting
Performance will be monitored by the Strategic Commissioning Group who will support
progress of key elements of the strategic approach to improving sexual health in Blackpool.
This will include ensuring alignment with cross cutting strategies and actions plans, such as
the Child Sexual Exploitation and Missing Children Operational Action Plan (BSCB 2016-18).
It is not proposed to form a steering group as there is sufficient robustness in meetings
already in the system (fig 11).

Figure 11: Governance and Reporting Structure
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13. Action Plan
BLACKPOOL SEXUAL HEALTH ACTION PLAN
Objectives

Action

Lead

Milestones Outcome
Update

Milestones
Date

BRAG

1. Reduce unplanned pregnancies among all women of fertile age
 Reduce the overall abortion rates from 21.2 per 1,000 to 20 per 1,000
 Continue to increase access and uptake of LARC methods – increase SHS prescribed LARC (excluding injections rate) from 38.5 per
1,000 to 40 per 1,000 women aged 15-44 years
 Increase in LARC still fitted at 12 months - create baseline after initial audit
1.1

1.2

1.3

1.4

1.5
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Improve access to LARC for
young people

Improve access to SHS for
follow up from TOP

Develop targeted approaches
for 18 -19 year old women at
risk of unplanned pregnancy.
Improve LARC uptake in
women attending substance
misuse services.
Develop targeted messages to
promote contraceptive use.

Specialist SHS and TOP providers to
develop parallel clinics for
termination and contraception
services, including Jaydess and depo
injection provision.
Revise consent form and follow-up
processes for referral to specialist SHS
following a termination.

Helen
Burford/Neil
Lazarro

Plan developed to
improve access to
Jaydess on day of
early medical
termination

31.03.17

Leigh
Bennett/Louise
Thompson

Report produced

31.03.17

PHE to identify existing insight work
conducted on 19 year olds going
through TOP or to undertake insight
work in Blackpool.

Dianne Draper

Insight work
complete

31.03.18

Audit females attending Horizon to
identify those currently not accessing
LARC

Karen
Mottram/Jackie
Crooks

Use result of audit to more effectively
target contraceptive messages

Karen
Mottram/Jackie
Crooks

Audit complete
31.02.17

Re-audit complete

31.03.17

Objectives

Action

Lead

Milestones Outcome
Update

Milestones
Date

Target set and
monitored through
HR forum

31.03.17

1.6

Increase access to all LARC
methods in substance misuse
services

1.8

Ensure women leaving prison
are given full SH provision and
targeted for LARC

Audit SH provision in local prisons and
Karen Mottram
opportunities to promote LARC to
women leaving prison

1.9

Ensure that women not in
treatment are targeted for
LARC

Utilise opportunities to promote LARC
Gill West
through Fulfilling Lives – targeting
women not in treatment

Training provided for
Fulfilling Lives staff

Develop a service user group to
consult re: best ways to promote
LARC to women with complex needs.

Sean Callaghan

Service user group in 30.09.17
place

Produce a myth busting leaflet on
contraceptive choices for frontline
staff to distribute
Explore how pharmacies can
contribute to contraceptive services
for women

Janet
Duckworth/Zohra
Dempsey
Irfan Tariq/Janet
Duckworth

Pharmacy services to link in with
Horizon to promote LARC

Irfan Tariq/Sean
Callaghan

Engage and consult with
service users to support
1.10
effective marketing and
promotion of LARC to women
with complex needs
1.11 Raise awareness of
contraceptive choices
1.12

Develop opportunities to
provide contraceptive services
in other settings

1.13 Maximise opportunities for
pharmacies to work with harm
reduction services to promote
LARC
33

Sexual health and substance misuse
services to set internal target for
LARC uptake

Gill West/Karen
Mottram/Dr W
Wasef

Audit complete

31.03.18

31.03.18

Leaflet produced

31.03.18

Options paper
complete

31.12.18

Links made and
promotion of LARC
commenced.

31.03.18

BRAG

Objectives

Action

Lead

Milestones Outcome
Update

Milestones
Date

2. Reduce the rate of sexually transmitted infections and re-infections
 Reduction of STIs in under 25’s – increase proportion of 15-24 screened for chlamydia from 26.9% to 30%
 Reduction in re-infection rates within 12 months – reduce reinfection rates from 9.8% (all persons) to 9% (National average is 8%)
2.1

2.2

2.3

2.4

2.5

2.6
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Raise awareness of reinfection PHSE STI session to include being
rates in young people under 25 honest about transmission sites
‘where you stick it, you can get it!’ –

Kerry Burrows

Discussion with PHSE
leads from all
schools

Make young people aware
about the services available to
them
Improve harm reduction and
treatment compliance

Young people to develop a virtual
tour of treatment DVD/YouTube

Andrew
ScarboroughBarnes

DVD to be produced

Improve recall in primary care

Ensure all GP practices undertaking
Chlamydia testing undertake recall

Improve return rate for STI
tests in high risk groups who
initially fall outside the clinical
window

Pathway to be developed to improve
recall measures for patients who fall
outside the clinical window (and fail
to return).
SHS to implement digital access plan
i.e. Consultancy, e booking of
appointments, web based on line
testing services for asymptomatic
patients

Improve patient care through
utilisation of technology

Compliance is discussed on issuing
treatment for STIs as a standard.

Andrew
ScarboroughBarnes
Cath Shelley

Andrew
ScarboroughBarnes/Ian Bolton
Vicky Buddo

01.01.17

31.03.18
Check list to be
produced for harm
reduction and
treatment
compliance
To introduce the
need for 3monthly
recall at practice
nurse forum
Pathways to be
developed and
agreed at the Harm
Reduction Forum

31.3.17

Digital access plan
fully implemented

31.10.17

31.12.17

31.03.17

BRAG

Objectives

2.7

Increased number of
registration and distribution
outlets for the C-Card Scheme

Action
Work to engage key stakeholders as
registration and distribution outlets

Lead
Donna Finer

Milestones Outcome
Update

Milestones
Date

Stakeholders
engaged and
compliant

31.1.18

3. Improve detection rate in chlamydia diagnosis in 15-24
 Ensure the minimum Chlamydia detection rate of 3,300 from 3,416 per 100,000 15-24 year olds.
 Increase the Chlamydia detection rate in young men aged 15-24 from 2,219 per 100,000 to 2,500 per 100,000
3.1

3.2

3.3

3.4

3.5
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Increased availability and
uptake of Chlamydia testing to
reduce transmission

Pharmacy to give out Chlamydia
packs to all <25s who purchase
pregnancy tests/EHC

Improve Partner Notification
and contact tracing

Irfan Tariq/Janet
Duckworth

To discuss and agree
at LTC

Clinical staff at Connect to use
innovative methods to obtain partner
notification and effectively contact
trace

Andrew
ScarboroughBarnes

To provide training
on importance of
partner notification
and develop a
checklist for all staff

Ensure robust data flow from
TOP services for Chlamydia
screen

TOP providers and PHE to consider
data flow to CTAD for Chlamydia
screens

Leigh
Bennett/Dianne
Draper

Improve follow up and
contact tracing between
TOP/SHS for chlamydia
positive patients
Increase access and uptake of
screening to SHS services for
young men

Agree a pathway between Marie
Stopes International and SHS for the
follow up and contact tracing of
Chlamydia positive patients
Undertake focus groups with boys
and young men to look at barriers to
testing and ways to encourage
uptake.

Helen
Burford/Leigh
Bennett/Louise
Thompson
Andrew
ScarboroughBarnes

Data flow analysedreport produced
Pathway agreed

Focus group
undertaken and
barriers identified.

31.10.17

31.03.17

30.06.17

30.09.17

31.03.17

BRAG

Objectives

Action

3.6

Market services to young men
and raise awareness

Explore targeted outreach testing for
young men 17+ and young men only
clinic and explore innovations to
engage young men, such as ‘Ask
Jordon’ and SXT.org.uk

Andrew
ScarboroughBarnes.

Outreach/clinic
31.03.17
testing sites
identified and agreed

3.7

Improve community partner
notification (PN)

Ensure all GPs practices undertaking
Chlamydia testing are meeting the PN
standards and offer training where
necessary
Review current partner notification
templates and ensure Lille
compatible.

Cath Shelley

Practices audited
and training offered

Cath
Shelley/Laura
Faulkener (wider
team across
Lancashire)

Partner notification
system
improvements

Ensure a high standard of data
quality in Partner Notification

Improve data quality, re undertaking
the partner notification and
treatment audits to monitor change.

Audit completed and
data quality
improved

Ensure NCSP data collection
process in line with CTAD
mandatory data set

Update and standardise NCSP patient
data collection forms to ensure
collection of CTAD mandatory data
set

Nicole
Littlewood/Laura
Faulkener/Dr W
Wasef
Andrew
Barnes/Helen
Burford
Andrew
Barnes/Helen
Burford

Mapping process
complete

3.8

3.9

3.10

3.11

36

Ensure efficiency and
effectiveness of current
system for Partner Notification

Review process to identify any
gaps

Map process for tests – GPs, TOP and
internet to identify any data issues

Lead

Milestones Outcome
Update

Milestones
Date

01.10.17

31.03.17

31.12.17

Data collection forms 31.03.17
updated and
standardised
01.02.17

BRAG

Objectives

Action

Lead

Milestones Outcome
Update

Milestones
Date

4. Reduce the onward transmission of, and late diagnoses of, HIV
 Increase uptake of HIV testing outside sexual health services – Increase HIV testing coverage from 72.8% to 75%
 Reduce missed opportunities to test for HIV and ensure the Blackpool rates fall in line with England reductions.

4.1
4.2

Reduce late diagnosis through
opt out testing in the
admissions unit

4.3

Ensure BBV team working
closely with both primary and
secondary care to improve
pathways

4.4

Ensure that HIV training and
support is offered to
primary/secondary care health
professionals

4.5

4.6
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Reduce missed opportunities
and late diagnosis in primary
care

Commence roll-out of opt-out HIV
testing policy within the Combined
Assessment and Treatment Unit.
Implement opt -out HIV testing policy
in AMU

Develop pathway with Pathology to
ensure BBV team to be informed of
all HIV positives in both primary and
secondary care

Sue Potts/Shane
Faulkner/Dr W
Wasef
Sue Potts/Shane
Faulkner/Dr W
Wasef

Develop and
implement opt out
HIV testing policy

31.03.17

Policy ratified and
HIV testing
implemented.

31.03.17

Sue Potts/Dr J
Sweeney

Flowchart to be
developed and
implemented

Innovate and deliver tailored
education and training to health care
professionals (primary and secondary
care settings)
Conduct an annual audit of late
presenters in primary care (recording
sexuality/sexual orientation and if
new registrants)

Sue Potts/Shane
Faulkner/Cath
Shelley/Dr W
Wasef

Training plan in place 31.01.17
and record of
training delivered.

Sue Potts

Ongoing collating of
date for late
presenters 2016

31/01/17
(each year)

Complete a piece of service user
research around late
diagnosis/missed opportunities

Shelley Mullarkey

Presentation at
December HIV event

8.01.17

31.10.17

BRAG

Objectives

4.7
Normalise HIV testing in
primary care
4.8

4.9

4.10

Action

Lead

Work with GP practices, offering
training and support, to increase
testing in line with the national
guidance

Sue Potts/Janet
Duckworth/Dr J
Sweeney

Explore routine HIV testing in primary
care informed by the outcomes of
seroconversion research

Janet Duckworth

Develop targeted services for
MSM

Pilot a ‘male only’ clinic at Whitegate
Drive to improve access for MSM

Target HIV prevention
messages

Develop an innovative HIV testing
campaign to raise awareness of HIV
across all demographics.

Milestones
Date

Increase HIV testing
in GP practice

31.10.17

Seroconversion
research complete
and findings used to
inform

Andrew
Pilot commenced
ScarboroughBarnes/Dr W
Wasef
Shelley Mullarkey/ HIV testing week
Anthony West/
campaign launch
Sue Potts

4.11 Ensure robust pathways in
place for people presenting
with high risk behaviour

Ensure information on risk taking
Helen
behaviour, including chemsex, is
Burford/Shelley
captured during sexual health
Mullarkey
assessment and pathways are in place
for referral to other services, for
example Horizon.

4.12 Ensure SHS workforce are
‘Making every contact count
’

Ensure staff in SHS are undertaking
brief intervention for risk taking
behaviour
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Milestones Outcome
Update

Helen
Burford/Andrew
ScarboroughBarnes

31.12.18

31.10.17

1.12.17
(annual)

Audit data collection
on risk taking
behaviour
Pathway agreed
Patterns of risk to
support harm
reduction messages

31.12.17

Audit/training
update completed.

31.03.17

BRAG

Objectives

Lead

Milestones Outcome
Update

Milestones
Date

Audit/staff training
update completed

31.04.17

Review and refine current equality
categories and ensure equality
monitoring information is collected
and recorded accurately.

Helen Burford

4.14 Ensure communication of
harm reduction messages are
cross cutting

Information, including harm
reduction messages about chemsex
made accessible.

Shelley Mullarkey/ Resource developed
Anthony West/
Helen Burford

4.15 Effectively manage
Gonorrhoea

Work with primary care to ensure
gonorrhoea is being treated in
specialist services

Cath Shelley/Dr W
Wasef

Audit completed

31.02.17

Shelley Mullarkey

HIV training package
developed

30.07.17

4.13

4.16

Continually improve equality
monitoring information
collected and recorded

Action

Improve HIV awareness and
promotion of harm reduction
messages

Develop HIV awareness training
package as part of the HR training
programme

31.03.17

5. Reduce inequalities and improve sexual health outcomes.
• The SHEU survey will be revisited to see what an impact this has had on young people’s attitudes
• A continued reduction in teenage pregnancy as a measure of inequality. A reduction to 27 per 1,000 from 37 per 1,000

5.1
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Contribute to raising
awareness of CSE to the wider
community to increase
reporting of concerns to keep
young people safe.

Participate in the pan-Lancashire CSE
awareness week to ensure that the
campaign is relevant to Blackpool
needs and communities.

Janet Duckworth/
Andrew
ScarboroughBarnes/Margot
Roe

Greater community
awareness of CSE.
Increased reporting
of CSE concerns by
the general public,
thereby keeping
children safer

Annually
November

BRAG

Objectives

5.2

Enable the SHS workforce to
be aware, and respond
effectively to, all safeguarding
concerns and emerging issues.

Action
BCSB training and briefings cascaded
to the wider team by attendees/
team leaders

Lead
Vicky
Buddo/Helen
Burford/Terri
Crossland

5.3

Participate in the development Attend the Safeguarding BCSB
of a pan-Lancashire CSE
working group and contribute to the
strategy and action plan,
CSE Operational Action Plan.
providing assurance that it
meets local need.

5.4

Ensure lesson plans around
consent, sexual consent and
issues around abusive
relationships are included in
PSHE
Ensure all Children and Young
People receive good quality
SRE through PSHE

PH lead to ensure inclusion in lesson
plans is maintained.

Alan Shaw

Promote age-appropriate SRE, in all
schools and in a range of settings

Improve ‘spotting the signs’
process to include all
vulnerable groups
Ensure that NICE guidance
(NG55) recommendations on
harmful sexual behaviour
(HSB) among children and
young people are reflected in
relevant plans.

Redesign the safeguarding template
in line with Spotting the Signs to
incorporate all vulnerable groups
BSCB oversight of the implementation
of the NICE guidance and review any
issues that impact on delivery.

5.5

5.6

5.7
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Milestones Outcome
Update
Briefing cascaded at
staff meetings and 7
minute monthly
briefings.

Milestones
Date
31.07.17

Compliance with the
BSCB guidelines.
Safeguarding
policies, procedures
and protocols in
place.
Lesson plans include
consent, sexual
violence, and media

Quarterly

Alan Shaw

CYP receiving good
quality PSHE

TBC

Terri
Crossland/Helen
Burford
Paul Threlfall/
Janet Duckworth

Template ratified

31.03.17

Relevant plans
identified and
updated with actions
in line with guidance

31.5.17

Janet Duckworth/
/Dominic
Blackburn

.

30.09.17

BRAG

Objectives

5.8

5.9

Ensure effective working
pathways between substance
misuse and sexual health
services for women with
complex needs
Improve marketing and
communications between
services

5.12

5.13
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Lead

Milestones Outcome
Update

Milestones
Date

Horizon, sexual health staff and be
involved with the development and
delivery of the PAUSE programme.

Karen
Mottram/Cath
Shelley/Terri
Crossland

Attendance at PAUSE 31.07.18
meeting and
feedback to Harm
Reduction Forum

Share consistent messages around SH
for substance misuse and SH services.

Helen
Burford/Andrew
ScarboroughBarnes/Sean
Callaghan
Karen Mottram

Included in
Communications
plan

31.01.17

Audit complete

30.09.17

Gill West/Paula
Cherry/Zohra
Dempsey

Include in MECC
training

31.09.17

Quarterly meeting
Clinical nurse
specialist from SHS
to invited to attend
HR forum meetings.

31.01.17

Promote the sexual health of
people experiencing a mental
health condition

Audit number of women attending
soup kitchen and Salvation Army to
determine potential need for
outreach service
Enable mental health services
workforce to promote the sexual
health of their clients.

Ensure sexual and
reproductive health of
substance misusing women is
included on the harm
reduction agenda

Sexual health and contraception for
women in substance misuse services
to be included on the HR agenda as a
standard item. Contraceptive services
to be invited to HR forum.

Emily Davis

Improve access to SHS for
people with a learning
disability/ mental health
condition

Sexual Health Service to work with
Mental Health/Learning Disability
team to develop domiciliary care
pathways for vulnerable groups not
accessing services

Gill West/Michelle Domiciliary pathway
Sowden
agreed

5.10 Identify need for outreach
support for vulnerable women

5.11

Action

31.02.17

BRAG

Objectives

Action

Lead

Milestones Outcome
Update

Milestones
Date

6 Tackling Sexual Violence
 Sexual violence – BSafe for agreement on measure

6.1

Ensure provision of an ISVA for
victims of sexual violence

6.2
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Shelley Mullarkey
Rachel A

Child ISVA service to deliver a child
abuse awareness event and lead a
local social media campaign

Shelley Mullarkey
CISVA lead

Explore the use of ISVA resource
within the hospital and police station

6.3

6.4

Map the ISVA provision for all age
groups across the borough

Prevent harm from unhealthy
sexual relationships, sexual
assault and rape

Robert Rushton

Mapping exercise
31.10.17
commencement for
the borough.
Provision map and
overview of services
to be communicated
via the Blackpool
ISVA service to all
relevant stakeholder
groups/boards/event
April 2017 Prevent
31.03.17
child abuse
awareness month.
ISVA resource
confirmed

https://www.awaren
Harm reduction messages to promote Shelley Mullarkey/
essdays.co.uk/aware
#itsnotok campaign during sexual
Anthony West
ness-daysviolence event/awareness week.
calendar/sexualabuse-sexualviolence-awarenessweek-2017-0201/2017-02-06/

30.04.17
06.02.17

BRAG

Objectives

Action
Harm reduction messages to target
MSM via LGBT Horizon service on Gay
dating app’s

6.5

6.6

Harm reduction messages to sex
workers via sex worker support
service on national online sex sites
and via national Ugly Mugs. Horizon
to explore funding for netreach to
target online support to those at risk
of harm and exploitation.
Horizon Harm Reduction service to
develop harm reduction information
pack to be distributed in key venues,
targeting high risk groups.

6.7

6.8

6.9
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Ensure there is a uniform offer Multi-agency ‘Pathfinder’ working
of support to victims of Rape & group to identify and implement
Sexual Violence
Target problematic places and
people of concern in terms of
sexual assault, CSE and MFH

Lead

Milestones Outcome
Update

Milestones
Date

Shelley Mullarkey/ Complete – adverts
Anthony West
for support services,
harm reduction
messages and access
to HIV testing are
visible on Gay dating
applications and
websites.
Shelley Mullarkey/ Adverts and harm
Charlene K/
reduction messages
Anthony West
are now visible on
the two most
popular sex sites.

31.10.17

Shelley Mullarkey

Activity to take place
throughout festive
period.

31.01.17

Chief Supt. Sue
Clarke
Dom Blackburn

Uniform offer agreed
and implemented

TBC

Problematic places
identified and
targeted
interventions place

TBC

Use tools and powers from ASB Crime Dom Blackburn
& Poling Act 2014 to tackle places and James Edmonds
people of concern

31.01.17

BRAG

Objectives

Action

Lead

Milestones Outcome
Update

Milestones
Date

6.10 Ensure there is a fit for
purpose educational campaign
aimed at young people re
online grooming, and the
dangers of social media
6.11 Ensure provision of Safehouse
for victims of Domestic
Violence/Sexual Violence
6.12 Ensure provision of Safer Taxi
Scheme in Night Time
Economy for vulnerable
victims
6.13 Reduce risk of SA and Rape in
Night Time Economy

Design a tailor made presentation to
be delivered as part of PHSE

Dom Blackburn
Judith Mills

Work with Kerry
Burrow (link)

TBC

Negotiate new terms with Great
Places Housing Group

Dom Blackburn

TBC

Secure further funding to continue
provision

Dom Blackburn

Provision to be
renewed in
November 2016
Provision of scheme
confirmed and
running.

Conduct media campaigns at key
times e.g. Christmas, Easter etc.

Dom Blackburn

Alcohol Changes You
campaign outcomes

31.01.17

6.14 Reduce the harm caused by
Modern Day Slavery

Explore elements of modern day
slavery and relationship with the sex
trade

Dom Blackburn/
Danielle Hague

Targeted
interventions in
place

TBC

BRAG rating
Complete
On target for completion
Action falling behind target
Not started / behind target
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TBC

BRAG

14. Draft Sexual Health Needs Assessment 2016 and Equality Analysis
Assessment

V3 Blackpool Sexual
Equality Analysis
Health Needs Assesment 2016 (Nov2016)-FINAL
DRAFT.pdf
Record Form Sexual
Health Strategy (2017-20).pdf
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15. Current Services
Blackpool Teaching Hospital Foundation Trust provides the ‘all age’ sexual health service which is
a fully integrated offer, combining Genitourinary Medicine (GUM) and Contraception and Sexual
Health services. This includes the provision of an open access Tier 1, 2 and 3 services which are
open to anyone of any age, irrespective of where they live. Elements of a Tier 1 service include
the provision of emergency oral contraception, sexual history taking and Chlamydia testing, with
Tier 3 including management of complex contraceptive problems and specialised infections
management.
• Coordinate the HIV screening programme, including increasing HIV testing in the Acute
Medical Unit (AMU)
•

Outreach, including domiciliary visits to enable those who are not engaging with services to
access contraception and sexual health services.

Blackpool Teaching Hospital Foundation Trust provide the Connect Young People's Service
offering integrated Level 2 open access clinical service for anyone aged under 25, which includes
STI screening, delivery of long-acting reversible contraception (LARC), emergency hormonal
contraception and other appropriate interventions.
As part of the National Chlamydia Screening Programme (NCSP) for 15-24 year olds, Connect
Young People’s Service co-ordinate and manage the testing, including postal tests and triage of
results for Chlamydia and Gonorrhoea on behalf of Blackpool.
Tier 2 General Practitioner (GP) led Sexual Health Service was developed in 2007/08 to provide
testing and treatment of sexually transmitted infections (STIs) in the community. Patients testing
positive for more complex conditions such as HIV, Syphilis and Gonorrhoea are referred to the
Level 3 service. The service is currently provided by the following GP practices:
•
Harris Medical Centre (part of Adelaide St Surgery)
•
Gorton Street Practice
•
Waterloo Medical Centre
•
Stonyhill Medical Centre
Renaissance at Drugline Lancashire provide a Harm Reduction service in non-clinical settings
offering co-ordinated support for individuals who are living with/are affected by human
immunodeficiency virus (HIV), Hepatitis C, affected by sexual violence including sex workers/male
victims: the Lesbian, Gay, Bisexual and Transgender (LGBT) community; populations at high risk of
poor sexual health for example sex workers and men who have sex with men (MSM).
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Sexual health support is offered by way of outreach working, HIV/BBV and chlamydia screening,
education, condom distribution, peer support programmes, support groups and harm
minimisation. Independent counselling and advocacy service for those living with and affected by
HIV and victims of sexual violence is also provided by the service and appropriate non-clinical
support, in all areas e.g. benefits, housing.
Blackpool Council Young People’s Harm Reduction Service (Wellbeing in sexual health – WISH)
offers 1-1 and group support to young people under 18 regarding sexual health and relationship
issues. The team offer sexual health and relationships education in schools and training to
professionals on how to support young people who engage in risk taking behaviours.
Primary care staff are trained to fit and remove contraceptive implants, intrauterine
systems/devices and local enhanced service agreements are in place with a number of GP
practices in Blackpool for both their registered and non-registered patients. LARC (long acting
reversible contraceptive) are more reliable than user-dependent methods like oral contraceptives
and less likely to lead to unintended conceptions.
Personal Social and Health Education (PSHE), including SRE, is consistently being provided in
school curriculums, with many schools delivering this since 2015.
Abortion service providers currently provide chlamydia screening, HIV testing, contraceptive
advice and contraceptive methods, including LARC.
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15. Stakeholders

Service

Children’s Social Care
Equality Officer
HUB (Young People
Substance Misuse)
WISH Team (Wellbeing in
Sexual Health) Young People
Children & Families
Vulnerable Young Persons
worker
Specialist Sexual Health
Primary Care
Substance Misuse Services
Pharmacy Network
representative
Termination of Pregnancy
Sexual Health Lead
Harm Reduction Service
Public Health leads
Communications
Community Safety

Awaken Project
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Organisation

Number in Attendance at
Stakeholder Event

Blackpool Council
Blackpool Council
Blackpool Council

1
1
1

Blackpool Council

2

Blackpool Council

1

Blackpool Teaching
Hospitals
Blackpool GP Surgeries
Horizon
Lancashire
Pharmaceutical Network
Marie Stopes
Public Health England
Renaissance
Blackpool Council
BTH
Lancashire
Constabulary/Blackpool
Council
Blackpool Children’s
Service and Police

7
3
2
1
2
1
4
7
1

Glossary of Terms

AIDS
AMU
BASHH
BBV
BHIVA
BSCB
CSE
CAU

Acquired Immunodeficiency Syndrome
Acute Medical Unit
British Association for Sexual Health and HIV
Blood Borne Virus
British HIV Association
Blackpool Safeguarding Children’s Board
Child Sexual Exploitation
Combined Assessment Unit

FSRH
HIV
HPV

Faculty of Sexual and Reproductive Healthcare
Human Immunodeficiency Virus
Human Papilloma Virus

ISVA
JSNA
LAC
LARC
LGBT
Medfash
MSM
NCSP

Independent Sexual Violence Advisor
Joint Strategic Needs Assessment
Looked After Children
Long Acting Reversible Contraception
Lesbian, Gay, Bisexual and Transgender
Medical Foundation for HIV and Sexual Health
Men who have Sex with Men
National chlamydia Screening Programme

NATSAL
NICE
PHE
PReP
PSHE
PHOF
SHEU
SHS
SRE
STI

National Survey of Sexual Attitudes and Lifestyles
National Institute for health and Care Excellence
Public Health England
Pre - exposure Prophylaxis
Personal Social Health and Economic Education
Public health Outcomes Framework
Schools and Student Health Education Unit
Sexual Health Services
Sexual Relationship Education
Sexually Transmitted Infection

TOP
WHO

Termination of Pregnancy or abortion
World Health Organisation
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