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Introduction 
 
 

 
Readers will recall the near apocalyptic images conjured up by the 1980’s 

Public Information adverts, depicting an enormous iceberg with the word 

‘AIDS’ chiselled into the side. Whilst the experts predictions for AIDS 

(Acquired Immune Deficiency Syndrome), HIV (Human 

Immunodeficiency Virus) have to date, not been realised. The omens are 

still not good, with the levels of Sexually Transmitted Infections (STI’s) 

increasing at alarming rates across the United Kingdom including the 

Borough of Sefton. 

 

One could argue that the iceberg could now be re-chiselled to say ‘STI’s’, 

which present a real present danger to the health and well being of the 

whole Community of the Borough. 

 

The Working Group which consisted of an all party group of Councillors 

undertook its investigations through various methodology including a 

questionnaire to various third party agencies and individuals, media 

coverage and witness interviews.  

 

The Working Group, through its terms of reference and objectives, 

investigated the effectiveness of current post 16 sexual education 

provision across Sefton, the various good practice initiatives offered by 

third party groups that seek to promote the involvement of parents in 

making sure their children are ‘Sex-Safe’; as well as giving consideration 

to the impact of alcohol and other substances on sexual behaviour and 

health in general. Especially with the stark reality of the ‘morning after’ 

pill becoming so readily available even in some schools, and teenage 

pregnancy and abortion rates increasing, along with the predominance of 

STI infections amongst post 40 year old adults. 

 

The Working Group wholeheartedly believes that the adage ‘prevention 

is far better than cure’ and the costs of prevention are minimal when 

compared to the costs of cure, or in the case of some STIs, the 

management of an incurable condition. 
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The Working Group were concerned that a screening programme for 

Chlamydia was only operating in South Sefton, and that a similar 

provision would not be available for the Communities of North Sefton 

until April 2007. 

 

One would like to express my sincere gratitude to Patrick Sebastian, for 

his personal support and assistance in facilitating the group’s work and 

this report, as well as the witnesses, questionnaire responders, and finally 

my fellow group members for their work in presenting this review report. 

 

In conclusion, one believes that this report accurately reflects the current 

situation of improving sexual health agenda, and the recommendations 

reflect the Working Groups concerns. 

 

We hope that this report will contribute to the wider debate within the 

media and elsewhere. 

 

 

 

 

 

Councillor John Rice 

April 2007 
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Working Group Membership 
 
Councillor John Rice (Lead Member)  
Councillor Mark Bigley  
Councillor Barry Griffiths  
Councillor Debi Jones   
Councillor Sue McGuire  
 
Working Group Terms of Reference and Objectives 
 
1. “Age Appropriate” Sexual Health Education. 
 
2. Continuous, seamless support with regards to sexual health to adulthood. 
 
3. Intervention and engagement of young people (pre 16) to inform and 

culturally “embed” an understanding of sexual health matters. 
 
4. Involvement and engagement of Parents in the content and distribution of 

sexual health literature. 
 
5. To assess the impact of Alcohol on sexual behaviour and health. 
 
6. To monitor and receive report on Chlamydia screening services in the 

North of the Borough. 
 
7. To gain an understanding of the issues impacting on sexual health for age 

groups 16-24, and the over 40’s. 
 
8. To gain an understanding of the funding and budgets allocated to sexual 

health matters in Sefton. 

 
Meetings / Witness Interview Sessions  
 

• Thursday 3rd August, 2006 - Working Group Meeting / Witness Forum  

• Thursday 20th August 2006 - Working Group Meeting / Scoping  

• Wednesday 27th September 2006 – Working Group Meeting 

• Thursday 9th November 2006 – Working Group Meeting 

• Thursday 30th January 2007 - Working Group Meeting / Witness Interviews 

• Wednesday 7th March 2007 - Working Group Meeting / Witness Interviews 
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Findings 
 

• People who attend GUM services are no different from the rest of the 
population. Sexual Health services treat people from every walk of life. 

 

• Overall (across all age groups) there is a steady increase in the 
number of reported cases of sexually transmitted infections, through 
both GP referrals and self-referral. 

 

• Young people <25 = lifestyle = invincible youth = high risk of STI 
 

• Strong link between binge drinking/alcohol abuse and risky sexual 
behaviour 

 

• Geographically, there remains an imbalance of Chlamydia screening 
service provision. 

 

• In the north of Sefton, Chlamydia testing is currently only available by 
referral from a G.P. or practice nurse, or by contacting a genitourinary 
medicine clinic directly to make an appointment. Chlamydia screening 
is now available in Southport, via the family planning service at Curzon 
Road. However this is a temporary service, whilst facilities at Church St 
are being redeveloped. 

 

• Concerns exist regarding the allocation of funds to sexual health 
services: 

 
With the creation of the ‘new’ Sefton PCT, part way through the 
financial year, comparison of spend against the combined South 
Sefton PCT and Southport and Formby PCT budgets remains 
unclear. 

 
There is a fear that Neighbourhood Renewal Funding (NRF) is 
being used to support rather than enhance mainstream delivery in 
the south of the borough.  

 

• Recognising the need to target services for those most at risk, the 
Working Group are concerned that statistics show that approximately 
one third of patients with Chlamydia seen in Southport GUM are too old 
for the Chlamydia screening programme.  

 

• The delay in the roll out of a fully developed Chlamydia screening 
service to the north of the borough is a matter of concern to the 
Working Group. Under its sexual health project, the PCT plans to 
develop Chlamydia screening within local pharmacies. Preliminary 
work was to be piloted in areas of greatest deprivation and highest 
teenage pregnancy rates (i.e. NRF areas), and if successful, the model 
would be rolled out across Sefton. When the service is commissioned, 
the PCT want it to be sustainable and robust enough to cope with the 
expected level of demand. The reason for delay in roll out across the 
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North of the Borough is due to a lack of capacity from the existing 
Liverpool provider i.e. the supply of treatment nurses (a key element of 
patient management). How to overcome this issue has been discussed 
and the PCT is in continued negotiation with the Liverpool screening 
office, but are also investigating the possibility of other providers, for 
example, Sefton’s family planning service. 

 

• Sefton Council’s Schools – all secondary, and nearly all primary 
schools provide sex and relationship education. Ofsted inspect every 
school regarding sexual health education and at present their 
judgements for the current year have been 100% positive for all school 
programmes in Sefton. 

 

• Further work can be done to improve awareness of sexual health 
matters, developing existing media relations and public 
announcements, or via innovative public health advertisements in 
public buildings (not just lavatories or GP surgeries). 

 
 
 
 

RECOMMENDATIONS 
 
 

R1 That greater targeting of specific age groups, genders and cultural 
groups within Sefton through Schools, Colleges and Third Party 
Agencies in the provision of sexual education and awareness is 
needed.   

 
 
R2 That the promotion of good practices of sex and relationship education 

(SRE) in Schools, Colleges and through Third Party Providers involving 
the breaking down of the ‘sex taboo’ barriers between parents and their 
children is required. 

 
 
R3 That the rolling out of Chlamydia Screening across the Borough is 

welcomed, but a ‘token’ scheme is not, the Working Group believes 
that significant resources and dedication form all partner agencies 
involved is necessary. So prevention is far better than cure, and the 
costs of such prove it.  

 
 
R4 That the rate of unwanted pregnancies terminated through abortion is 

alarming, and reflects the ‘risky’ sexual behaviour of such individuals, 
and the wider community. The massive increase in the prescription of 
the ‘morning after’ pill also reflects such risky behaviour. More must be 
done to increase the availability of preventative contraceptives such as 
condoms, etc and in getting the safe sex message across to the wider 
community of the Borough.  
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R5 That the dramatic increase in the numbers of STIs diagnosed at 

Southport GUM and the Royal Liverpool Hospital GUM Clinic suggests 
that the sexual health of the Borough is in decline, and appropriate 
measures to promote better sexual health are truly needed now. 

 
 
R6 That the levels of sexual promiscuity amongst young people is a matter 

of true concern, with almost a third admitting losing their viginity before 
the legal age of consent. The promotion of such programmes as 
‘speak-easy’ and others should be embraced to promote more sexual 
openness in families and, hopefully reduce such stark statistics 
amongst young people. 

 
 
R7 That the rate of STI’s amongst post 40 year old adults is a matter of 

grave concern, and further research may be needed to define the 
current levels of Chlamydia, Genital Herpes, etc amongst such groups, 
and the levels of promiscuity between such. 

 



11 

Extract - Sefton’s Health 2005 
Annual Report of the Directors of Public Health 
 
Sexual Health 
 
Since virtually everyone will be sexually active at some time in their life, 
sexual health is an important part of our overall health. Sadly the UK has 
unacceptably high levels of poor sexual health. Sexually transmitted infections 
(STIs) have been increasing across the UK since the mid 1990s. The highest 
increase has been here in the North West. The increased demand for 
specialist Genitourinary Medicine (GUM) services has led to unacceptable 
waiting times for many patients. This is a concern as delays in treatment can 
increase the risk of the further spread of infection. Also, the number of 
unintended pregnancies is still high as are the number of abortions. Poor 
sexual health can lead to serious problems such as infertility, poor mental 
health and well-being and other long term health problems. 
 
All of us can suffer poor sexual health from time to time. However, the 
chances are increased if you are a woman, a young person, a gay man, or if 
you are from a Black or Ethnic minority group. Everyone should be able to 
enjoy good sexual health. It is not just about being free from infection or 
avoiding unintended pregnancy. It is about being able to make the right 
decisions for yourself, your sexual partner(s) and your sexual practices. For 
those who are sexually active, sex should be enjoyable, safe and based on 
mutual respect and agreement. It is also about having the right information to 
be able to make choices and having the support of services which act in 
confidence and demonstrate respect to services users. 
 
In response to the problems described above, the government’s ‘National 
strategy for sexual health and HIV’ has four important aims: 
 

• Reducing the transmission of HIV (Human Immuno Deficiency Virus) 
and STIs 

• Reducing the prevalence of undiagnosed HIV and STIs 

• Reducing the rates of unintended pregnancies 

• Reducing the stigma associated with HIV and STIs 
 
Key Facts 
 
Some people may be surprised at the level of sexual ill health. We need to 
understand the range of sexual health problems and who is most affected. 
Then we can develop appropriate services and health promotion 
programmes. 
 

• An increasing number of people are involved in risky sexual behaviour, 
e.g. not using condoms 

• 58,000 people in the UK have HIV. Almost a third of people who have 
HIV do not know they have it. Rates are now rising fastest among 
heterosexuals but they continue to rise in gay men too 
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• The number of people with HIV/AIDS attending health services in the 
North West has increased by 82% since 2001 (from approximately 
2,000 cases in 2001 to approximately 3,500 in 2004) 

• Merseyside has seen the largest percentage increase in cases since 
2001 (122%) 

• The most common STI is Chlamydia. This affects one in ten young 
women. Chlamydia often has no symptoms. However, if left untreated, 
(a single dose of antibiotics), it can lead to pelvic inflammatory disease, 
ectopic pregnancy and infertility. Some experts are predicting an 
infertility time bomb as a result of current infection rates. 

• Other STIs are also on the increase. In the North West, between 1995 
and 2003, of those people attending GUM clinics, those found to have 
a STI more than doubled. 

• Nearly a quarter of all pregnancies in England and Wales end in 
abortion. Three in ten of these women have already had an abortion. 

• Abortion rates are highest for women in the 18-19 and the 20-24 age 
groups 

• Nearly four fifths of those surveyed in the 2005 Sefton Citizens Panel 
felt parents and guardians need support to be able to feel confident 
about talking to their children about sex and relationships 

 
We also know that there is a strong link between social deprivation and 
teenage conceptions, abortions and STIs. 
 
What Works? 
 
Sexually Transmitted Infections (STIs) 
 
A recent review found that prevention programmes were most successful if 
they are: 
 

• Targeted at specific age groups, gender or cultural groups 

• Responding to the particular needs of a community 

• Providing basic, accurate information through clear messages 
 
There is also evidence that notifying the partner of cases is an effective way 
of finding infection. School based sex education can also help reduce risky 
sexual behaviour. 
 
Pregnancy 
 
There is god evidence that school based sex and relationship education 
(SRE), particularly linked to contraceptive services, can have an impact on 
young people’s knowledge and attitudes, delaying sexual activity and/or 
reducing pregnancy rates. Effective programmes: 
 
Contain clear messages about abstaining from sex and/or using contraception 
Offer information about the risks of sex and ways to avoid intercourse or 
protect against pregnancy and STI 
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Help with resisting social pressures e.g. develop skills to resist peer and 
cultural pressure and negotiate relationships 
 
Contraceptive Services 
 
Services should: 
 

• Provide long term support 

• Provide clear information and messages 

• Meet local needs 

• Focus on high risk groups 

• Respect confidentiality of young people 

• Link with other young person services 

• Be accessible 
 
There is also good evidence that involving parents in information and 
prevention programmes is effective. Young people whose parents discuss 
sexual matters are more likely to use contraception the first time they have 
sex. 
 
Sexually Transmitted Infections – Sefton / Liverpool 
 
Sexually transmitted infections, including HIV, are the greatest infectious 
disease problem in the United Kingdom today3. 

 
There are difficulties in presenting local data.  The dissemination of 
surveillance data (from KC60 returns) is not timely and does not demonstrate 
geographic distribution of episodes.  Another problem is that residents living in 
the south of the borough are more likely to use genito-urinary services at the 
Royal Liverpool and Broadgreen University Hospitals (RLBUH), situated 
outside the Sefton PCTs.  Audits carried out by the Royal Liverpool GUM 
department suggest that 8% of their contacts are South Sefton residents.   
 
Figure 1 shows the number of STIs diagnosed at the Royal Liverpool Hospital 
GUM clinic.  Although the numbers are crude, it is clear there has been a 
dramatic increase in recent years.  The GUM department at Southport 
hospital has seen an equally dramatic rise in patients diagnosed with STIs.  
(Figure 2) 
 



14 

 

Note that the rates for complicated chlamydia and gonorrhoea are not 
included.   
 

Figure 1  Selected Sexually Transmitted Infections.  Numbers diagnosed in  

Liverpool GUM Service 1995-2004 
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Figure 2  Selected Sexually Transmitted Infections.  Numbers   
  diagnosed in Southport GUM service 1995-2004 
 

 

0 

50

100

150

200

250

300

350

400

450

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

Year 

Gonorrhoea (uncomplicated)

Chlamydia (uncomplicated)

Herpes (first attack)

Warts (first attack)

Number. 

Number 



15 

Table 1  Rates of diagnosis per 100, 000 population by infection and 
   place of residence 
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South Sefton 
PCT* 

- 18.7 156.2 12.7 137.3 0.6 25.9 168.3 16.9 120.6 

 
Cheshire & 
Merseyside 
SHA§ 

2.0 30.3 189.2 31.8 146.7 1.7 29.2 208.0 32.6 155.9 

 
North West 
Region§ 

3.1 42.1 202.7 27.8 149.4 4.1 38.0 210.2 30.3 151.2 

 
United 
Kingdom§ 

 

2.8 41.8 160.9 32.2 128.3 3.8 37.5 174.5 31.8 133.7 

 
*From Health Protection Agency STI pilot website: 
http://www.nwpho.org.uk/sti-pilot 
§KC60 data 
 
Table 1 shows rates of diagnosis per 100,000 population by infection for 
selected geographical areas of residence.  Information for PCTs is not 
routinely available for PCTs.  A collaborative pilot involving the Health 
Protection Agency North West, North West Public Health Observatory and 
Regional and Strategic Health Authority networks and John Moores University 
have collected and collated data on STI diagnosed of selected GUM clinics in 
Cheshire and Merseyside7.  This pilot is able to provide data relating to South 
Sefton.  Unfortunately, this does not cover patients seen at Southport or 
Ormskirk GUM.  Consequently it does not provide data for Sefton PCT 
residents and does not include patients who may have attended these or 
other clinics outside Cheshire and Merseyside.  It is important to bear this in 
mind when considering the figures listed in the next section. 
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Alcohol - A third of Britons have sex before the age of consent  
 
Casual sex is rife among young people, with almost a third losing their 
virginity before the age of consent, authoritative research shows. Nearly half 
of those aged 16 to 24 had had at least five sexual partners. And one in five 
admitted having more than ten.  
 
Alarmingly, many of these youngsters said they did not bother using a 
condom with a new partner - with a common excuse being because they were 
too drunk.  
 
A government - backed study of nearly 20,000 young people - the largest of 
its kind - paints a worrying picture of promiscuity in Britain as levels of 
sexually-transmitted infections continue to rise.  
 
Campaigners blame government for failing to tackle the problem properly, 
despite millions of pounds being invested into sex education and 
contraceptives. The UK teenage pregnancy rate is still the highest in Western 
Europe and costs the Government an estimated £63million a year.  
 
According to the latest survey, one in ten young people claimed to have had 
no sex education at school, while three-quarters said they had learned only 
the basics.  
 
Terrence Higgins Trust (Vicky Field), said: 'Despite the continued rise in 
sexually-transmitted infections, safer sex messages just aren't getting through 
to young people’. Many are still taking risks through ignorance, 
embarrassment or too much alcohol. 'Without changes in the way we talk to 
young people about sex, rates of sexually-transmitted infections will continue 
to increase dramatically.'  
 
The BareAll06 survey  (an online poll supported by the Department of Health) 
found that 38 per cent of 16 to 24-year-olds do not always use a condom with 
a new partner. The most common reason, given by 44 per cent, is because 
the girl is on the Pill - which offers no protection against sexually-transmitted 
infections.  
 
'Too drunk'  
 
The second most common reason, given by 17 per cent, was being too drunk. 
Alarmingly, a quarter said they did not use any form of contraception when 
they had sex for the first time, while only one in five said they were concerned 
about contracting an infection.  
 
Figures show that the number of STIs continue to rocket. Chlamydia - which if 
untreated can lead to infertility - remains the most commonly diagnosed 
infection, affecting one in ten sexually active young men and women.  
 
The BareAll06 survey, conducted by BBC Radio 1, 1Xtra, MTV and Durex, 
and supported by the Department of Health, also found that alcohol played a 
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large role in a young person's experience of sex - with 37 per cent saying they 
had had a drink before losing their virginity. It also found that 57 per cent of 16 
to 24-year-olds claimed to have had a one night stand.  
 
Young people from Wales and the South-West were found to lose their 
virginity earlier, with 32 per cent losing it before the age of 16. Londoners 
were found to lose it later.  
 

There is an undisputed link between binge drinking/alcohol abuse and 

risky sexual behaviour. 
 
Sefton Health Related Behaviour Questionnaire (HRBQ) February 2006 
 

(Summary of findings on Sexual Health and Sex and Relationship Education)  
 
Sefton has been conducting the HRBQ every four years since 1994 with 
approx 1000 year 6 (age 10 & 11) and 1000 year 10 (age 14 & 15).  This year 
y12 (age 16 & 17) completed an online questionnaire.  These pupils came 
from secondary school sixth forms and two colleges of further education.   
 
The questions in the survey cover a range of health activities but this report 
has focused on some of the sexual health data. The questions for y 6 and y10 
are about educational provision and learning whereas the questions for y12 
were also able to address behaviour. 

 
Full reports in respect of the HRBQ data is available upon request, and 
sample group with which Sefton data is compared is from Bolton, 
Cambridgeshire, Ealing, Knowsley, Manchester and Rochdale. 
 
Year 6: 10 and 11 year olds 
 
Sefton pupils are more likely to have talked with their parents and teachers 
about how their body changes as they grow up than the sample group. This 
has increased from 41%in 2002 to 56% in 2006 for boys and from 40% to 
61% for girls.  
 
However pupils in 2006 are less likely to know about HIV and AIDS, 54%in 
2006 and 62%in 2002  
 
Year 10: 14 and 15 year olds 
 
Pupils are asked what there main source of sex education is, and, where think 
it should be. This question has been kept the same since the survey started.   
 
It shows that as sex education improves, the more the pupils value it.  As the 
pupils value their sex education lessons more, the less they feel they need to 
talk to parents. However, taking the two together pupils would rather have 
their SRE from school and parents that any other source.  In practice young 
people are still using their friends as a main source of sex “education”.  
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47 % of boys and 40% of girls find their lessons on SRE useful. This is slightly 
lower than the reference sample and slightly lower than in the 2002 Sefton 
sample of 49% and 45% respectively. While this may appear below average it 
is in fact the lessons that year 10 pupils find most useful compared to any 
other lessons on lifestyle issues.  
 
Year 12: 16 and 17 year olds  
 
The students completed the survey anonymously online. A maximum of 684 
students answered the questions, 410 girls and 273 boys. 
 
Most students (76%) said that they had the knowledge of sex that they 
needed and 90% knew where to go for more information and support. 
 
68% girls and 48% of boys have had heterosexual sex, 2% had had same sex 
sex. Of those who reported being sexually active, most young people had only 
one partner (42%), 19% had 2 partners and 15% had 3.  6% reported having 
had more than 11 partners (12% boys, 3% girls).   
 
When asked if they had used contraception or any other protection the last 
time they had sexual intercourse 76% said they had.   
 
The last time they had sex with a new partner 65% said that they used a 
condom.  Of these 20% had oral sex and 28% had sex without penetration. 
27% said they took no precautions against infection. 49% said they would find 
out about their partners sexual history. 51% of young women who were 
sexually active said that they had used emergency contraception at least 
once. 
 
Source: HRB Surveys, Sefton 2002 and 2006  

Report to Teenage Pregnancy Strategy Group - 2006 

 
Services targeted at Youth 
 
An alternative service currently utilised in the North West, targeted at young 
people in education is the “Clinic in a Box” advice service - service for young 
people away from traditional clinic setting. This is a means of enabling young 
people to get advice at the point of need, and can be more accessible than 
other services as they are ‘on the spot’. They have proved to be successful in 
schools and colleges throughout the country and from a sexual health aspect, 
they can offer: confidential advice and information; emergency contraception 
(EHC); condoms; Chlamydia testing and pregnancy testing. With training, 
School / College Nurses are in an excellent position to provide the service. 
 
During the course of the review, Members heard from young people about 
outreach services provided in Sefton Youth Centre settings, providing 
information to young people on sexually transmitted infections, and 
contraception. 
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Further information on youth specific sexual health can be found at:  
www.teachernet.gov.uk 
Every Child Matters: change for children 
www.everychildmatters.gov.uk/resources-and-practice/ 
Accelerating the Strategy to 2010  
www.dfes.gov.uk/teenagepregnancy/ 
National Strategy for Sexual Health and HIV  
www.dh.gov.uk 
Choosing Health: making healthier choices easier  
www.dh.gov.uk 
Best practice guidance for doctors and health professionals on the provision 
of advice and treatment to young people under 16 on contraception, sexual 
and reproductive health  
www.dh.gov.uk 
Teenage Pregnancy Strategy  
www.dfes.gov.uk/teenagepregnancy 
 

Sefton Council’s Schools – all secondary, and nearly all primary 

schools provide sex and relationship education. Ofsted inspect every 

school regarding sexual health education and at present their 

judgements for the current year have been 100% positive for all school 

programmes in Sefton. 
 
Chlamydia Screening (North Sefton) 
 
The delay in the roll out of a fully developed Chlamydia screening service to 
the north of the borough is a matter of concern to the Working Group. 
Preliminary screening work was to be piloted in areas of greatest deprivation 
and highest teenage pregnancy rates (i.e. NRF areas), and if successful, the 
model would be rolled out across Sefton.  
 
When the service is commissioned, the PCT want it to be sustainable and 
robust enough to cope with the expected level of demand. The reason for 
delay in roll out across the North of the Borough was due to a lack of capacity 
from the existing Liverpool provider i.e. the supply of treatment nurses (a key 
element of patient management). Sefton PCT has discussed the matter at 
board level, and is in continued negotiation with the Liverpool screening office, 
but is also investigating the possibility of other providers, for example Sefton’s 
family planning service. 
 
Chlamydia screening is now available in Southport, via the family planning 
service at Curzon Road. However this is a temporary service, whilst facilities 
at Church Street are being redeveloped. Sefton PCT will also be consulting on 
the appropriate siting of future family planning and related sexual health 
services. 
 
At this moment in time, and as part of the retendering process Sefton PCT 
plan to commission a service that outreaches into other services as well, e.g. 
pharmacy, general practice, community midwives, youth workers as 
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appropriate.  The exact nature of the service will depend on the feedback the 
PCT receives from the target population (16-24 year olds).  
 
The PCT are currently in the process of drawing up a public consultation 
specification and will be looking for agencies to carry out the consultation over 
the next few months. 

Funding of Contraceptive Services, Sexual Health Clinics 

In August 2006, a Government advisory group warned that sexual health 
services are being starved of cash because health authorities are using the 
money to pay off debts.  

The Public Health White Paper entitled Choosing Health promised an 
additional £300m to improve contraceptive services, sexual health clinics and 
chlamydia screening. However ministers did not ring-fence the money to 
ensure it was used to implement the policy. 

The £300 million programme spread over three years, to modernise and 
transform sexual health service in England. The extra funding would include a 
£50m advertising campaign to tackle the rise in STIs; £80m for chlamydia 
screening, including piloting of screening in non-traditional settings such as 
pharmacies; £130m for modernising GUM services; and £40m for upgrading 
prevention services such as contraceptive services. 

The Independent Advisory Group on Sexual Health and HIV (IAG) said it 
surveyed 191 primary care trusts - the local bodies that hold the NHS purse 
strings -and found only 30 were spending the money as ministers intended. 
The rest have diverted some or all of it to cut overspending on hospitals, 
drugs and GP services. 

The survey found 51 PCTs had absorbed the entire allocation into the general 
budget this year, and 33 withheld some or most of the sexual health funding. 
Forty PCTs said the funding had not reached contraception services, 31 
admitted withholding cash earmarked for chlamydia screening and 40 said 
genito-urinary medicine (GUM) services were being affected by funding 
problems, resulting in recruitment freezes and understaffing. 

PCT Statement - Funding of Sexual Health Services in Sefton 
 
Improving sexual health is a key priority for Sefton Primary Care Trust, 
reflected by a series of investments and planned investments in the current 
and next financial years.  The following section of the report provides a brief 
overview of these investments, in response to the request of the Scrutiny and 
Review Committee (Health and Social Care) Improving Sexual Health 
Working Group. 
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Overview of expenditure 
 
A range of services commissioned or provided by Sefton PCT and its 
predecessor organisations are vital to improving sexual health in the borough 
and delivering the expectations set out in the Choosing Health White Paper.  
The biggest areas of investment include Genito-Urinary Medicine (GUM), 
contraceptive services, HIV and AIDS prevention and support, and teenage 
pregnancy.  Some specific projects are summarised in the next section of this 
paper.  The total expenditure by the PCT and predecessor organisations in 
these areas during 2006-7 will be in the region of £3 million.  The PCT and its 
predecessors have earmarked an additional £258,000 for improving sexual 
health in the current year’s Local Delivery Plan.   
 
Given the timing of the Working Group’s request, it is important to note that 
Sefton’s Public Health Partnership (PHP) is currently in the process of 
reviewing all Choosing Health related budgets.  The PHP was formed in 
September 2005 to formalise and emphasise the role of partnership 
arrangements in tackling the Choosing Health priorities.  As such, it involves a 
variety of partners including the PCT, Sefton Council, NHS Trusts, public 
health, voluntary and community organisations. 
 
The PHP Leaders group will meet with members of the Sexual Health Sub-
Group on November 21st 2006 to discuss sexual health funding.  The review 
will take into account that Sefton PCT plans to commission all sexual health 
services for local people from April 2007, a change from the current position 
where more than half of these services are commissioned on our behalf 
through Liverpool PCT.  This should improve the ability of the PCT, in 
conjunction with its partners, to control and influence service provision and 
ensure best value. 
 
Areas of expenditure 
 
Outlined below are a number of specific projects that have been approved for 
funding through the Neighbourhood Renewal Fund (NRF) in the current and 
next financial years.  They directly address teenage pregnancy targets, the 
promotion of condom use and in some cases the potential development of 
additional chlamydia screening services.  They will contribute to achieving the 
Choosing Health targets around reducing sexually transmitted infections and 
increasing uptake of chlamydia screening as well as reducing teenage 
pregnancy. 
 
These projects will be complemented by investment in GUM, particularly to 
improve access to services, and in the roll-out of chlamydia screening.  A 
specification for a Sefton-wide chlamydia screening programme has been 
agreed and the PCT is actively seeking a provider for this new service. 
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Examples of additional new services to improve sexual health in Sefton are: 
 

§ Pilot Emergency Hormonal Contraception (EHC), condom and 
pregnancy testing scheme for the under 25s 

Community pharmacists will supply EHC.  They will also provide advice 
about the risks of unprotected sex and perform pregnancy testing under 
certain conditions.  Pharmacists will supply condoms and refer to 
GP/specialist contraceptive services if necessary.  The PCT will monitor 
the number of pharmacists participating, the number of EHC delivered, 
postcodes of clients (clients will not have to give this information if they do 
not want to), under-18 conception rates at ward level and days and times 
when these services are most in use.  The PCT also plans to make 
chlamydia screening available in future as part of the same service. 
 
Funding allocation: 
2006-07 £25,000 
2007-08 £25,000 
 
§ Develop generic teenage drop-ins in community settings 
This will increase access to sexual health services and information for 
young people.  As well as providing support and advice, the drop-in 
services will also be ‘C-card’ collection points providing access to free 
condoms.  All sites will achieve Department of Health “You’re welcome” 
kite mark status, reflecting our commitment to making these services 
accessible, and the PCT will monitor the age, gender and postcode areas 
of those accessing these services. 
 
Funding allocation 
2006-07 £40,000 
2007-08 £30,000 
 
§ Train community practitioners to administer Emergency Hormonal 

Contraception, free condoms and pregnancy tests  
The PCT will train health professionals including Midwives, Health Visitors 
and School Nurses and, additionally, enable them to undertake chlamydia 
screening when this is rolled out.  Systems will be put in place to monitor 
levels of staff participation and access to the additional services. 
 
2006-07 £10,000 
2007-08 £10,000 
 
§ To run Speakeasy “training the trainers” course for 24 

participants  
This is a Family Planning Association accredited course for promoting and 
supporting parents to be able to talk to their children about sex and 
relationships.  Sessions for parents will be delivered and evaluated by 
participants. 
 
2006-07 £15,000 
2007-08 £15,000 
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§ Roll out of Sefton C-card  
This is the community based provision of free condoms to under-19s and 
provides ongoing sex and relationship education to 16 to 19-year-olds in 
targeted settings e.g. further education colleges, work based learning and 
other community groups.  The project will provide training and support to 
agencies distributing the card and free condoms, resources and train 
trainers, building capacity in other NRF projects to deliver sex and 
relationship education and signpost to local support services.  Monitoring 
of the scheme will consider the number of clients participating in C-card, 
the number and type of agencies participating, how many condoms are 
distributed, how successful the training events are and what impact this 
has on knowledge and behaviour change. 
 
2006-07 £58,000 
2007-08 £58,000 
 
§ Discounted condom machines  
This scheme is to increase the availability of condoms in venues where 
young people meet including colleges and youth organisations. 
 
2006-07 £10,000 
2007-08 £10,000 
 

The NRF projects are additional to mainstream health services and focus on 
the NRF wards in Sefton, reflecting the link between deprivation and poor 
sexual health.  These are the wards with the highest rates of teenage 
pregnancy.  The aim, therefore, is to target more resources to the areas of 
greatest need.  If successful, the PCT plans to build them into its mainstream 
services.  Free EHC and free condoms are not currently provided as a matter 
of routine, so the projects in these areas aim to make a significant step 
forward in improving access and availability to contraception.   
 
Although all ages can be at risk of sexually transmitted infections, the 15 to 
24-year-old age group is the most vulnerable, as are young people with poor 
educational attainment and those from the most deprived areas.  Older 
teenagers will be targeted by the above schemes as teenage pregnancy data 
for Sefton shows that under-16 conception rates are very low, with the 
majority of teenage pregnancies being in the 16-18 age range.  We also know 
that the targeted groups access mainstream services less, and local needs 
assessment among young people identifies pharmacists and community 
centres as acceptable places to receive sexual health advice.  
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The working group remains concerned about the allocation of funds to 

sexual health services: 

 

With the creation of the ‘new’ Sefton PCT, part way through the 

financial year, comparison of spend against the combined South Sefton 

PCT and Southport and Formby PCT budgets remains unclear. 

 

There is a fear that Neighbourhood Renewal Funding (NRF) is being 

used to support rather than enhance mainstream delivery in the south 

of the borough.  
 
Witness Statement  
 
Dr Mike Abbott, Clinical Lead, Department Genitourinary Medicine, Southport 
and Ormskirk Hospital NHS Trust: 
 
We have a national strategy for sexual health.  Whatever happens in Sefton is 
merely a local implementation of that strategy.  We do not need to re-invent 
every wheel, although local challenges lend themselves to local solutions, so 
long as they fit with the national steer. 
 
The Department of Genitourinary Medicine at Southport & Formby District 
General Hospital is undergoing an extension and the work is expected to be 
completed within 2 months.  Any person who wishes to use the service (see 
below) is most welcome to do so.   We will support and work in partnership 
with all those in the public, private and voluntary sector who, like us, are 
passionate about the importance of sexual health.    
 
1. What is sexual health? 
 
Several definitions of sexual health are rather verbose, but the key elements 
are:~ 
 

• The freedom to enjoy a fulfilling sexual life / experience 

• Avoidance of harm to self or others 

• Freedom from infections or unwanted pregnancy 
 
‘Freedom to enjoy’ is regardless of gender, sexual orientation, disability, age 
ethnicity, cultural or religious background, income, marital status, social class 
etc. etc.  It affirms the positive aspects of sexual health, not merely the 
absence of disease.  In short, sexual health is for all and the impact is virtually 
from the cradle to the grave; it is a tall, arguably unachievable, order.  
 
‘Avoidance of harm’ encompasses issues relating to child protection and the 
sexual exploitation of children or vulnerable adults or other forms of sexual 
violence and assumes valid consent and the absence of coercion. 
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Freedom from unwanted pregnancy or sexually transmissible infections 
including HIV have been the focus of attention in recent years. 
 
2. Improving sexual health – prevention (changing behaviour) 
 
I am not an educationalist, but I have to caution against any misplaced 
optimism that preventative, health promoting messages will change 
behaviour.  
 
One only has to look at preventative measures aimed at smoking (lung 
cancer/ heart disease etc), diet (obesity/heart disease/ diabetes), drugs or 
alcohol (liver disease / road traffic accidents) and several other behaviours 
that very significantly affect health.   
 
Do the preventative interventions work? ~ there are successes, but overall, 
the picture is fairly bleak in the UK.   Most people who smoke know perfectly 
well that it is not healthy, but people smoke largely because they like it (and 
may be addicted).   
 
There are analogies with preventative campaigns for sexual health.  There 
have been successes, but in the UK, the overall picture is not encouraging 
(UK figures for STIs available from www.hpa.org.uk ). 
 
Prevention measures may be relatively insignificant compared with the 
relentless messages and images that come through the media and directed, 
in particular, but not exclusively, at young people.  The principle is that where 
preventative measures have been found to be cost-effective and effective in 
terms of changing behaviour, we should use them (but I have no particular 
expertise in that area). 
 
People take more risks when intoxicated.  The link between alcohol and the 
transmission of STIs or unwanted pregnancy is clear. 
 
Not surprisingly, many people find that for one reason or another, they have 
been at risk and then the urgent need is for them to access services where 
there is an opportunity for targeted prevention measures.  
 
3. Improving sexual health – access to treatment 
 

This is my area of expertise.  I am Clinical Lead for Genitourinary Medicine 
(GUM) services in Southport and Ormskirk Hospital NHS Trust. Service 
delivery includes* :~ 
 
Diagnosis or exclusion of STIs and their treatment 
The diagnosis and management of HIV 
Genital dermatology 
Emergency contraception 
Certain specialised contraceptive options 
Psychosexual problems 
Aspects of erectile dysfunction 
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* including the Sefton Psychosexual Advisory Network (SPAN) and EDistress 
 
It is not possible for individuals to maintain skills in every facet of sexual 
health, so the need is for a team approach.  The GUM service in Southport 
service is here to support practitioners working in sexual health anywhere in 
Sefton and it continues to develop.  The main work of the department is 
around the diagnosis and management of sexually transmitted infections and 
HIV, genital dermatology and psychosexual therapy and there is a strong 
public health ethos within the clinic. 
 
Confidentiality 
 
The service is confidential and treatments are free.   
 
48 hour access  
 
In the case of the Southport and Ormskirk GUM clinics, all potential service 
users who contact the service by telephone are offered an appointment to be 
seen within 48 hours either by booked appointment at a specific time or to 
attend the walk-in facility, held each morning Monday to Friday.  In Jan 2007 
75% of new patients were seen within 48 hours of contacting the service. 
 
Choice 
 
Given the huge sensitivity of the issues that relate to sexual health and 
sexually transmitted infections including HIV in particular, the choice of where 
to be seen and by whom is very important.  One should never assume what 
service users (or potential service users) want, one should ask them, but in 
the main, most people prefer to be seen locally.  Some, about 5%, will choose 
to travel a fair distance for reasons of confidentiality.  A fair proportion will 
prefer to travel a shorter distance, but avoid a facility on the doorstep, usually 
for reasons of confidentiality but sometimes because people feel the service is 
just not right for them.  Potential service users may feel, for example, that a 
particular service is directed at people who are younger, older or geared more 
to one gender or sexual orientation etc.   
 
We have geared the service in Southport to be comfortable for anyone to 
attend. 
 
PCT boundary changes and sexual health networks 
 
The PCT mergers naturally result in larger NHS footprints, over which to 
consider issues such as equity of access.  In the South of the borough, for 
specialised GUM services, there is better access to the GUM clinic at the 
Royal Liverpool Hospital.  In the north, access to the Southport service is 
easier.  The main message is that there should be choice and no restrictions 
to access.   
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It is clear that service provision must be in the context of a sexual health 
network.  Clinical isolation should be avoided and all providers within a 
network are in need of support regardless of their seniority.  Southport GUM 
operates within Cheshire and Mersey Sexual Health Network (C&M-SHN).  
The aim of the network is to promote high standards and equity throughout 
Cheshire and Mersey. 
 
Complex cases 
 
Some cases require greater expertise and it is inevitable that this results in a 
degree of centralisation as it would be neither clinically safe nor cost effective 
to do otherwise.  This immediately takes us to care pathways, competency, 
skill-mix, referral mechanisms and clinical governance.   
 
 
Quality and affordability 
 
Sexual health services need to be affordable, but above all, safe. This implies 
that the structures referred to in complex cases above are in place and our 
option would be to provide this within a local sub-network between Southport 
GUM and other sexual health providers.  The key issue is that all providers 
should comply with one robust clinical governance framework and that their 
work should be regularly audited.  
 
Meeting local need 
 
It is not always easy to assess local need as opposed to access to services, 
although intuitively, there should be some correlation. The DH guidance to 
remove restrictive booking practices (which give a falsely cosy impression of 
access) is helpful here.  When capacity meets demand, the pressure on the 
system drops very significantly and access improves.    
 
South Sefton 
 
The indicators of social deprivation within South Sefton will be well known to 
Sefton PCT.  The details of service delivery models may differ slightly to those 
of Southport and Formby, but the principles should be the same. The 
proposed sub-network with Sefton PCT footprint appears sensible. 
 
Chlamydia screening 
 
It is assumed that the implementation of the national chlamydia screening 
programme is imminent in Southport and Formby.  Overall, Cheshire and 
Mersey appears to be some way ahead of the rest of the country on 
Chlamydia screening, but unfortunately, Southport and Formby were not 
included in the phase 2 roll-out. 
 
About one third of patients with Chlamydia seen in Southport GUM are too old 
for the Chlamydia screening programme.  This is hardly surprising ~ people 
generally do not stop having sex in their mid twenties. 
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Complaints 
 
The Health Select Committee did not receive any complaints from the public 
when reviewing the sexual health crisis in England.  This is not surprising ~ 
patients do not tend to write to Chief Executives about their dissatisfaction 
with how their gonorrhoea was managed. I don’t think this needs further 
explanation.  I would make the point, however, that many of the patients we 
see are the most disadvantaged in society, some are inarticulate, many feel 
excluded or marginalised and some have been abused – so we have to speak 
up for them. 
 
 
 
 
Challenging stereotypes 
 
Could I take this opportunity to challenge the view that people who attend 
GUM services are somehow different from the rest of the population?  The 
reality is that the service sees people from every walk of life and makes no 
assumptions.  This service is for whoever wishes to use it. 
 
As local representatives of the population, I would hope that the committee 
could emphasise that point. 
 
Summary 
 
The Department of Genitourinary Medicine in Southport is currently being 
extended with a completion date within 2 months.  The accommodation is 
very attractive and designed to be welcoming for any person regardless of 
age, gender etc. 
 
The aim is that any sexual health service provider within Sefton would be 
aware that support from the service is readily available. 
 
The department provides a choice for the residents of Sefton who either wish 
to attend or who have been advised to attend by a clinician in another service.   
 

Interested members of the committee, as representatives of the population, 
would be most welcome to visit. 
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Further Conclusions 
 

People who attend GUM services are no different from the rest of the 

population. Sexual Health services treat people from every walk of life. 

 
Statistics show that people residing in those areas of Sefton that feature 

‘high’ in the deprivation index may experience higher than average 

levels of incidence of STI, and increased levels of underage / teenage 

pregnancy.  

 
Worryingly (across all age groups) there is a steady increase in the 

number of reported cases of sexually transmitted infections, through 

both GP referrals and self-referral. 

 
Recognising the need to target services for those most at risk, the 

Working Group are concerned that statistics show approximately one 

third of patients with Chlamydia seen in Southport GUM are too old for 

the Chlamydia screening programme.  

 

The Working Group are also concerned that Ofsted inspection 

statements may not truly reflect the ‘efficacy’ of sex education in 

schools. 
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APPENDIX A 
 
 
Witnesses 
 

• Dr Mike Abbott, Clinical Lead, Genitourinary Medicine, Southport & 
Ormskirk Hospital NHS Trust 

• Janet Atherton, Director of Public Health, Sefton  

• Joanne Ball, Sefton PCT 

• Nigel Bellamy, Sefton VCS  

• Janette Brookes, Directorate Manager, Southport & Ormskirk Hospital 
NHS Trust 

• Lucille Collins, Sefton Youth Service - Area Worker 

• Steve Earle, Services Coordinator, Sahir House 

• Susie Gardiner, Knowsley PCT 

• Jennie Geddes, Manager Sahir House 

• Dr Mike Homfray, Chair of Embrace (LGB network)  

• Ruth Janes, Commissioning and Finance of Sexual Health Services, 
Sefton PCT  

• Margaret Jones, Specialist in Public Health, Sefton PCT 

• Elizabeth Kay, Teenage Pregnancy Coordinator, Sefton PCT 

• Sue McVicker, Abacus 

• Gill Perry, Healthy Schools Team Leader, Children’s Services, Sefton 
MBC 

• Mandy Power, Sefton PCT 

• Norman Scott, Children’s Services, Sefton MBC 

• Clare Vattev, Business and Performance Manager for Medicine, 
Southport & Ormskirk Hospital NHS Trust 

• Steve Wilson, Assistant Finance Director, Sefton PCT 
 
 
Additional Organisations – Data Sources 
 

• British Association for Sexual Health and HIV 

• British Medical Association 

• Deprtment of Health 

• Health Protection Agency 

• Independent Advisory Group on Sexual Health and HIV 

• Institute of Development Studies, Sussex 

• Sahir House 

• Sefton PCT 

• Southport & Ormskirk Hospital NHS Trust 

• Terrence Higgins Trust 
 
 

Further data is also available online at http://www.cph.org.uk/sexualhealth 
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MEMBERSHIP 
 
Councillors Rice (Lead Member), Bigley, Griffiths, D. Jones and McGuire. 
 
TERMS OF REFERENCE AND OBJECTIVES 
Clear well thought out Terms of Reference and Objectives are required 

 

• “Age Appropriate” Sexual Health Education. 
 

• Continuous, seamless support with regards to sexual health to adulthood. 
 

• Intervention and engagement of young people (pre 16) to inform and 
culturally “embed” an understanding of sexual health matters. 

 

• Involvement and engagement of Parents in the content and distribution of 
sexual health literature. 

 

• To assess the impact of Alcohol on sexual behaviour and health. 
 

• To monitor and receive report on Chlamydia screening services in the 
North of the Borough. 

 

• To gain an understanding of the issues impacting on sexual health for age 
groups 16-24, and the over 40’s. 

 

• To gain an understanding of the funding and budgets allocated to sexual 
health matters in Sefton. 

 
METHODS OF ENQUIRY  
Investigative techniques/site visits 

 

Recognition of sexual health issues and links across the local authority – and 
establish which departments are involved? 
 
A corporate approach to health and well-being involving Education, Health 
and Social Services, etc. 
 
How does Sefton MBC perform in its health advocacy / co-ordinating role, and 
how can it improve in this respect? 
 
Are there any roles played by the voluntary sector that impact on Sexual 
Health e.g. “Speak Easy”, and what links (if any) do these organisations have 
with Sefton MBC?  
 
To establish a “snapshot” of the current services provided within Sefton, levels 
of usage and locations.  
 
Collation of the latest published documentation and statistics relevant to 
sexual health (national, regional and local – where available) To include: 
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• Enhanced Surveillance of Sexually Transmitted Infections in North West 
England. (STI Pilot) 

• Sexual Health Quarterly Bulletins 

• HIV and other Sexually Transmitted Infections in the UK – 2005 (HPA) 

• Promoting, Improving and Sustaining the Sexual Health of Sefton - Rapid 
Health Needs Assessment and Action Plan for 2006-2008 

• Sexual Health Action Plan – Progress Report April – June 2006 

• Sefton Sexual Health Strategy – review 2007 
 
Witness interviews, and forum events, at varied locations across the borough.  
 
Access to recent survey data – if available. 
 
TIMESCALES 
See Planning Chart 

 
Members have indicated that the review report should be presented to 
Scrutiny and Review Committee (Health and Social Care) at its meeting of 
the 2nd January 2007.  
 
Note: Due to the complexity of the review and Members desire to interview key 
witnesses on specific issues that arose during the course of the review, at the 
lead Members instruction, and with the support of the Scrutiny and Review 
Committee (Health and Social Care), the timetable for the review was extended 
by a period of 12 weeks.  
 
OFFICER SUPPORT 
Named Officers / witnesses 

 

Scrutiny Support Officer – Patrick Sebastian 
 
OTHERS WHO WILL BE INVOLVED 
 
Residents, stakeholders, tenants, other public sector organisations to call as  
witnesses, consultants etc. 
 
Residents and Young People of Sefton. 
 
Sefton School Head Teachers 
 
Dr Mike Homfray 
homf@portnahaven.fsnet.co.uk  
 
Margaret Jones, Specialist in Public Health: South Sefton PCT 
margaret.jones@pct.southsefton.nhs.uk  
0151 478 1220 
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Elizabeth Kay, Teenage Pregnancy Coordinator: South Sefton PCT 
Elizabeth.Kay@pct.southsefton.nhs.uk 
0151 920 5056 
 
Commissioning and Finance of Sexual Health Services:  
Ruth Janes, Southport and Formby PCT 
Ruth.janes@southportandformbypct.nhs.uk  
01704 387046 
 
Joanne Ball, Southport and Formby PCT, leading on Commissioning for 
Chlamydia Screening 
Joanne.ball@southportandformbypct.nhs.uk  
01704 387045 
 
Contraception and Reproductive Health Care (family planning):  
Mandy Power, Southport and Formby PCT 
Mandy.power@southportandformbypct.nhs.uk  
01704 387013 
 
Sue McVicker, Abacus (provides South Sefton service) 
Sue.mcvicker@northliverpoolpct.nhs.uk  
 
GUM services at Southport 
Janette Brookes, Directorate Manager 
Janette.brookes@southportandormskirk.nhs.uk  
 
Dr Mike Abbott, Consultant in GU medicine 
Mike.abbott@southportandormskirk.nhs.uk  
 
Alison Fossard, Mikes secretary 
Alison.fossard@southportandormskirk.nhs.uk  
01704 704 492 
 

Jennie Geddes, Manager Sahir House 
Multicultural HIV Support & Information Centre 
jennie@sahir.uk.com  
0151 708 9080/707 0606 
 
Lucille Collins, Sefton Youth Service - Area Worker 
Lucille.collins@cs.sefton.gov.uk 
07968 304820 

 
ARRANGEMENTS FOR REPORTING TO CABINET/COUNCIL 
Timetable of committees, link into the planning chart, type of report/minute 

 
It is the intention of the working group to formally present its report at the 
meeting of the Scrutiny and Review Committee (Health and Social Care) 2nd 
January 2007. 
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PLANNING CHART 
 
The Planning Chart is an example of the way reviews could/should be 
planned. 
 
It is recommended that realistic time frames in which to carry out tasks should be 
considered including possible delays for public holidays and Council business.  
Effective planning suggests that more planning time be built into the chart.  

 
 

 
Activity 

 

 
Aug 

 
Sep 

 
Oct 

 
Nov 

 
Dec 

 
Jan 07 

 
Planning 
 

 
XXXX 

     

 
Consider 
Documents 
 

 
XXXX 

 
XXXX 

 

 
XXXX 

 
XXXX 

 
XXXX 

 

 
Witnesses 
 

 
 

  
XXXX 

 
XXXX 

 
 

 

 
Site Visits 
 

   
XXXX 

 
 

  

 
Initial 
Findings 
 

   
XXXX 

 
XXXX 

 
 

 

 
Draft Report 
 

    
XXXX 

 
XXXX 

 
 

 
S&R Cttee 
Considers 
 

      
XXXX 

 
Submit to 
Cabinet 
 

      
 

XXXX 
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Ten Step Process Flow Chart 
 

   
Committee agrees Working Group membership and appoints Chair. 

 

 

   
Working Group complete scoping document determining terms of reference & 
timetable. 

 

 

   
Working Group submit scoping paperwork to Scrutiny Committee for approval. 

 

 

    
Background research undertaken and evidence collected. 

 

 

    
Working Group meet to determine questions they wish to ask witnesses. 

 

 

   
Working Group make any necessary visits & additional evidence obtained. 

 

 

   
Witness hearings take place & responses written up by support officer. 

 

 

   
Working Group review headings for the final report. 

 

 

   
Working Group and support officer draft final recommendations and approve 
final report. 

 

 

   
Scrutiny Committee receives final report and recommendations and how they 
should be taken forward. 
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APPENDIX C 
 
 

Summary Table of Responses to Questionnaire: 
 

QUESTION RESPONSES 

There is a view that 
sex education 
should start at 
primary school. Do 
you/your 
organisation have a 
view on this? 

 

“No organisational view, but I would support whatever has 

been found to be good practice, evidence based, effective and 

affordable” 

 

“We fully support the work of colleagues in healthy schools” 

 

“We acknowledge and support the existing SRE standards as 

part of the healthy school standard which currently applies to 

primary schools” 

 

“We support the independent advisory group for TP in their 

recommendations to the government that SRE should be 

mandatory”  

 

“We acknowledge existing examples of good practice and will 

do all we can through the PHP and TPP to support roll out, 

e.g. we could provide training for school governors” 

 

“We are pleased that the healthy schools co-ordinator is an 

active member of the PHP group” 

 

“As an organisation we believe that age appropriate sex 

education at primary level is important. Issues re; sexual 

health such as HIV can be understood and should be 

discussed, in a supportive environment with skilled 

professionals who have an ongoing involvement with the 

school/class” 

 

“Effective and appropriate sexual health and relationships 

education should be ongoing throughout a person’s education, 

including within primary school.  There can be links made to 

other areas of the curriculum.  The SRE guidelines for PSHE 

make some recommendations” 

 

“I think that adequate information is vital and that this needs 

to be provided before the misapprehensions and distortions of 

playground life predominate. In addition, I am concerned as to 

the existence of homophobic bullying and feel this should be 

challenged early rather than later” 

 

“Research evidence and studies in Europe and USA  would 

suggest that appropriate education is important at these ages” 
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There is a view that 
the education and 
support process for 
sexual health is 
disjointed Do you/ 
your organisation 
have a view on this? 

 

“Not really interested in opinion – but if this has been found to 

be the case, the evidence should be presented and solutions 

discussed” 

 

“There maybe an inconsistency and variable quality, across 

schools, but this is not insurmountable.  This is currently being 

addressed through the TP partnership and will be supported 

by the PHP” 

 

“Our concern is the transition at 16 years+ of young people 

into work based learning or FE.  There is no statutory 

obligation to provide support, e.g. SRE either through the 

curriculum or in a pastoral capacity that is developmentally 

progressive from the input through healthy schools.  However 

national data suggests this is when young people start to 

become sexually active and are at greatest risk of STI, 

unplanned pregnancy.  Backed up by local TP data” 

 

“We are greatly encouraged though of Hugh Baird College 

decision to participate in some healthy college initiatives” 

 

“I do not have enough knowledge to comment” 

 

“Delivery is patchy depending upon the school and the 

individual teacher within the school” 

 

“I think the issue is still something of a political hot potato. 

There are some good schemes such as ‘A Pause’, but there 

seems to be a lack of overall co-ordination, and too many 

options to either ignore or opt out of this provision. The 

pressures of the national curriculum are a further influence” 

 

“There are some examples of good work but it is not 

necessarily across the board. Stronger links need to be forged 

between Schools, Health and Voluntary Organisations. We 

have argued and just obtained a seat for the voluntary sector 

on the Healthy Schools Partnership” 

 

There is a view that 
there is a lack of 
understanding of 
sexual health 
matters in young 
people under the 
age of 16. Do you/ 
your organisation 
have a view on this? 

 

“There is considerable ignorance in the population  – and this 

is most certainly not restricted to those less than 16 years” 

 

“We have looked at trends reported in the school health 

related behaviour questionnaire: 

The proportion of year 10 pupils who know where they can 

obtain free condoms has remained stable” 

 

“Data from 2002 and 2006 suggests that knowledge about 

HIV/Aids and pubic lice was much higher than other STIs.  

Knowledge in girls was higher than boys” 
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“Knowledge about the pill and condoms was higher than 

about other forms of contraception” 

 

“In Year 6 awareness of HIV/Aids fell from 61% in 2002 to 

54%.” 

 

“Local TP data highlights low rates <16” 

 

“Maybe some issues with vulnerable groups, e.g. those 

disengaged from mainstream schools – this is being addressed 

through TP” 

 

“This would definitely appear to be the case- also with adults 

– from our experience of training and information sessions. 

We do provide information sessions to secondary schools in 

Merseyside, and have been made aware of a lack of knowledge 

and understanding needed –the following quote backs up our 

experience: Dr Ruth Hussey, Regional Director of Public 

Health in the North West, said: “It is disturbing to see yet 

another increase in HIV infections in the North West and it 

further highlights the importance of our young people needing 

good education, advice and support on sexual health issues in 

general and sexually transmitted infections specifically." * 

Report published by the Centre for Public Health, Liverpool 

John Moores University. (2006)” 

 

“From our experience of working with 16+  many are missing 

crucial information on the risks of Sexually transmitted 

infections, contraceptive services, treatment services.”  

  

“There appears to be a lack of knowledge indicated by the 

teenage pregnancy rate and the growth of STD’s – perhaps a 

more frank and comprehensive approach on the lines of 

Holland or Sweden would be more effective” 

 

“Evidence would suggest that knowledge is very patchy. We 

should be enhancing the range of opportunities for young 

people to build their knowledge, self esteem and confidence in 

these areas” 
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There is a view that 
parents are not 
sufficiently engaged 
in the process of 
sexual health 
education and the 
content and 
distribution of sexual 
health literature. Do 
you/ your 
organisation have a 
view on this? 

 

“I am not an educationalist and my organisation does not have 

an educationalist remit. Would support the implementation 

locally of what has been found nationally (or beyond) to be 

good practice ….. i.e. evidence based, effective, affordable.  

The last thing we need is a local reinvention of the wheel” 

 

“Locally – It is difficult to comment as this is not formally 

measured.  Nationally – there is evidence that where 

parents/guardians are engaged, young people are less likely to 

engage in risky behaviour, e.g. unsafe sex” 

 

“In Sefton, Speakeasy offers a non-threatening group-based 

opportunity for parents and carers to acquire the confidence 

and skills they need to talk to their children about sex and 

sexuality.  This course is registered for accreditation with the 

Open College Network  (fpa.org-uk/about/projects/index.htm)” 

 

“Locally – feedback from Speakeasy very positive” 

 

“We will continue to support initiatives like Speakeasy” 

 

“Yes- in our experience this is the case- we train and provide 

info to adults, and most of them have a limited knowledge of 

HIV/sexual health issues, and report feeling embarrassed / 

awkward in talking about sexual health to other adults and 

children” 

 

“We have insufficient information to make a judgement.” 

 

“I am not convinced that parents necessarily assist this 

process: if there were ways of engaging parents which did not 

focus on negative and reactionary views, then this would be 

welcome. Sometimes, it is the views of parents which can make 

the lives of young gay men and lesbians more difficult then 

necessary and I am not convinced that added parental 

influence would improve this.” 

 

“We are very supportive of schemes such as Speakeasy, co-

ordinated by Parenting 2000, which assist parents in 

acquiring the knowledge and skills to discuss SH with their 

children”  

 



43 

 

Some people feel 
that Alcohol has no 
impact on sexual 
behaviour and 
health. Do you/ your 
organisation have a 
view on this?  

 

“Take a walk down Lord Street on a Friday night to see the 

effects. Alcohol is the original date rape drug. Alcohol has a 

huge impact.” 

 

“We believe there is a strong link between alcohol misuse and 

risk taking behaviour such as unsafe sex.” 

 

“A recent teaching guide produced by Brook (Drunk in charge 

of a body II) highlights the need for PHSE to address the link 

between alcohol misuse and risky sexual behaviour.”   

 

“An NRF funded project organised by Sefton’s alcohol group, 

in partnership with the sexual health group will target young 

people + binge drinking/unprotected sex over the Christmas 

period.  (References cited in preparing project –Cooper L M, 

Alcohol Use and Risky Sexual behaviour among College 

students and Youth: Evaluating the Evidence in Journal of 

Studies of Alcohol, Supplement No 14: 101-117, 2002)” 

 

“I don’t have enough knowledge to comment in detail- but our 

experience would suggest that alcohol does lower inhibitions, 

and may contribute to greater risk taking behaviour” 

 

“Alcohol is an important factor in unplanned, unprotected sex 

for all age groups including those under 25.  The risks are 

greater for younger people as they may be more inexperienced 

users of contraception including condoms.  Research show 

that user failure in contraceptive methods is greater in the first 

12 months of use.” 

 

“From our work on substance misuse (including alcohol) and 

sexual health in the last eight years we know that young people 

have easy access to alcohol.  It is not unusual for someone in a 

group to have consumed over double their recommended units 

within the last month.  This is often around big events 

(Birthdays, sport events: World Cup, Christmas, holidays)”  

 

“I think it has a huge impact. Safer sex and pregnancy 

prevention strategies fall apart when the young person has had 

too much to drink” 

 

“I would be surprised if it didn’t have a tendency to make 

people more casual about their Sexual Health as it has this 

effect on a whole host of behaviour!” 
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There is the belief 
that Chlamydia 
screening services 
should operate in 
the same way as 
cervical screening 
and Mamography 
screening for the 
over 50’s. Do you/ 
your organisation 
have a view on this? 

 

“There is a national chlamydia screening programme – it 

should operate as dictated by the centre” 

 

“Chlamydia screening follows nationally agreed protocols 

based on evaluations of pilot sites” 

 

“Targets most at risk (15-24 years)” 

 

“Inappropriate screening can cause more harm, e.g. 

unnecessary anxiety, it is wasteful of NHS resources if targeted 

at groups with very low risk” 

 

“NB Chlamydia testing is available to other groups if 

clinically indicated, e.g. sex workers, symptomatic etc” 

 

“I don’t know enough to comment” 

 

“There should be opportunistic screening for chlamydia in 

young people given the rise in incidence of known cases, 

worries about those who are asymptomatic and the personal 

and financial costs (IVF) of infertility if the chlamydia is not 

treated in the early stages” 

 

“I agree” 

 

“We definitely need to have a comprehensive screening 

programme aimed at the under 25’s. This needs to be 

developed in non-clinical settings as well as primary care” 
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The over 40’s have 
been reported to 
have found a new 
sexual freedom, is 
this having an 
impact on the sexual 
health of this age 
group? 

 

“Yes – break up of long term relationships can lead to 

increased risk of STIs”    

 

“We do not have enough timely, local data” 

 

“The Health Protection Agency Report:  Mapping the Issues 

(2005) highlights at risk groups, these include the young, 

women, men who have sex with men, people from black and 

ethic minorities” 

 

“There are plans to introduce a national sexual health 

common data set which may provide more information” 

 

“We are working with colleagues in Liverpool, Knowsley and 

JMU to develop an enhanced surveillance system across local 

GUM clinics (first data from March 2007)” 

 

“Anyone who has unprotected sex is at risk” 

 

“We see increasing number of older people accessing having 

been diagnosed HIV positive through sexual contact” 

 

“This is not our age group.  However, the representative from 

Durex showed us data that showed a blip in this group for STIs 

it is not represented on the figures from the Health 

Development Agency” 

 

“I am not convinced that there is very much evidence for this – 

but clearly all age groups are equally responsible for their 

sexual health” 

 

“The increased number of relationship breakdowns is likely to 

increase the probability of this cohort acquiring STI’s. 

Numbers coming into treatment are not huge at the moment” 

 

Some people 
believe that the legal 
age of consent 
serves to delay the 
age at which young 
people have their 
first sexual 
experience, is this 
view now 
redundant? 

 

“About 25% young people below age of 16 are sexually active, 

but that does not mean that the age of consent does not delay 

sexual experience” 

 

“Focus group carried out locally by alcohol sub-group 

suggests age of consent does not influence decision to delay or 

not” 

 

“Fraser guidance – focuses on safety/harm limitation - PCT 

staff and partner organisations follow these guidelines – we 

recognise that some <16 will be sexually active and we need to 

provide services to maintain their good sexual health and 

safety” 
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“Recent reviews conducted by the HDA concluded that there is 

no strong evidence for the effectiveness of abstinence 

education approaches – HDA (2004) citing Swann C, Bowe K, 

McCormick G and Kosmin M (2003).  Teenage pregnancy and 

parenthood a review of reviews.  Evidence briefing – London:  

Health Development Agency, www.hda.nhs.uk/evidence” 

“There is no evidence that increased SRE provision increases 

the onset of frequency of sex, or the number of sexual partners.  

HDA (2004) citing Kirby D (2001).  Emerging answers = 

research findings on programs to reduce unwanted teenage 

pregnancy.  Washington DC, USA.  National campaign to 

Prevent Team Pregnancy, 

www.teenpregnancy.org/store/item.asp?productid=128” 

 

“We support the Teenage Pregnancy Unit initiative on delay 

training.  This holistic approach, suitable for boys and girls, 

all faiths and ethnic groups, supports young people to delay 

early sex.  It focuses on building self esteem, developing skills 

to say no and resist pressure and helping young people 

determine when they are genuinely ready for sex.   

www.sexualhealthsheffield.nhs.uk/news/6-1-20php” 

 

“I don’t know enough to comment, however it would appear 

that this doesn’t delay much” 

 

“We don’t think the age of consent should be abolished.” 

 

“Effective sexual health and relationship education throughout 

life is more effective in equipping people to make informed 

choices, effectively communicate and to protect their own 

sexual health   eg) delaying the first time someone has 

penetrative sex, promoting consistent use of condoms.” 

 

“I think the age of consent has little or no impact upon 

someone’s decision to have sex. I see the age of consent laws 

as being primarily there to prevent predatory behaviour by 

older persons. I do not think they make up any significant 

deterrent to young people in terms of having sex”  

 

“I would be surprised if it had no impact but in general I think 

it is more important to ensure that young people are equipped 

and empowered to make safe choices. I think the age of 

consent is important in protecting young people from abuse eg 

power positions such as teachers.” 
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According to NHS 
figures there is more 
than sufficient 
funding allocated to 
improving sexual 
health. Do you/ your 
organisation have a 
view on this? 

“Just because money has been allocated to sexual health does 

not mean that is spent on it. You might wish to review the 

findings of the Independent Advisory Group on Sexual Health 

and HIV…the national picture is that the money did not get to 

the services.” 

 

“The Public Health Partnership is in the process of reviewing 

budgets.  We plan as a Sefton PCT to commission for Sefton 

residents from April next year to improve control/influence 

over service provision and value for money.” 

 

“Yes- there most certainly isn’t. We have seen a cut in real 

terms to  our funding as we as a voluntary sector organisation 

have seen a rise in numbers of people accessing, but a rise of 

below inflation on our grant income. We rely heavily on money 

from grant making trusts and bodies such as the Big Lottery 

Fund, but we are steadily exhausting these options- we will 

have to cut services in the future as a result. Also- we don’t see 

an increase in clinical provision, and don’t hear from our 

clinic-based partners that they have increased resources- quite 

the opposite.” 

 

“There appears to be a mismatch between the money allocated 

and the services available.”  “There should be a thorough 

local audit.” 

 

“It depends on what we mean by ‘sufficient’ and how the 

money is spent. Who is making this claim – shouldn’t the 

sufficiency of the funding be judged purely by the outcomes?” 

 

“There is currently insufficient resource targeted at awareness 

raising and support for all sections of the population.” 
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APPENDIX D 
 

Summary: Sexually Transmitted Infections (STIs)  
Source: British Medical Association / Health Protection Agency 
 

SEXUALLY 
TRANSMITTED 
INFECTION 

KEY POINTS 

HIV  In 2004 there were an estimated 58,300 (range: 54,700 – 

63,400) people living with HIV in the United Kingdom (UK), 

of whom 19,700 (range: 16,100– 24,800) were unaware of 

their infection. 

Numbers of diagnoses of HIV infections acquired through 

heterosexual contact remained high; in 2004 three-quarters 

of these were probably acquired in Africa. 

A total of 42,182 HIV-infected individuals accessed treatment 

and care services in the UK during 2004, a 14 per cent 

increase since 2003. 

Among men who have sex with men (MSM) having routine 

syphilis tests in sentinel gentio-urinary medicine (GUM) 

clinics across the UK in 2004, the prevalence of previously 

undiagnosed HIV infection was 4.7 per cent in London and 

2.4 per cent elsewhere in the UK.  

Previously undiagnosed HIV prevalence among UK-born 

heterosexuals attending sentinel GUM clinics in London rose 

to 0.5 per cent in 2004, from 0.3 per cent in 2003. 

In England and Scotland in 2004 an estimated 0.1 per cent of 

women had an undiagnosed HIV infection prior to antenatal 

testing. 

The year on year increase in the uptake of voluntary 

confidential HIV testing (VCT) among all attendees at 

sentinel GUM clinics in the UK continued in 2004, reaching 

79 per cent and 75 per cent among MSM and heterosexuals, 

respectively. 

 

Genital chlamydial 
infection  

In 2004, genital chlamydial infection remained the most 

common sexually transmitted infection (STI) diagnosed in 

genitourinary medicine (GUM) clinics in the United Kingdom 

(UK). 

Between 2003 and 2004, diagnoses of uncomplicated genital 

chlamydia in the UK rose by 8.6 per cent, from 95,879 to 

104,155. 

Highest rates of diagnoses in 2004 were in men aged 20-24 

(1,026/100,000) and in women aged 20-24 (1,139 / 100,000) 

and 16-19 (1,310/100,000). 
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Results from the English National Chlamydia Screening 

Programme (NCSP) have demonstrated a high level of 

infection that would have been missed in the absence of a 

screening programme, reinforcing the need for screening in 

community settings as well as GUM clinics. 

 

Gonorrhoea  Between 2003 and 2004, diagnoses of gonorrhoea in the UK 

decreased by 11 per cent (24,956 to 22,335). 

Highest rates of diagnoses in 2004 were among men aged 20-

24 (229/100,000) and women aged 16-19 (168/100,000). In 

2004, 42 per cent of women with gonorrhoea were aged 

under 20. 

The effective treatment of gonorrhoea is complicated by 

resistance to antimicrobial agents. In 2004, 14 per cent of 

isolates in England and Wales from sentinel GUM clinics 

demonstrated resistance to ciprofloxacin; compared to 9.0 

per cent of isolates in 2003. The highest prevalences of 

ciprofloxacin resistance were in the North East, South East 

and London regions. 

 

Syphilis  Between 2003 and 2004, syphilis diagnoses in the UK rose by 

37 per cent, from 1,641 to 2,254. 

In 2004, 88 per cent (1977) of all diagnoses were in men, of 

which more than half were in MSM. 

Rates of diagnoses were highest among men aged 25-34 

(17/100,000) and 35-44 (16/100,000), and in women aged 20-

24 (4/100,000). 

The rise in diagnoses is associated with continued outbreaks 

in the UK. 

 

Genital warts  Genital warts are the most frequently diagnosed viral STI in 

the UK. 

Between 2003 and 2004, new diagnoses of genital warts rose 

by 4.2 per cent, from 76,457 to 79,678. 

Highest rates were in men aged 20-24 (783/100,000) and 

women aged 16-19 (703/100,000). 

Diagnoses seen in GUM clinics represent a small proportion 

of the total pool of sexually acquired human papilloma virus 

(HPV) infection within the population. 
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Genital Herpes  Between 2003 and 2004 there was a 1.0 per cent decrease in 

diagnoses of genital herpes in the UK, from 19,180 to 18,991. 

Rates were highest among men and women aged 20-24 

(87/100,000 and 177/100,000, respectively) in 2004. 

Significant numbers of those with symptomatic infection 

experience frequent recurrent disease that can be severely 

debilitating. 

Diagnoses of genital herpes simplex virus (HSV) infection 

seen in GUM clinics represent a small proportion of the total 

pool of infection within the general population. 

 

 


