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1. Introduction

In recent years there have been improvements to sexual health in England. Teenage pregnancy rates
have begun to fall, as have rates of Gonorrhoea infection. Additionally, waiting times to use Genito
Urinary Medicine (GUM) services have fallen significantly since 2005, Chlamydia screening services
have been introduced in many parts of the country, and the Dept of Health National Support Team
has worked with countless clinical teams to help strengthen service quality. These are undoubtedly
a reflection of the priority which the Dept of Health has placed upon improving sexual health
during this time.

These very real achievements provide a solid base for further improvement. This is important,
because despite these many efforts to improve sexual health and HIV in England, much still remains
to be done. Overall diagnoses of sexually transmitted infections (STls) and HIV continue to increase,
rates of teenage pregnancies remain at unacceptably high levels, access to the full range of
contraception methods (particularly long acting reversible contraception) remains limited and many
people still struggle to access sexual health services when they want and to the standard they want
. This presents a major health challenge for the NHS and Local Government in England.

To address this, sexual health and HIV must locally and nationally be renewed as a priority, and the
NHS and Local Government must provide the attention and resources needed to transform sexual
health into a sustainable English success story.

2. Why should sexual health and HIV be a priority?

Public Health

Increasing diagnoses of STIs and record HIV prevalence make these the fastest growing health
conditions in England. Current estimates place the number of people living with HIV in the UK at
about 70,000, one third of whom do not know they are infected. Based on current trends, around
100,000 people will be infected with HIV by the end of 2010, compared to 30,000 in 2000.

There have been significant increases in STl diagnoses in GUM clinics since the publication of the
national sexual health and HIV strategy in 2001. These are summarised below at Table One.

Table One - UK HIV & STI diagnoses in GUM, 2001/06 (*1)

CONDITION |Di agno|Di agno| % change
01/06
HIV 4900 7,645 () +56%
Chlamydia 71957 113585 +57%
Gonorrhoea | 22992 19007 -18%
Syphilis 736 2766 +375%
Herpes 18994 21698 +14%
Warts 73458 83745 +14%

*2005 data




Although the E n g | teamadegprégnancy rates are at their lowest for 20 years, they remain the
highest in Western Europe. The Health Protection Agency (HPA) has estimated that 1 in 10 of 16
year old girls have the Human Papilloma Virus (HPV) which can lead to cervical cancer. Young
people lack accurate information about contraception and STls in particular, and they consistently
tell researchers that the sex education they receive is too little, too late, and too biological (-2).

Service access

Good progress has been made in speeding up access to GUM services such that the numbers of
people seen within 48 hours has increased from 49% in 2005 to 72% in 2007 (3). This is a real
achievement on the part of Government, NHS organisations and clinical teams. In addition,
Chlamydia screening services outside GUM have been established in many parts of England.

There is however more to be done. Too many GUM attendees still have to wait more than 48 hours.
This is also undoubtedly the case for some people using community sexual health services which fall
outside the scope of the current 48 hour access target.

Estimates vary about the desired level of Chlamydia screening amongst sexually active young people
under 25yrs. However current figures suggest that fewer than 5% of sexually active young people
were being screened for Chlamydia at the end of 2005/06 and much remains to be done to increase
this ().

Availability of contraception services continues to vary across England. Many women find it difficult
to find a service where the full range of contraception options is available. It is perhaps not
surprising therefore that too few women know about long acting reversible contraception.

Access to abortion services across England varies significantly. In 2006, although 87% of all
abortions in England and Wales were funded by the NHS, the percentage of NHS funded abortions
which took place under ten weeks varied between PCTs from a low of 40% to a high of 83%. Some
women face difficulties finding a doctor willing to refer them for an abortion in the first place (5).

Individual health
With poor service access in many areas it is perhaps not surprising that there is much avoidable
sexual ill health.

The high levels of undiagnosed HIV increase the likelihood of people acquiring serious and life
threatening HIV related illnesses and of unwittingly transmitting HIV to sexual partners.

Too many women suffer the effects of infertility as a result of undiagnosed Chlamydia. Debilitating
conditions as a result of untreated Syphilis have made an unwelcome return to England after an
absence of nearly two decades.

Individual social care need
Poor HIV and sexual health increases the demand pressures placed upon Local Authority services,
especially social services, in at least two different ways.

Firstly, there are significant levels of social care need amongst some groups of people with HIV,
especially those people who are ill, and those from socially excluded communities. A greater focus
upon earlier diagnosis and intervention will play an important role in minimising social care need.

Secondly, there are significant pressures placed on Local Authority social care, housing and
education services as a result of the current high levels of teenage pregnancy. More work
undertaken to reduce teenage pregnancy levels would play an important role in helping minimise
the demands placed upon Local Authority services.



3. The consequences of not prioritising sexual health and HIV

Economic Consequences

Unless these issues are tackled, the already high economic cost of poor sexual health will grow.
NHS HIV treatment and care costs are increasing by over £50 million a year. In addition, because of
the numbers of people being newly diagnosed and needing care, the NHS cost of providing lifetime
treatment for people with HIV is increasing by £1 billion each year (s6). Based on figures set out in
the DH National Sexual Health and HIV Strategy, lifetime socio economic costs of HIV to the UK are
increasing by up to £3 billion per annum (7).

The number of people with sexually transmitted infections has increased significantly over the past
decade, and this has led to increasing costs of sexual health service provision in many areas, such
that the costs of sexual health service provision are almost certainly now in excess of £1billion each
year. Effective STI prevention and prompt treatment are vital in reducing transmission and limiting
overall cost.

Research recently published by fpa shows that the NHS in England could save almost £1billion over

15 years by investinginc ont r acepti on services and speeding
by just ten days. Increasing the use of long acting methods of contraception would reduce the

number of unintended pregnancies and would cut the costs incurred by abortion and maternity

services by £500m over 15 years; cutting abortion waiting times by ten days thereby increasing

eligibility for early medical or surgical abortion would save a further £500m over 15 years. Together

these amount to a saving to the NHS of over £60m a year (-s).

Equality consequences

Many STIs disproportionately affect groups already experiencing health inequality, with Chlamydia,
gonorrhoea, genital herpes and genital warts disproportionately occurringin E n g | blackdt¢ s
minority ethnic communities, and within gay men.

Almost 50% of HIV diagnoses since 2001 have occurred amongst black African communities, with
worrying increases now being seen in some London Afro Caribbeans as well. The majority of HIV
transmission continues to occur in gay men. HIV actively compounds social and economic
marginalisation by virtue of the stigma associated with being HIV positive. Recent research suggests
that over half of those living with HIV in England are not in paid employment, despite marked
improvements in health.

Poverty plays a dramatic role in teenage pregnancy levels, with a six-fold difference in teenage
conception and birth rates between the poorest areas in England and the most affluent. Access to
contraception services are most problematic for people in disadvantaged communities, with the
proportion of conceptions ending in abortion in some London boroughs being nearly double the
national average of 22.4%.



4. What needs doing?

The NHS in England should establish a number of outcomes to achieve success in improving
sexual health and sexual health care.

The NHS Outcomes framework for Engl and, 2008/ 2
health and well being forallc , e&Better etatrer foal a¢ |l ftor aamldl @B Th
outcomes in the sexual health field which should be achieved by 2011 to meet these objectives.

We recommend the following outcomes:

Better sexual health and well being
The following outcomes should be established:

50% of sexually active young people aged between 15 and 24 should be screened for
Chlamydia each year. Chlamydia is the most common STl amongst young people and yet each
year there are still many people who experience ill health as a result of late diagnosis. Despite the
introduction of the national Chlamydia Screening Programme in 2002, there is still less than 5%
of the 15-24 year old population in England who are being screened for Chlamydia.

There should be a 20% reduction in the proportion of people with HIV who are diagnosed

late. Despite work in recent years, too many people are still being diagnosed with HIV too late,

leading to avoidable illness and death. In addition, undiagnosed HIV contributes to further

ongoing HIV transmission. To address this there should be an expansion of access to HIV testing

services to encour age peanplVtest andHIV ests thould bes K ¢ ¢ o mm
routinely offered where clinically indicated as appropriate. There should also be an expansion of

HIV prevention work to minimise the numbers of people becoming infected with HIV in the first

place. As important, is having processes and benchmarks in place to measure progress in the

overall goal of reducing HIV transmission (ie incidence) in England. To this end, roll out of routine

STARHS testing of all new diagnoses is needed to measure incidence of HIV in priority groups.

There should be a 50% fall in the number of teenage conceptions from a 1998 baseline.
Despite a reduction in recent years teenage conceptions are still too high, particularly in many
deprived areas. There is increasing evidence of the health and local government services which
make an impact in reducing teenage pregnancies, and much more needs to be done to ensure
these and other measures are in place across England as a whole. In addition there is a need to
agree an appropriate target for a reduction in teenage births, taking into account experience from
other Western European countries.

Better sexual health care
The following outcomes should be established:

Nobody should have to wait for more than 48 hours for any first appointment with any
sexual health service in England. Much progress has been made in recent years to improve
access to GUM services in England with HPA reporting that about 70% of people are now seen
within 48 hours. To improve access further, the NHS should broaden this outcome to cover all
community sexual health services as well so that nobody has to wait for more than 48 hours
regardless of whether they are using hospital or community services. This should be linked to the
maintenance of an open access regime for GUM services.

Long acting reversible contraception methods should account for 25% of all prescribed
contraception. Government figures show that currently fewer than 15% of women use long
acting methods and that access varies dramatically between different parts of England. Research
shows that about 45% would use long acting reversible contraception if given the choice (8). To



address this, women should be able to choose from the full range of contraceptive methods, with
the outcome that there should be an increase in the percentage of women using long acting
reversible contraception.

85% of first trimester abortions should take place before ten weeks gestation. It is still the
case that too few women are able to have an early abortion. Later abortions are an indicator of
poorly developed services & referral processes and present potential health implications for
women. To address this, there should be an increase in the proportion of abortions which take
place before ten weeks gestation.

5. Better value for all

Much has been published in recent years describing how to redesign services so that they are
effective, offer a good experience and provide good value for money. It will be important to
ensure that progress continues to be made in achieving improvements in each of these areas. It
will also be important to ensure that more is done to strengthen the quality of commissioning.
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