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	PHE Health & Wellbeing Monthly Update
Issue No 47, October 2019	

Welcome to the Yorkshire and Humber Health and Wellbeing monthly update. Thank you for subscribing to the monthly update. This monthly update is our way of sharing any good and emerging practice, new developments, updates and guidance. The update is circulated at the beginning of each month with previous month’s updates. 

If you have anything that needs to be shared urgently, we will circulate as soon as possible.

[image: ]
	






	[bookmark: _Ensuring_Every_Child][image: ]         Ensuring Every Child has the Best Start in Life
                     H&WB Team Lead: Gemma Mann


	Updated guidance for 2019-20 children’s public health 0 to 5 years national reporting
This updated guidance for 2019-20 explains what analysts and commissioners in local authorities need to do to submit health visiting activity and outcomes data to PHE for 2019-2020. The guidance provides local teams with the technical detail they need to submit aggregate data to the central system (a separate email has been sent to local authorities with information about how to access the reporting system). Questions and problems should be sent to: interimreporting@phe.gov.uk. 


	Children Young People and Families Monthly Update
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Sugar reduction: progress between 2015 and 2018
PHE has today published our second-year report on progress made by the food industry to voluntarily reduce sugar in everyday foods that contribute the most sugar to children’s diets, as well as progress made under the Soft Drinks Industry Levy (SDIL).  The report is available here


	
Big upgrade to the Food environment assessment tool (Feat)
On Tuesday 17 September the Centre for Diet and Activity Research (CEDAR) at the University of Cambridge launched a big upgrade to their Food environment assessment tool (Feat). Feat 2.0 is packed with new features. It’s still available online, for free and for use by anyone, at www.feat-tool.org.uk.
 
NEW!
·         Updated data for England, Scotland and Wales
·         National-level data, so you can see how your local authority measures up
·         Boundary overlays, including countries and LAs
·         Flexible, bespoke map creation using custom area selections, which you can save and share
·         Summary statistics, produced in report-ready format
·         And much more!
 
Feat was previously highlighted in PHE and the LGA’s Strategies for encouraging healthier ‘out of home’ food provision: a toolkit for local councils working with small food businesses. See how Wolverhampton City Council cited Feat data in their Hot Food Takeaways SPD (p.11).
 
If you need a refresher, find your feet with this new Feat video.
 
What does Feat do?
Feat allows for the interactive mapping, measuring, and monitoring of regional and neighbourhood access to a range of food outlet types, across the whole of England, including changes over time.
 
Feat is underpinned by a growing body of scientific evidence that the food we can access in our neighbourhoods is closely related to which foods we buy and eat, and whether we maintain a balanced diet and healthy body weight.
 
Who is Feat for?
Feat was designed primarily around the needs of professionals in public health, environmental health and planning roles throughout English local authorities, and in local and national public health roles.
 
How might Feat be used to improve the public’s health? 
Decision-support. Generate local evidence for use in the development of Obesity Strategies, Local and Neighborhood Plans, JSNAs and Strategic Planning Documents. Use to bring evidence to planning decisions and appeals. 
Drawing comparisons. Compare how food access differs across a city, or between local authorities. See which neighbourhoods are changing fastest.
Intervention targeting. For example, use Feat to direct behavioural interventions into neighbourhoods with challenging food retail environments.
Evaluation of interventions. Test the effectiveness of neighbourhood planning policies, before and after intervention. Document unintended intervention consequences. 
 
If you have any questions or would like to provide feedback, please contact the team at CEDAR feat-tool@mrc-epid.cam.ac.uk.
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Take part in our disabled children and young people's survey
We believe disabled children and young people deserve the same opportunities to be active as their non-disabled peers. Activity Alliance is undertaking research into the experiences and perceptions of physical activity among disabled children and young people. Part of the research is being conducted through a survey. 

Therefore, if you have contact with parents or carers of a disabled child/children between aged 5 to 16, Activity Alliance would like to hear from them. This would help us to understand parent/carer and children’s experience of sport and physical activity by completing an online survey.

We want to hear from people who have had good or bad experiences, and from those who are active and not active.

The survey will take around 15 minutes to complete. There are questions for the parent or carer to answer, and questions for the child. The answers will help us to shape the services and support we provide. We will also use the findings to advocate for change on a national level that enables more disabled children to be active.


	
Swim England Water Wellbeing programme
Swim England have developed a Water Wellbeing programme to for people with long-term conditions to Create an inclusive, attractive and supportive pool environment to help people with health conditions to become active.

The programme consists of six elements: Pool audit, training for all staff, training for exercise referral instructors, online training for swimming teachers, marketing support and ongoing support (flyer attached).

It builds on Swim England’s commitment to improve understanding and the offer regarding swimming for health, including publication of the Health and Wellbeing Benefits of Swimming report in 2017; https://www.swimming.org/swimengland/health-and-wellbeing-benefits-of-swimming/.




	
Walking for Health
Further to securing funding from Sport England, the Ramblers has reinvigorated its Walking for Health national support offer. There are currently 361 schemes, 5,000 volunteers and ~70,000 walkers.

Further details and contacts on attached proposition.





	
ESCAPE-pain
The ESCAPE-pain programme, for people with knee and/or hip osteoarthritis is now available in all regions of England, at over 200 sites. It is a 6-week programme (12 sessions) which combines supervised exercise and education, delivered by physiotherapists and/or exercise instructors. For details of your nearest location please see www.escape-pain.org Your local site will be able to advise how to refer in to the programme, and there are plenty of resources including videos on the website to provide further information to your patients. If you have any queries after looking at the website, please contact us at hello@escape-pain.org 

Supported by NHS England, Versus Arthritis and the AHSN Network, we’re trying to make the programme available to everyone who could benefit from it. If you do not have a class local to you, please contact the email address above for more information on how we can support roll out in your area. 

ESCAPE-pain was identified as a cost effective intervention in the evidence review supporting the development of PHE’s MSK return on investment tool 
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Healthy New Towns Publication
NHS England has published the learning from its Healthy New Towns programme, which was piloted in 10 demonstrator sites:  Whyndyke Farm, Fylde; Northstowe; Whitehill and Bordon; Cranbrook; Darlington; Barking; Halton Lea, Runcorn; Bicester, Oxfordshire; Ebbsfleet; and Barton. I am pleased to be able to share the Healthy New Towns Putting Health into Place publications. These collate the learning from the Healthy New Towns Programme and are designed to support areas interested in healthy placemaking and housing growth. This learning focuses on how to improve health and wellbeing through addressing the role of the built environment, health service design and wider social factors. This means working in new and effective partnerships and involving local people throughout the development process and beyond. 

Healthy New Towns programme was launched in 2015 to explore how the development of new places could provide an opportunity to create healthier and connected communities with integrated and high-quality health services. The programme worked with 10 demonstrator sites chosen in March 2016 from over 100 applicants to help do this. These developments ranged from 900 to 15,000 homes at different stages of the process, with diverse health needs, levels of income and inequalities. Putting Health into Place is based on the learning from these innovative sites. The programme has benefited from the strong partnership working across the NHS and with our programme partners The King’s Fund, Public Health England, the Town and Country Planning Association and The Young Foundation.  The programme was also supported by a steering group, a network of developers and a cross government network who have all played a key role in shaping these documents.


	
Court of Appeal upholds housing planning refusal on air quality grounds
The Court of Appeal upheld a planning permission refusal on air quality grounds for 330 homes in Kent, making it the first time a planning appeal has been refused due to concerns over air pollution and public health. For more information please see the article in Air Quality News.


	Respiratory health in Yorkshire and the Humber
Report on respiratory diseases in the Yorkshire and the Humber population, highlighting examples of good practice and opportunities for improvement.


	
Association of Directors of Environment, Economy, Planning & Transport (ADEPT) Publication: Preparing for a changing climate: good practice guidance for local government
Boosting climate change resilience in local authorities, and helping them to manage and plan for climate change risk, are the aims of Preparing for a changing climate: good practice guidance for local government, published by the Association of Directors of Environment, Economy, Planning & Transport (ADEPT). The new guide is designed for a wide range of officers working to implement adaptation within local government. It was developed by ADEPT and the Local Adaptation Advisory Panel (LAAP), with input from the Local Government Association, Core Cities, the NHS England Sustainable Development Unit and Public Health England.
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	[bookmark: _Toc16088641]Prescribed medicines evidence review
PHE has published (10 September) Dependence and withdrawal associated with some prescribed medicines,  its first evidence review of dependence and withdrawal problems associated with five commonly prescribed classes of medicines in England: opioid pain medications, anti-depressants, benzodiazepines, gabapentinoids and z-drugs. The review assesses the scale and distribution of prescribed medicines – and makes recommendations for better monitoring, treatment and support for patients. It uses available prescriptions data, a literature review and reports of patients' experiences. PHE has also published a detailed geographical breakdown by clinical commissioning groups of prescribing rates for 2017/18 and the proportion of people that had been receiving a prescription for at least 12 months prior to March 2018. 


	Briefing note: Increase in GAS infections in prisons, and among PWIDs and those who are homeless or live in hostels
The National Infection Service continues to investigate an ongoing outbreak of group A streptococcal (GAS) infections in prisons, and among people who inject drugs (PWID) and those who are homeless or live in hostels (see attached Briefing Note 043, 5 September, updating that of 8 May).  More than a thousand cases meeting the outbreak case definition were identified between January 2018 and 27 August 2019, of which 392 were admitted to hospital and 10 died (all-cause mortality). The updated BN reiterates the previously issued advice for PHE Centres and local authorities and provides links to updated guidance and resources, including for hostel staff and for healthcare staff working with PWIDs in the community.





	
TIME - take home naloxone study in Yorkshire Ambulance Service
Please see the below link to a national study which aims to compare between areas in which ambulance and paramedic crews issue Take Home Naloxone and the areas which do not. This study aims to establish the evidence around the potential of THN to save lives or the possibility that it increases risky behaviours by promoting overly confident attitudes. 

Where is the study run from? 

1. Bristol Royal Infirmary (UK)
2. Hull Royal Infirmary (UK)
3. Northern General Hospital Sheffield (UK)
4. Wrexham Maelor Hospital (UK)

Link to study 
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National Perinatal Mental Health Two Day Course – Winchester
The course is suitable for any health and social care professional in adult or child mental health, including mental health nurses, psychologists, IAPT practitioners, psychiatrists, mental health social workers, child social workers; midwives, obstetricians, GPs and health visitors with a special interest in perinatal mental health; all clinicians and managers involved in specialist perinatal mental health services.
Attached is the draft programme and booking form for the next Perinatal Mental Health two-day course to be held in Winchester on the 13 and 14 February 2020.  Please circulate to anyone who might be interested in attending.



As we were fully booked for the course in July this year, we would recommend early booking to avoid disappointment.


	
Official statistics: suicide prevention profile, September 2019 update
New data on suicide age-standardised rates at County and UA level was added to the suicide prevention profile for the period 2016 to 2018.  
The following indicators were also updated on 3 September 2019 as part of the Official Statistic schedule:
· One children leaving care indicator in the Related risk factors domain at County & UA level (April 2016 to March 2017, and April 2017 to March 2018)
· Two estimated prevalence of common mental disorders indicators in the Related risk factors domain at County & UA, District, CCG and STP level (2017)
· Two treatment at specialist alcohol or drug misuse services indicators in the Related service contacts domain at 	County & UA level (April 2015 to March 2016, and April 2016 to March 2017)
· Two IAPT indicators in the Related service contacts domain at CCG and STP level (March 2019)
· Six mental health services indicators in the Related service contacts domain at CCG and STP level (January to 	March 2019).


[bookmark: _GoBack]Closing the employment gap for young people: A toolkit for those supporting 16–25 year olds experiencing common mental health problems to gain and stay in work
This resource has been developed by a group of organisations from the Health and Wellbeing Alliance led by the Young People’s Health Partnership. The work has been funded by Public Health England, NHS England and the Department of Health and Social Care and aims to improve understanding about the link between common mental health problems and employment for 16–25-year-olds. The resource offers effective practice support for those working with young people experiencing these difficulties to help gain and stay in work. Read here.


	
Every Mind Matters Campaign - printed and digital resources now available to order/download
[image: ]
 
Please visit the PHE Campaign Resource Centre to order / download resources and find out more about the campaign and how you can get involved.


	
The Office for National Statistics (ONS) publishes two releases on suicide
On Tuesday 3rd September, the Office for National Statistics (ONS) published two releases on suicide: 
 
Suicides in the UK: 2018 registrations 
Registered deaths in the UK from suicide analysed by sex, age, area of usual residence of the deceased and suicide method 
 
Quarterly suicide death registrations in England: 2001 to 2018 registrations and 2019 provisional data 
Provisional rate and number of suicide deaths registered in England per quarter. Includes 2001 to 2018 registrations and provisional data for 2019 Quarters 1 and 2 (Jan-Mar, April-June). 
In 2018 there were 6,507 suicides, the first increase since 2013. Three quarters were men and the highest rates were seen in men in their forties and fifties. Rises were also seen in people under 25, particularly in girls and young women aged between 10 and 24, now at their highest level with 3.3 deaths per 100,000 since 2012. 


	
The Community Mental Health Framework for Adults and Older Adults
The Community Mental Health Framework was published 29th September 2019 and describes how the Long-Term Plan’s vision for a place-based community mental health model can be realised, and how community services should modernise to offer whole-person, whole-population health approaches, aligned with the new Primary Care Networks. The document can be accessed here:
https://www.england.nhs.uk/wp-content/uploads/2019/09/community-mental-health-framework-for-adults-and-older-adults.pdf
 

	
Behavioural Insights Grants
The Local Government Association are inviting councils to apply for £20,000 grants to contribute towards the delivery of behavioural insights projects. We already see great examples of behavioural insights being used across the country to improve outcomes for local people, encouraging them to make better choices for themselves. PHE’s behavioural science lead Tim Chadborn is offering support to local government colleagues who are applying and can be contacted at tim.chadborn@phe.gov.uk . 
You can learn more about the grants here and the deadline for applications is 1 November.
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Stoptober’ resources now available
Stoptober has returned for its eighth year with an exciting new campaign and PR activity which launched on 19 September. This year, Stoptober will encourage smokers to end their relationship with cigarettes and ‘give quitting a go’ for 28 days on 1 October. To boost their chances of quitting, the campaign signposts to the full range of support tools available, including the Personal Quit Plan that was developed for last year’s campaign.

You can now order Stoptober campaign resources on the Campaign Resource Centre, including posters and leaflets, plus some brand-new resources for 2019.

We have also made a range of digital and social media resources that bring this year’s theme to life available for you to download. All community pharmacies in England should now have received their resource packs and therefore don't need to place an order. The Personal Quit Plan, a tool to help smokers find the most suitable stop smoking support for them, is available to embed on partner websites. For more information on how to do this, download the guide from the PHE Campaign Resource Centre. For professional users only, you'll need to be signed in to access the instructions.
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HIV annual report and data tables
The latest HIV annual report and data tables have been published on GOV.UK. New HIV diagnoses are now at the lowest point since 2000. This reduction was driven mostly by a decline in diagnoses in gay and bisexual men across the UK and demonstrates the success of combination HIV prevention over the past decade. Thanks to the hard work of those across the health sector who have helped increase HIV testing, and repeat testing among those at higher risk, plus the increased uptake of anti-retroviral therapy, we are making fantastic headway lowering rates of HIV. Additionally, new and updated HIV indicators have also been published on the Sexual and Reproductive Health Profiles on Fingertips. You can read more about this data in our news story

	
STI Annual report 2019 - 2018 data
A summary report for Sexually Transmitted Infections in Yorkshire and Humber in 2018 is now available. Local authority level data and charts for 2018 data is also available here https://fingertips.phe.org.uk/profile/sexualhealth





Sexual health commissioning in local government
Since the transfer of public health to local government in 2013, councils have been working hard to maintain and improve access for their residents to sexual and reproductive health services and to ensure seamless pathways of care. The case studies in this report provide examples from around the country of councils collaborating, both among themselves and with CCGs and NHS England, to commission integrated services and improve the sexual health and wellbeing of their local populations. They showcase joint commissioning in urban and rural areas, by councils with widely varying population profiles and facing differing sexual health challenges and are written to a level of detail intended to enable others to imitate their approach.





	
Update on the implementation of the new GUMCAD specification – from the GUMCAD team
GUMCAD, the mandatory surveillance system for STIs in England, was introduced in 2008. While BASHH recommends the collection of sexual behaviours for the risk assessment and management of individual patients, the collection of these data at scale by PHE through the new GUMCAD dataset will improve its public health value and better inform PHE’s public health response. For ease of reference, the DHSC service specification outlines the reporting requirements of Integrated Sexual Health Services (section 4.3), while the new GUMCAD clinical guidance is available at this page. 

Firstly, the implementation period for the new GUMCAD specification is from April-October 2019 and, to provide training and support its implementation, we have commenced a series of workshops for GUMCAD reporters in each of the 9 regions of England–the schedule is attached.

Secondly, we’d like to highlight that the new GUMCAD specification is based on the BASHH sexual history taking guideline, but all questions will not be relevant to all services’ clients. For example, where clients do not report any recreational drug use, there is no need to complete the subsequent drug questions; conversely, where clients do report using recreational drugs, sexual health services will only need to indicate which drug(s) was reported i.e. there is no need to ask every question in every consultation. In instances where risk behaviours are not assessed, the default response (e.g. ‘not applicable’) will be included in their GUMCAD return, which will be automatically reported by the service’s patient software system. Sexual Health Services’ software suppliers have been issued with an up to date GUMCAD technical guidance document and should be able to provide a user-friendly IT solution. 

Lastly, to provide some details on the development of the new GUMCAD specification: the piloted GUMCAD data specification was based on the BASHH national guideline for sexual history-taking and BASHH Partner Notification standards and was developed by a multi-disciplinary Steering Group comprised of clinicians from BASHH, sexual health advisors, third sector organisations, software developers, and sexual health researchers. The specification was then refined through piloting at sexual health clinics between 2013 and 2016. We collected feedback from the staff of pilot clinics on the feasibility and acceptability, both from their and their patients’ perspectives, of this surveillance enhancement. Our extensive piloting of this enhanced version of GUMCAD has demonstrated that the collection of the proposed data items on sexual behaviour and partner notification is feasible, consistent with clinical practice and yields essential information to define the sexual health risk of clinic attendees. The final version of the GUMCAD specification submitted for review by the Data Coordination Board (DCB) of NHS Digital was initially reviewed and approved by the Steering Group, approved by the DCB in June 2018, then launched by PHE in April 2019.
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What good looks like
Together with the Association of Directors of Public Health we have produced a series of ‘What Good Looks Like’ publications which set out guiding principles for population health programmes that are place-based which include: children and young people, tobacco control, healthy weight and CVD. These draw on the best available evidence and include a return on investment where available. The fourth publication in the series is now online and is focused on preventing cardiovascular disease which has been attached below.

	
BHF Heart Failure Fund
Applications are now open for the new £1m fund from the British Heart Foundation to transform the way heart failure services are delivered in the UK. The Hope for Hearts Fund seeks to test and evaluate innovative approaches to deliver better heart failure care and services. The deadline is  November 28 2019 and application details can be found here. Your help in circulating to colleagues who may be interested will be very much appreciated.  


	
Opportunity to attend free training in the East Midlands on the use of the StARS framework 5th November
The StARS framework draws on advice and standards from existing national guidance. It brings together criteria into ten themes from leadership and planning to commissioning and the delivery of the risk assessment and management.  It also adopts a systems approach with the involvement of key internal and external partners at the heart of the process. This means that using the framework provides: 

· an opportunity to review and reflect on the local delivery of the NHS Health Check programme, to identify gaps and recognise achievement
· a baseline against which you can compare future activity and demonstrate progress
· an opportunity to raise awareness of the programme with both internal and external stakeholders 
· a legitimate reason to begin a conversation about the NHS Health Check and establish new relationships
· elected members with assurance that legal obligations have been met

Some other benefits identified by local authorities that have used the StARS framework include:
· a checklist for developing a new service specification
· a reason for engaging GPs in a constructive and meaningful discussion
· a lever for raising the profile of the NHS Health Check among local authority executives and elected members
· a legitimate reason for undertaking a service audit

If you wish to attend the 1-day course, please contact Karen Pearson - karen.pearson@phe.gov.uk. Costs to support travel to the training can be covered from the CVD/NHS Health Check Community of Improvement. 
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When we’re 64: your guide to a great later life
This new book from the Centre for Ageing Better is a practical guide to preparing for later life – from the essentials on work and how to fund retirement, to volunteering, where to live and what kind of housing you’ll need. Buy the book here: https://www.bloomsbury.com/uk/when-were-64-9781472960689/ and to get a 20% discount use the code LATERLIFE20

Insights for employers on supporting workers in mid-life to plan for the future
A new report from the Centre for Ageing Better highlights the importance of providing support to employees in their 40s and 50s as a way of helping them to stay in work for longer (if they want or need to), plan for what they will need in retirement, and think ahead about their future needs. Providing mid-life support is an essential part of how employers can respond to the changing nature of the workforce, with over 50s making up a third of all UK workers, but more older people leaving work than younger people coming in to replace them. It could help avoid skill shortages and ‘cliff-edge’ retirements. 
The report can be accessed here 


	
Industrial Strategy Challenge Fund (ISCF) Healthy Ageing Trailblazers
Innovate UK, part of UK Research and Innovation, is to invest up to £2 million in stage 1 of the Industrial Strategy Challenge Fund (ISCF) Healthy Ageing Trailblazers. 
The aim of the Trailblazers is to encourage businesses and public sector led collaborations, including social enterprises, to develop and demonstrate how products, services and business models which support people as they age will be adopted at scale.
In stage 1, the aim is to develop a business plan and demonstrate readiness in order to obtain funding for your stage 2 Trailblazer project.
For more information on the fund and how to apply visit can be found here
The competition closes on Wednesday 27th November.

	
Launch of Healthy Ageing consensus statement 
The PHE Life Course team and our partner Centre for Ageing Better are pleased to announce the ‘Launch of the Healthy Ageing Consensus Statement’ webinar, on 16th October 2019, 15:00 to 16:00pm.  

This webinar sets out a shared ambition for current and future generations to achieve a healthier later life, making England the best place in the world to grow older through:
· Putting prevention first
· Creating opportunities for people as they age to make a contribution to society
· Supporting good homes and neighbourhoods
· Narrowing inequalities
· Challenging ageist and negative language, culture and practices
You are invited to this webinar to hear about the principles of the consensus statement and to join a discussion on how we can collectively translate this into practice. To register for the event, please follow the Eventbrite link.
 
 Key Note Speakers: 

· Dr Alison Giles, Associate Director Healthy Ageing, PHE and Centre for Ageing Better 
· Professor Martin J Vernon, National Clinical Director for Older People, NHS England
· Dame Carol Black, Chair, Centre for Ageing Better.
· Professor Yvonne Doyle, Director for Health Protection and Medical Director, PHE
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	The Public Health Research Programme is accepting stage 1 applications to their commissioned workstream 19/90 continuing priority research topics of interest to the PHR programme
For this call, NIHR is drawing attention to commissioning briefs that it has previously advertised. These represent enduring gaps in the portfolio that it would like to fill with high quality research. In future, commissioned calls against which NIHR has failed to fund sufficient research will remain open and highlighted in order to stimulate research activity in these areas of need. If you have ideas, they would like to hear from you and can offer early, informal feedback on your proposed research to advise on its fit with the call and the PHR Programme. Please email phr@nihr.ac.uk.

The Public Health Research Programme wishes to commission research on the effectiveness of non-NHS interventions that enable populations to achieve and sustain good mental health and/or prevent mental health problems from developing.

The primary research question will focus on: What are the most effective interventions, outside the NHS, aimed at enabling populations to achieve good mental health and to prevent mental health problems?

The Programme is interested only in receiving applications that seek to influence factors that operate at community, institutional and societal levels. The Programme is also interested in applications that are targeted at people in groups, demographics or communities with greater vulnerability and exposure to adversity, such as those living with challenges that are known to be corrosive to good mental health. Areas of research may include (but are not limited to):

· Evaluation of interventions where a holistic range of outcomes is considered, linking mental health and other aspects of physical and emotional health
· Evaluation of mental health literacy and awareness programmes undertaken in different settings
· Studies that examine local community-based interventions that support community resilience and address risk and protective factors for positive mental health 
· Evaluation of workplace-based mental health interventions
· Evaluative studies that focus on interventions to support mental health in working age and later life, and might include those which seek to prevent depression in older people
· Studies that shed light on how interventions in public mental health can be scaled-up successfully.

The deadline of submission is 17 March 2020 and if you would like to find out more information about this call you can visit here 
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Museums, Universities, Partnerships for Health and Wellbeing
Leeds Museums & Galleries are running half day workshop bringing together museum professionals, academics and colleagues in the health sector from across the region to explore the potential for collaborations to promote health and wellbeing. The event will be the latest in a series organised in partnership with the University of Huddersfield. 
There will be talks from partners involved in previous health and wellbeing collaborations, as well as opportunities to discuss the potential for future work.
The event will start with a light buffet lunch. 
The programme will be available closer to the time. Please register here
Upcoming: Cardiovascular disease prevention conference 2020
The Cardiovascular Disease Prevention Conference 2020 – Proactive, Predictive, Personalised will be held at the Kia Oval, south London, on Thursday 6 February, 2020.


	
Inclusive Economics and Anchor Institutions
Date: Thursday 12 September 2019
Time: 9:30am to 10:30am

Speakers:

· Michael Wood (NHS Confed)
· Andrew Attfield (Barts NHS Trust)
· David Herne (PHE DD, North West) – Chair

The webinar aims to enable a discussion about how PHE, NHSE and partners may support increased engagement in inclusive growth through anchor institutions in their local areas. Michael Wood from NHS Confed, will be discussing Anchor institutions and the current economic landscape and how these fit together, such as the NHS LTP, and the role of the NHS as an anchor institution. Andrew Attfield will discuss the work of Barts NHS Trust, as an example of an anchor institution, on their employment and skills programmes,- health care horizons and community works as well as their work with procurement teams and sustainability. 
 
For dial in details please contact azariahjenney@phe.gov.uk .
Feel free to pass on this information to any colleagues who might be interested.


	
Intervention Decay model webinar
How applying the ‘Intervention Decay’ model helps to get the best population health impact from services and reduce health inequalities.

This Webinar will aim to cover the following areas:

· to provide you, as partnership and system leaders planning or delivering services on a whole system basis, with practical perspectives and approaches to improve uptake and outcomes; 
· It will illustrate how it can be applied to your main target areas of concern, such as CVD, cancer or mental health as well as non ‘clinical’ issues such as health impacts of smoking or cold, damp housing.

The webinar will be repeated twice in the following dates and times:

· Thursday 26th September 10 to 1130 am (registration link)
· Tuesday 1st October 10 to 1130 am (registration link)

To register for any of these sessions please click on the link above. The registration screen may require a password which is LTPHI. Once you have registered, joining instructions for the webinar will be forwarded to you by email. 


	
Work and Health eLearning Programme 
The Work and Health e-learning programme, developed by Public Health England and Health Education England e-Learning for Healthcare, helps healthcare professionals to recognise the value in talking to patients about work. The e-learning will support them to make brief interventions such as discussing the health benefits of work with patients, talking about return to work and advising on adjustments at work. Read more here.


	


Upcoming: Children of alcohol-dependent parents webinar. Wednesday 25 September 2019, 1245-1330 hrs
PHE will be hosting a webinar for commissioners, service providers and others interested in improving the identification of, and support for, children of alcohol-dependent parents. Across England there are about 200,000 children living with an alcohol-dependent parent. In 2018, PHE allocated a £4.5 million innovation fund to nine projects across the country that demonstrated a new and creative approach to reach and support families whose lives have been affected by alcohol. During this webinar, the Office of the Children’s Commissioner will present its 2019 vulnerability report. Also to be covered will be the Children’s Society’s “CAPE” programme that supports parents of children affected by parental alcohol abuse, including its work on increasing professional awareness of the problem. Also, Staffordshire County Council’s work to reduce the number of affected children taken into care, and an update on the innovation project running in Brighton and Hove. Participants will be able to ask questions during the webinar.  RSVP: Please register your interest for the webinar by emailing InnovationFund@phe.gov.uk to receive dial in details.


	
CMO Guidelines: Webinar recording and supporting materials
Thank you for attending the first in a series of webinars between Active Partnerships and Public Health England and we hope that you found it a useful introduction to the new guidelines.
 
The recording of the session can be found here: https://youtu.be/EM1qh7sLi94  (note - the slides appear on the screen 3mins 20secs into the video as the main presentation begins).
 
Colleagues are working on a streamlined slide deck for wider circulation and this will be available shortly.
 
Your feedback on the session would be much appreciated so please do email info@activepartnerships.org with any comments on how you found the first webinar and ideas for future webinars.
 
The following resources may be useful to support understanding of the CMO guidelines and implementation:
 
· New CMOs guidance and infographics 
· New free e-learning on physical activity and health (including the new guidelines) 
· Free peer-to-peer training for groups of healthcare professionals - PHE and Sport England have expanded the national network of physical activity clinical champions who have delivered free peer-to-peer training to groups of healthcare professionals with over 22,000 healthcare professionals trained to date. This training covers the new guidelines and is free of charge and a local Champion will deliver the training at the time and place requested for groups. For more info and to book a training session contact physicalactivity@phe.gov.uk 
· Moving Medicine resource for clinicians on physical activity conversations - https://movingmedicine.ac.uk/


	
Family Planning Association 
See here for a useful update on the FPA liquidation  http://www.fpa.org.uk/about-fpa/fpa-liquidation-and-new-ownership-faqs


	
From data to decisions: a foundation course in population health intelligence
PHE’s Local Knowledge & Intelligence Service (LKIS) now run a regular free bi-monthly short course, A foundation course in population health intelligence, to provide an introduction into population health intelligence and its use in everyday public health practice. We are now taking bookings for the next event on 3 December - you can find out more and you can sign up here. 


	
Upcoming: Cardiovascular disease prevention conference 2020
The Cardiovascular Disease Prevention Conference 2020 – Proactive, Predictive, Personalised will be held at the Kia Oval, south London, on Thursday 6 February, 2020.


	
Consultation outcome - Public Health Outcomes Framework: indicator changes 2019 to 2022
Please see the final outcome here: https://www.gov.uk/government/consultations/public-health-outcomes-framework-proposed-changes-2019-to-2020 These changes will be implemented from November 2019. In summary those relevant to sexual health are as follows:

Staying the same
Under 18 conceptions: conceptions in those aged under 18
Under 18 conceptions: conceptions in those aged under 16
Chlamydia detection rate (15-24 year olds) (Persons)
HIV late diagnosis

New additions
Rate of prescribing of long-acting reversible contraception (LARC) excluding injections in females aged 15-44
New STIs diagnosis (excl chlamydia in the u-25s)

Amended
Cancer screening coverage - cervical cancer age 25-49
Cancer screening coverage - cervical cancer age 50-64
(This is not specific to SH services – covers all cervical screening, but has been amended to show two age groups)


	
Sex Education Forum conference and new training offer for local school RSE advisors
Conference: Final countdown to statutory RSE – 29 November 2019, London
This second autumn flagship conference from the Sex Education Forum is designed to support primary and secondary teachers leading or teaching RSE and PSHE, heads and SLT, pastoral staff, youth workers, school nurses and local authority RSE leads. Keynotes from Professor Emma Renold and Nazir Afzal OBE will address both the practical and political dimensions of implementing high quality RSE, and a selection of exciting workshops will support your continuing professional development. Early bird rates are available until mid-September. 
 
Training for local school RSE advisors
A new ‘Train the trainer’ style training and support package is available from the Sex Education Forum which provides training for local authority (and similar) advisors who want to provide intensive support with RSE to selected schools in their area. The training equips advisors to be confident users of the Government RSHE guidance, along with skills and tools to coach schools through a change process leading to high quality RSE provision. Advisors attending the training are provided with a school audit tool which facilitates school action planning, and advisors participate in an action learning set so that they can build a network of peer support in their role. Enquiries to Lucy Emmerson: lemmerson@ncb.org.uk and see further details of Sex Education Forum support and training available to commission nationwide here.  



	
BiTC Menopause in the workplace webinar - 1 October 2019
This event will be an opportunity to learn about how businesses can best support women transitioning through menopause in the workplace and hear case studies of policies and practices adopted by the organisations leading the way. During the webinar, you will hear from the BITC Age campaign and leading academics from The Open University and University of Bristol about current research findings and guidance on policies and best practice to make your workplace menopause friendly. BITC will be sharing content from a new toolkit which provides practical guidance for HR, Wellbeing and Occupational Health practitioners, developed from both new research and our evidence-based insights into what really works in business. There will be a focus on action steps and suggestions about how you might develop an event or awareness-raising campaign for your company to mark World Menopause Day on 18 October.

Speakers: Professor Jo Brewis, The Open University and Dr Vanessa Beck, University of Bristol

Date: Tuesday 1 October    Time: 2pm    Registration: Sign up here 


	Webinar - Prevention Concordat for Better Mental Health
The PHE National Team will be hosting a Webinar on the 12.30 – 13.30 on 8th October about the Prevention Concordat for Better Mental Health. 
Joining instructions are below. 
 
Join Skype Meeting - https://meet.phe.gov.uk/shanel.reshat/4ZF9QQYC
Join by phone 
+44 208 495 3300,,7181340#  (Dial this number from a normal phone if you cannot join from a Skype for Business device or cannot use the web app from outside PHE) English (United Kingdom) 
VoIP Ext 53300,,7181340# (Dial this number from a normal phone if you cannot join from a Skype for Business device or cannot use the web app from outside PHE) English (United Kingdom) 
Non-PHE attendees: You can also join via Skype even if you do not have Skype installed. Simply click the "Join Skype Meeting" hyperlink above to join via the PHE Skype Web App. 
To join this meeting from a: PHE Polycom room system, dial the conference ID above; Non-PHE videoconference unit, dial the conference ID above, followed by "@video.phe.gov.uk" e.g. 123456@video.phe.gov.uk ; Alternatively, use the format: video.phe.gov.uk##123456 
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	Health Profile for England: 2019 update
PHE has published (11 September) an update to its Health Profile for England (HPfE), which brings together knowledge from PHE data and tools, such as the Public Health Outcomes Framework (PHOF), supplemented with analyses from other published sources such as the Office for National Statistics, other Government Departments and the Global Burden of Disease Study.  A full report has not been produced for 2019; however, where new data has become available, tables and charts have been updated. The main findings are summarised in a PHE Exposure blog: Nine key points from our 2019 update.  


	
Dementia Risk Reduction - Links & Resources




	
The NHS Employers ThinkFuture programme 
NHS Employers has a new campaign, the ThinkFuture programme which aims to support employers to bring more young people into their workforce. They have developed a range of tools and resources to support employers, which can be found here.


	
Smoking, Drinking and Drug Use among Young People in England 2018 Survey

Drugs

The level of overall drug use among school children is unchanged from the 2016 survey. The proportion of 11-15-year olds reporting ever having used any drug is 24% which is not significantly different statistically from the previous survey. This confirms that the large increase reported in 2016 is likely to be a genuine increase in drug use among school children and not just a blip in a continuing downward trend (as had been a possibility before). It’s at least encouraging that the 2018 survey has not shown a further rise. 

As with previous years, cannabis is the most common drug that school children have used (9.5%). The second most commonly used drug is nitrous oxide (5.7%) which was included for the first time in the 2016 survey. The inclusion of nitrous oxide from 2016 means that overall prevalence of drug use in the last two surveys is not comparable with previous years, although there was a large increase from 2014 even when nitrous oxide is excluded.  There have been apparent increases in the use of some individual drugs (although statistical significance is not reported). The proportion who reported ever using ketamine rose from 0.6% in the last survey to 1.2% in 2018, which is consistent with other indicators that suggest use of ketamine among younger age groups has risen. The proportion who have used cocaine also seems to have increased in 2018 and is double what was reported in 2013 (1.8% compared with 0.9%). 

Alcohol

The question used to determine the prevalence of alcohol use was changed in 2016.  While this means the survey now gives an improved picture of the proportion of young people who have drunk alcohol, comparisons with years prior to 2016 are not possible. The results for 2018 show that 44% of pupils said they have ever had an alcoholic drink, the same as in 2016. This varies with age, increasing from 14% of 11-year olds to 70% of 15-year olds. In 2018, 10% of pupils said they had drunk alcohol in the last week, the same as in 2016.  Girls (11%) were more likely than boys (7%) to have been drunk in the previous four weeks.  Pupils who had drunk alcohol in the last week consumed an average of 10.3 units that week. 

Pupils who drank in the last week were most likely to have drunk beer, lager, or cider, with boys more likely than girls (87% of boys, 65% of girls). Girls were more likely than boys to have drunk spirits (67% of girls, 53% of boys), alcopops (39% and 27%) or wine, martini or sherry (55% and 27%). 

Smoking, Drinking and Drug Use among Young People in England 2018 Survey


	
Consultation (DWP): Proposals to reduce ill health-related job loss
In a joint public consultation, the Department for Work and Pension and DHSC have proposed a package of measures to encourage employers to support employees with health conditions so they can continue to thrive in work and thus help to reduce ill health-related job loss. The full proposals (in various formats) are published on GOV.UK at: Health is everyone’s business: proposals to reduce ill health-related job loss. Online responses to the consultation are invited via the DWP consultation hub. The deadline for responses is 2345 hrs on 7 October 2019. Queries should be sent to: workandhealthunit.consultationteam@dwp.gov.uk. 


	Materials from the Health Matters teleconference on ‘Rough Sleeping’ – 30.09.19

1. A short outline of the full content is attached. 


1. The full edition: https://www.gov.uk/government/publications/health-matters-rough-sleeping/health-matters-rough-sleeping

1. The launch blog that provides a summary of the full edition’s content: https://publichealthmatters.blog.gov.uk/2019/09/30/health-matters-rough-sleeping/

1. The link to sign up to the Health Matters Bulletin
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Local actions to promote dementia risk reduction: 

Delivering local tobacco control strategies

Implementing policies to reduce alcohol consumption

Encouraging physical activity

Supporting healthy eating

Encouraging people to be socially active and mentally stimulated

Including dementia risk reduction messages in the NHS Health Check for 40-74 year olds, and in local MECC programmes



  





Dementia Risk Reduction 

Source: PHE (2016) Midlife Approaches to Reduce Dementia Risk https://www.gov.uk/government/publications/health-matters-midlife-approaches-to-reduce-dementia-risk/health-matters-midlife-approaches-to-reduce-dementia-risk   
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Dementia Risk Reduction - Links & Resources

NHS Health Check website dementia training page, including online training

Dementia NHS Health Check leaflet

Health Education England E-learning for Healthcare resources on dementia

HEE Person centred care - dementia

Dementia Core Skills Education and Training Framework (see from p.21)

Information about Dementia on NHS.net

Dementia Connect – Alzheimer’s Society directory of local dementia services

‘Reducing the risk’ – Alzheimer’s Research UK leaflet on dementia risk reduction. 

Health matters: midlife approaches to reduce dementia risk – Public Health England

Dementia-Reducing Your Risk- Alzheimer’s Society booklet

World Health Organisation Guidelines on Risk Reduction of Dementia and Cognitive Decline 





  







2



image2.png

Public Health
England

Protecting and improving the nation’s health






image3.png

Around a of Alzheimer’s
disease cases might be
attributable to potentially
modifiable risk factors.

A in risk
factors per decade could
reduce UK prevalence by
(300,000 cases)

by 2050








image25.emf
Health Matters  Short rough sleeping copy.pdf


Health Matters Short rough sleeping copy.pdf
‘7. d;‘
Public Health
England

Protecting and improving the nation’s health

Health Matters






od
Public Health
England

Protecting and improving the nation’s health

Health Matters

1. The causes of
homelessness and
rough sleeping

The causes of rough sleeping are typically
described as either structural or individual.
Structural explanations locate the causes
of homelessness in broader forces, and
individualist explanations focus on the
personal vulnerabilities and circumstances
of people who experience rough sleeping.

Homelessness is often the consequence
of a combination and culmination of these
factors, which can be interrelated and
reinforced by one another. Causes and
relationships between these factors vary
across the life course.

lll health can be both a cause and
consequence of homelessness, although
it is not always identified as the trigger of

homelessness. For example, ill health may
contribute to job loss or relationship
breakdown, which in turn can result

in homelessness.

Rough sleeping

The causes of rough sleeping are typically described as
either structural or individual factors. These can be
interrelated and reinforced by one another.

Structural factors include: Individual factors include:

® poverty o

inequality o

housing supply and affordability o

unemployment or insecure
employment o

access to social security

poor physical health
mental health problems

experience of violence,
abuse and neglect

drug and alcohol problems
relationship breakdown
experience of care or prison
bereavement

refugees

o jg
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2. What the statistics are
telling us
TS In autumn 2018, 4,677 people were estimated to

who experience rough sleeping have be sleeping rough on a single night in England
increased by 165% since 2010 to 4,677.

However, research from Crisis estimates
that more than 8,000 people were
sleeping rough across England in 2016. o decrease SlnCe |ncrease S|nce
This is predicted to rise to 15,000 b

P / 2 /0 2017, when there 2010, when there

2026, if nothing changes.
was a total of was a total of
People who experience rough sleeping

face a higher likelihood of dying from o
injury, poisoning and suicide. ) 1 65 () 5

In 2017, there were an estimated 597
deaths of homeless people in England
and Wales, a figure that has increased by
24% over the last 5 years. Men made up
84% of these deaths.

Source: MHCLG Rough Sleeping Statistics, 2018
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3. Who is sleeping rough?

In the 2018 counts and estimates, 84%
of people were men, while 14% were
women (gender for the remaining 2%
was unknown). 80% were aged over 25
years. 64% were UK nationals; 22% EU
nationals and 3% non-EU nationals.

Research suggests that there has been
an upward trend of women sleeping
rough over time, in both proportional and
absolute terms. Average age at death for
women who sleep rough is lower than
that of men who sleep rough.

Rough sleeping is unevenly distributed
across the country, with trends showing
that it has increased in many different
areas across the country. The largest
increases since 2010 have been in urban
areas, with rural areas and some seaside
towns seeing smaller increases.

The demographics of people who sleep rough

In terms of nationality In terms of gender

64%

were UK nationals

84%

identified as male

14%

identified as female

1
¢
o

¥ 3%

# Wwere non-EU

>

nationals

Data from autumn 2018 in England

Rough sleeping

In terms of age

were

aged 26
years
or over

were aged 25
years or under
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4. The physical and mental ALCOHOL MISUSE
health needs of people who o ol
experience rough sleeping o w - 42 OA)
[ [ J
People who experience rough sleeping ﬁ;g?:laelzii:flzi‘:ng roorugh R l i y of people seen
also experience some of the most severe mental heatth ’su %rt S P « Sleeping rough had
health inequalities and report much PP °, J alcohol misuse needs

[ . [} \
poorer health than the general
population. Many have co-occurring
mental ill health, drug and alcohol
dependence and physical health needs,
and have experienced significant trauma
in their lives. MENTAL HEALTH DRUG MISUSE

Evidence has shown that, compared

) l ) '
s 50% L 410
with the general population, common S ” 0 S P4 4 1 /o

mental health conditions are over twice _' ’_ of people seen sleeping y ~" \

as high among people who experience L . rough had mental ¥ T oipecEElEEl
homelessness, and psychosis is up to 15 ’ S  health needs ., @ J Zleepln_g rough hgd
' ' . o rug misuse needs
times as high. Of the people seen /. g o \ /. - \

sleeping rough in London in 2018-19,
50% reported mental health needs.

Source: CHAIN data from London in 2018 to 2019
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5. Call to Action Why invest?
This is
The government’s Rough Sleeping 3 to 4 ti mes

Strategy states that: ‘Our vision is that by th t of
2027 all parts of central and local B T o P e € average Cost O
government, in partnership with business, )

the public and wider society are working rough sleeping to the £4 600
together to ensure that no-one has to public purse is between J ) )
experience rough sleeping again’. to pUb|IC Se 5 of

£14,300 [P

As well as the cost to the health of people

experiencing rough sleeping, people £
experiencing rough sleeping incur greater and 2 1 ] 200

costs to the wider public purse than the per person

general population. “

per year 4‘}(% ?:s

>

Ultimately, the call to action for all
concerned, including leaders in health and
social care systems, to address the
significant health inequalities experienced
by people sleeping rough is the prevention
and ending of homelessness.

Source: Hard Edges report, 2015

Full content available here: https://www.gov.uk/government/collections/health-matters-public-health-issues
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Information/Resources



		The Good Childhood Report 2019



		

The Good Childhood Report 2019, published by the Children’s Society is the eighth in an annual series, looking at the latest trends in children’s well-being, family, financial circumstance, multiple disadvantage and what children and young people think about the future.



The report calls on the Government to introduce national measurement of well-being for all children aged 11-18 to be undertaken through schools and colleges once a year. This would enable the experiences of young people to be recorded and issues acted upon for future generations.







		

Related weblinks: 

https://www.childrenssociety.org.uk/what-we-do/resources-and-publications/the-good-childhood-report-2019 

Download Full Report:  https://www.childrenssociety.org.uk/sites/default/files/the_good_childhood_report_2019.pdf 



		

Contact for more information: 

The Children’s Society  supportercare@childrenssociety.org.uk   020 7841 4400.












		Chief Medical Officer Physical Activity Guidelines



		

The Chief Medical Officer has published updated physical activity guidance with specific infographics for early years (birth to 5) and children and young people (5 to 18).  There is also guidance for pregnant women and women who have given birth in the past 12 months.





		Related weblinks



Chief Medical Officer’s Updated Guidelines on Physical Activity

https://www.gov.uk/government/collections/physical-activity-guidelines 



Infographics:  https://www.gov.uk/government/publications/physical-activity-guidelines-infographics 









		Fund to track child abuse victims and perpetrators



		

A £30 million funding boost will equip law enforcement with pioneering new tech and capabilities to track down more paedophiles operating online and safeguard children who have been abused.



The additional investment to tackle child sexual exploitation and abuse will help target the most dangerous and sophisticated offenders who operate on the dark web





		Related weblinks: 

Government Press release on new fund:  https://www.gov.uk/government/news/multi-million-pound-funding-to-protect-child-abuse-victims-and-track-down-offenders







		Hungry Little Minds



		

In July 2018, the Department for Education (DfE) announced the government’s ambition to halve in ten years the proportion of children who finish reception year without the communication, language and literacy skills they need to thrive. 

As part of this endeavour, DfE has launched Hungry Little Minds – a new three-year campaign to encourage parents and carers to engage in activities that support their child’s early learning and help set them up for school and beyond.







		Related weblinks: 

Campaign website:  https://hungrylittleminds.campaign.gov.uk/ 

Campaign toolkit:  https://www.gov.uk/government/publications/using-the-hungry-little-minds-brand#2019-09-10T11:00:19Z 





		Contact for more information:

hle.coalition@education.gov.uk. 







		Publication of Useful Data



		

Key data on young people

The Key Data series aims to collate descriptive data for the 10 to 24 age group from publicly available sources, in order to promote better understanding about the age group as a whole. The report provides a unique collection of statistics describing the population, living circumstances and overall health of young people in the UK in 2019.



Child death data

These analyses from the Local Safeguarding Children Board's (LSCBs) data collection focus on the number of child death reviews completed and the decisions made by Child Death Overview Panels (CDOPs) on behalf of their LSCBs in England.





		Related weblinks: 

Key Data on Young People 2019



Child Death Reviews: year ending 31 March 2019 

Child Death Reviews: year ending 31 March 2018 









		Changes to National Health Service 

(Charges to Overseas Visitors) Regulations



		

Guidance on implementing the overseas visitor charging regulations has been published.  The Charging Regulations place a legal obligation on providers of relevant services to establish whether a person is an overseas visitor to whom charges apply, or whether they are exempt from charges. Prior to 23 October 2017 this legal obligation applied only to NHS trusts, NHS foundation trusts and local authorities in the exercise of public health functions in England, but since then it has also been applied to any provider, including non-NHS organisations such as private and voluntary providers, supplying relevant services.



Please note this particular paragraph:



5.14 A child born to a person who is exempt from charges under Regulation 10 or 11 will also be exempt from charges while they are aged three months or younger provided that the child has not left the UK since birth. Parents should ensure that they regularise their child’s immigration status in the UK during this three-month period, which may include the parent paying the health surcharge on their child’s behalf. If the parent does not regularise their child’s status, they will be liable for any charges for treatment provided to the child after the three-month period. 







		Related weblinks: 

Guidance can be downloaded from here:  https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/771515/Guidance_on_implementing_the_overseas_visitor_charging_regulations.pdf 





		

Key Data on Young People



		

The “Key Data on Young People” series brings together all the robust and representative information we can find to get a full impression of young people in the United Kingdom. Every new edition of “Key Data on Young People” is revised to reflect current issues and concerns about young people’s health.  The 12th edition of the report includes sections on policy context, indicators of poverty and hardship, burden of disease and international comparisons in key health outcomes.



There is a promotional animation that summarises the main changes since the last edition (2 years ago) which can be downloaded for use in presentations.







		Related weblinks: 

Association for Young People’s Health  http://ayph.org.uk/key-data-on-young-people 





		Contact for more information:

Ann Hagell at AYPH http://www.youngpeopleshealth.org.uk/contact 









		The Ten Minute Shake Up Campaign – 

Train Like a Lioness!



		

New resources to support the “Ten Minutes Shake Up” campaign using the Lioness Football team as inspiration.  There are links to resources for healthy eating and Our Healthy Reception Year as well.  



(Please note the webinar is now past.)



“The film that is embedded in this powerpoint presentation is simply brilliant – it profiles the England Lionesses footballers and dancers from the Lion King in a really inspirational way. Please watch it!”







		Related weblinks: 

Move Like a Lioness

https://campaignresources.phe.gov.uk/schools/resources/shake-up-your-school-lesson-starter-try-your-best?WT.mc_id=PHE_Email_10MSU_SEP19_Subscriber_Download_Lioness 



Healthy Eating Resources

https://campaignresources.phe.gov.uk/schools/topics/healthy-eating/overview?WT.mc_id=PHE_Email_10MSU_SEP19_Subscriber_Explore_Swap 



Our Healthy Year Reception Kit

https://campaignresources.phe.gov.uk/schools/resources/our-healthy-year-reception-toolkit?WT.mc_id=PHE_Email_10MSU_SEP19_Subscriber_Download_HealthyYear 









		Sugar Reduction Progress Report:

Report on Progress 2015 - 2018



		

PHE has published a Progress report on the sugar reduction programme between 2015 and 2018, principally for the food industry and public health bodies.  The report assesses progress:



· in reducing sugar and calories, in product categories included in the programme

· by retailers and manufacturers

· in the out of home sector

· for drinks covered by the Soft Drinks Industry Levy (SDIL) including an assessment by socio-economic status

· by individual businesses, and in top-selling products in each category



The report also includes case studies supplied by the food industry.





		

Related weblinks: 

Download the report:  https://www.gov.uk/government/publications/sugar-reduction-progress-between-2015-and-2018 









		CMO Guidelines on Physical Activity 

Follow up from 11th September Webinar 



		

On 11th September the Chief Medical Officer hosted a webinar to promote the updated guidelines for physical activity.  Resources from this webinar and to support the new guidelines have also been published:



· Free peer-to-peer training for groups of healthcare professionals.  This training covers the new guidelines and is free of charge and a local Champion will deliver the training at the time and place requested for groups. 

· New free e-learning on physical activity and health (including the new guidelines).

· Moving Medicine resource for clinicians on physical activity conversations. 





		Related weblinks: 



Video recording of the webinar:  https://youtu.be/EM1qh7sLi94 (note - the slides appear on the screen 3mins 20secs into the video as the main presentation begins)



E-learning on physical activity:  https://www.e-lfh.org.uk/programmes/physical-activity-and-health/



Moving Medicine:  https://movingmedicine.ac.uk/







		Contact for more information



To book a free session of the peer to peer training:   physicalactivity@phe.gov.uk 

To provide feedback on the resources:  info@activepartnerships.org










		Consensus statement:

Supporting professionals to have healthier weight conversations



		

On Tuesday the 10th of September PHE published the ‘Supporting professionals to have healthier weight conversations’ consensus statement. 



The consensus statement has been co-produced with a number of professional organisations for the public health workforce. Fourteen professional organisations are listed on this document as supporting partners.

The consensus statement describes the intent of professional organisations to work together, support and enable the public health workforce to have healthier weight conversations and maximise population behaviour change, helping individuals and communities significantly reduce their risk of obesity, in order to support the national ambition to halve childhood obesity rates by 2030.

We are currently seeking the support of additional professional organisations. 



Please share this with your networks.





		

Related weblinks: https://www.gov.uk/government/publications/healthier-weight-conversations-support-for-professionals





		

Contact for more information: Kate Sewell kate.sewell@phe.gov.uk 









		Warwickshire Director of Public Health Annual Report:

Follow up on the “Eat, Sleep, Selfie Repeat” recommendations



		

The 2019 Director of Public Health Report for Warwickshire includes a progress report on the recommendations for last year’s report “Eat, Sleep, Selfie, Repeat” report which looked at the impact of social media use on young people in Warwick. 



Warwickshire’s work was showcased at the PHE Annual Conference 2019.





		Related weblinks: 

Warwickshire Council DPH Reports https://i.warwickshire.gov.uk/content/director-public-health-annual-reports/director-public-health-annual-reports 



Report 2019:  https://apps.warwickshire.gov.uk/api/documents/WCCC-630-1949



Report 2018:  Eat, Sleep, Selfie Repeat:  https://apps.warwickshire.gov.uk/api/documents/WCCC-630-1716 



		

Contact for more information

dphadmin@warwickshire.gov.uk.35 










		Early Intervention Foundation Guidance Report:

Improving social and emotional learning in primary schools



		

There is extensive evidence associating childhood social and emotional skills with improved outcomes at school and in later life, in relation to physical and mental health, school readiness and academic achievement, crime, employment and income. The Early Intervention Foundation and the Education Endowment Foundation have published guidance to support primary schools to critically review how they support children’s social and emotional development.



The guide sets out six sets of recommendations, aiming to support primary schools to:



· teach SEL skills explicitly

· integrate and model SEL skills through everyday teaching

· plan carefully for adopting a SEL programme

· use a SAFE curriculum: sequential, active, focused and explicit

· reinforce SEL skills through a whole-school ethos and activities

· plan, support and monitor SEL implementation.







		Related weblinks: 

Early Intervention Foundation:  https://www.eif.org.uk/resource/improving-social-and-emotional-learning-in-primary-schools-guidance-report 



Education Endowment Foundation:  https://educationendowmentfoundation.org.uk/ 



Download the Guidance:  https://www.eif.org.uk/files/pdf/improving-social-and-emotional-learning-in-primary-schools.pdf 





		[bookmark: _Hlk11916560]NATIONAL CHILD MEASUREMENT PROGRAMME (NCMP)



		NHS Digital NCMP Annual Report 2018/19: 



To be published 10 October 2019 at 9.30am.

PHE Regional Directors and NCMP Leads will be sent a briefing note the day the results are published.



		[image: ]



		Related web links: https://digital.nhs.uk/data-and-information/publications/statistical/national-child-measurement-programme



		Contact for more information: enquiries@nhsdigital.nhs.uk







1



image1.png

nati-chil-meas-prog-eng-2017-2018-rep - PowerPoint Lisa Mabbs

Insert  Draw Design Transitions ~ Animations ~ Slide Show ~ Review  View EndNoteX8  Q Tell me what you want to do

m

=) Eayout- m n NN\DOO[ G OFind

paste ey S ooa ALLD B L % Replace -
- Side - ‘Bsection- | B T U S s & AN LY KT s [} Select -
Clipboard n Slides Font paragraph Drawing Editing

4 Default Section

NHS|
L Digital

' National Child Measurement
- Programme
- England, 2018/19 school year

5
[ - -

E Information and technology 10 October 2019
7

-® _ Clickto add notes
slide 1of 26 [[% 2 Notes B 88 =T -








image5.png




image6.png




image7.emf
Water Wellbeing  flyer.PDF


Water Wellbeing flyer.PDF
Introducing the

Water Wellbeing
Programme

Create an inclusive, attractive and supportive pool
environment to help people with health conditions

to become active.

Swim
England

Water Wellbeing






Background

In 2017 Swim England published the Health and Wellbeing
Benefits of Swimming report.

This evidence based report suggests that the unique properties
of water, combined with the popularity and accessibility of
swimming, provides enormous potential to help improve people’s
activity levels, health and social wellbeing.

A new approach to health

Building on the experience and understanding gained through
our Dementia Friendly Swimming project, we have seen an
opportunity to extend the benefits of swimming to a wider
audience. We are now working with operators and partners to
create pools that are attractive and supportive to people with
health conditions.

Emerging findings
While it is early days in the delivery of the programme,
we have already seen users benefit in a number of ways:

reductions in pain

improvements in performing everyday tasks
improvements in mental health

cancellation of operations - one individual reported such
an improvement in function that they no longer required
surgery on their knee.

Participants

“Since starting, I've managed to reduce the drugs I'm taking.
With a back condition, it's very difficult to get to sleep. By doing
these exercises | can get a good night's sleep and at the same
time reduce my drugs, so it's a winner all round. The staff are
great and informed and the exercises build up too, so you are
gradually growing your confidence.”

Pool sites

“The environmental audit has been a great tool to help us identify
areas of improvement. We now have a plan for continuous
improvement, which includes investment in our facilities to
improve accessibility and provide a better customer experience.”

Regular swimming can help to
reduce long-term health conditions

70%

condition®

0%
of the NHS budget goes on 20 - 4
chronic diseases like diabetes

and heart disease

Swimming is good for health and
wellbeing, at any age

Months Years

It helps children It helps adults reduce It helps older people
develop more quickly stress and improve stay mentally and
overall health physically agile

Swimming is low impact, but

high reward
Reduces
Lowers blood joint pain
pressure

¢ ‘ 1

T T 0

Improves Improves lung Improves
heart health capacity balance and
mobility





About the

Water Wellbeing Programme

The Water Wellbeing Programme encompasses the entire customer journey - facility, staffing and
programming — to create the right environment to support people with health conditions and encourage
people to become active.

Programme overview

Review site opportunities and action plan
Delivery of training on inclusive customer service for site

Environmental audit of site and changes made

Learn to Swim Good Boost

Equipment and access
to software

Online training for
swimming teachers

Marketing materials

Poolpod training
and manual

Guide to teaching people
with health conditions

Good Boost training
and support

Ongoing support from Swim England on recruitment/marketing and training such as webinars

Data collection and share and learn days

Key programme elements

Pool audit Training for Training for Online training Marketing support | Ongoing support
all staff exercise referral for swimming
instructors teachers
An analysis To help them Aquatic Activity Access to training Advice on marketing | Including:
of the pool deliver an inclusive for Health course to | and resources of programmes - Help with data
environment with customer service, help instructors to to provide more and recruiting collection
recommendations better supporting deliver an aquatic targeted adultlearn | participants; and sharing of

on any changes
needed to make
the facilities more
inclusive.

people with health
conditions and
impairments.

exercise programme.

to swim experiences,

plus webinars on
health conditions.

including links

with key national
charities and local
volunteering groups.

best practice.

- Fact sheets on
health conditions
for swimmers,
coaches
and health
practitioners.

Delivery Partners

Swim England is working with a number of expert partners to
support effective delivery, including:

Richmond Group of Charities [richmondgroupofcharities.org.uk]
and Sport England [sportengland.org] to encourage the least
active to get into aquatic activity and identify local leads to

support recruitment.

Versus Arthritis [versusarthritis.org] training volunteers to act
as peer mentors to support the recruitment of people with arthritis

into the programme.

Good Boost [goodboost.org] piloting the use of artificial
intelligence to develop individualised exercise programmes
for people with health conditions.

Poolpod [poolpodproducts.com] with funding from the London
Marathon Charitable Trust we are supporting the installation
of innovative pool entry systems for people with impairments.

- Activity Alliance [activityalliance.org.uk] to create online
inclusive customer service training.




http://richmondgroupofcharities.org.uk

http://sportengland.org

http://versusarthritis.org

http://goodboost.org

http://poolpodproducts.com

http://activityalliance.org.uk



Swim
England

Contact us today for more details

The Swim England Health and Wellbeing team

health@swimming.org

Pavilion 3, SportPark, 3 Oskwood Drive, Loughbarough University, Leicestershire LET1 3QF
Tel: 01509 618700 | swimming.org

01995SE 09/19

SPORT
\Y# ENGLAND .



http://swimming.org

mailto:




image8.emf
Walking for Health  Service Proposition.docx


Walking for Health Service Proposition.docx
[image: ]

The Ramblers Walking for Health programme: 

Service proposition to local schemes 

We are delighted to announce that through funding from Sport England and the players of People’s Postcode Lottery, the Ramblers can continue to support local Walking for Health schemes to deliver short group walks. The announcement on Sport England funding can be found here 



Scheme support

The team has been restructured - you can find more about the new team structure here.



Short group walks programme manager

Ed Nicholas
Responsible for: Overall management of the operational delivery of Walking for Health

Programme transformation and long-term sustainability

[bookmark: _GoBack]National Partner links

Management of research and data transformation



Short group walks senior delivery officer

Emily Hatcher

Responsible for: Management of links with schemes

Management of training development

Management of projects

Managing the programme’s communication channels, including the scheme and volunteer newsletters, website content and social media activity


Short group walks delivery officers
Areas of coverage



Lucy Everett (South)

 

		Gloucestershire

		Oxfordshire

		London



		Avon

		Berkshire

		Norfolk



		Somerset

		Hampshire

		Suffolk



		Cornwall

		Channel Islands

		Essex



		Devon

		Isle of Wight

		Cambridgeshire



		Dorset

		Surrey

		Hertfordshire



		Wiltshire

		Sussex

		Bedfordshire



		Buckinghamshire (inc. Milton Keynes)

		Kent

		







Paul Woolley (North)

	

		Cumbria

		Northumberland

		Derbyshire



		Lancashire

		Tees Valley

		Nottinghamshire



		Merseyside

		Tyne & Wear

		Lincolnshire



		Manchester

		Durham

		Leicestershire



		Cheshire

		North Yorkshire

		Birmingham and Black Country



		Staffordshire

		West Yorkshire

		Warwickshire



		Shropshire

		South Yorkshire

		Northamptonshire



		Herefordshire

		Humberside

		Worcestershire







Responsible for: First point of contact with schemes and supporting schemes to maintain high quality standards

Project support in specific places

Cascade trainer support



Short group walks support officer

Alice Criscuoli
Responsible for: Supporting schemes with general support and queries; providing database assistance to scheme coordinators



Existing written support and guidance resources will continue to be available to your scheme this year. We encourage you to utilise these resources prior to contacting the delivery officers. Alongside this, new guidance aimed at supporting you in the following areas will be available shortly. These include: 

· Delivering short group walks 

· Engaging health care professionals

· Ensuring your scheme’s sustainability



We welcome your contribution and views as we explore how we can sustain and integrate the programme from 2019, and we will be organising opportunities to discuss this with you over the coming months. 



Training and Volunteer Management


We will continue to offer cascade training. This will ensure schemes can deliver safe, enjoyable and inclusive walks. Cascade training will be delivered as and when it is warranted. Expressions of interest are to be made to your delivery officer when required. 



Cascade trainers will continue to have access to support via phone and email from delivery officers.



We will ensure that cascade trainers have the training materials they need, including access to presentations, trainer resources, walk leader manuals and progress cards. The system for obtaining these resources has changed and everything is now downloadable from the Walking for Health website.



Walking for Health continues to be reliant on a network of thousands of incredible volunteers. We will therefore continue to offer advice and guidance around good practice in volunteer management and will maintain a bank of supportive resources via our website.



Insurance

Walk leaders will continue to be covered by the Ramblers insurance this year as long as the scheme remains part of the national programme by adhering to our quality standards and the walk leaders have completed our training. 



Accreditation

Existing schemes will remain accredited if they continue to maintain the quality standards set out within the accreditation guidelines. 



Data Management 

The Walking for Health database will be maintained and support and guidance for scheme co-ordinators will continue to be provided, via our comprehensive guides. Limited database training will be available for scheme-coordinators as need is identified. It continues to be within the scheme co-ordinator role to cascade this information to local data administration volunteers. 



Through our guidance documents and support from delivery officers, we will continue to provide assistance to enable schemes to run standard reports from the database. 



Templates for walk registers, risk assessments and incident reporting will continue to be available.



Marketing and Communications
The Walking for Health website will continue. 



All promotional materials and guidance to support schemes will be rebranded and located in the Running Health Walks section of the website. 



The Walking for Health social media channels on Facebook and Twitter will continue. With closer links within the Ramblers, the programme will benefit more from support and resources available to the whole organisation. Together, we will continue to produce guidance to help support your work. 



We will continue to produce and distribute regular e-newsletters to keep you up to date with relevant news from the programme, celebrate the achievements of schemes, and share support and guidance. Scheme co-ordinators are strongly encouraged to disseminate these as widely as they feel appropriate.

Page 1 of 3
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Public Health
England
Serial number 2019/043 Date 5 September 2019

Event: Increase in Group A Streptococcal infections in Prisons, PWIDs, and those who are
homeless or live in hostels

Notified by: Isabel Oliver, National Infection Service

Authorised by: Isabel Oliver, National Infection Service; Peter Kelly, Centres and Regions

Contact [sabel.Oliver@phe.gov.uk — incident lead
Theresa.Lamagni@phe.gov.uk, Group A Streptococcus epidemiologist
Derren.Ready@phe.gov.uk — Reference laboratory, NIS
Eamonn.O'moore@phe.gov.uk - Health and Justice

PHE NIRP Level Incident Type A (standard incident management arrangements) geographically
defined covering one or more PHE Centres

Incident Lead Isabel Oliver

Background and Interpretation:
This is an update on the briefing note issued on 8 May 2019.

We continue to investigate an increase in group A Streptococcus (GAS) infections in people in prison,
people who use drugs and those who are homeless or live in hostels. The increase includes several
emm types, with two particular emm types being more frequently recovered from these groups, emm
66.0 (27% of isolates) and emm 108.1 (27% of isolates). Other emm types recovered from 5% or more
of cases are emm 94.0 (8%); emm 89 (5%) and emm 83.1 and 83.13 (6%). Recent spatial and temporal
clusters of emm type 83.1 are currently under further investigation. In some of these GAS clusters there
have also been coinfections with Staphylococcus aureus (MRSA and MSSA). An initial IMT was
convened on 5™ April 2019.

Case definition: People in prison (including staff) and / or people who use or have a history of using
drugs (injecting or not) and / or people who live in a hostel and / or are homeless with invasive or skin
and soft tissue GAS infection of any emm type from 1 January 2018 with the case definition expanded in
the prison setting to include Staphylococcus aureus (MRSA and MSSA) bacteraemia and skin and soft
tissue infections.

1,066 cases meeting the outbreak case definition have been identified between January 2018 and 27
August 2019. 1,026 cases had a GAS infection (invasive/non-invasive) and 60 had S. aureus infections
(20 cases had coinfections). 24 reinfections have been identified in cases with specimens taken 30 or
more days after their first episode of infection. A general rise in the number of GAS infections in people
in prisons was seen throughout 2018 and into 2019, with a significant increase from March 2019 up to a
peak of 128 cases in May 2019. Of the 1,026 GAS infections, 651 were invasive and 375 non-invasive
or unspecified. 392 were admitted to hospital and 10 deaths (all-cause mortality) have been identified.
733 cases (69%) have a history of injecting drug use of which 707 cases (96%) are current drug users.
79 cases areassociated with hostels and 276 cases have been reported from people with no fixed
abode or rough sleeping (note there is likely to be overlap between these groups). 22 prisons have
reported 2 or more cases meeting the outbreak case definition with 44 iGAS cases have been reported
in prisons. 88% (607 cases) of GAS infections outside of prison settings were invasive, compared to just
6% (44 cases) in prison-associated cases.

Investigations are ongoing and include:

e  Completion of trawling questionnaires to identify risk factors for transmission. 138
guestionnaires have been completed on recent cases (87 in prison settings and 51 in the
community). The groups currently being targeted for questionnaires are indicated below:

o IGAS cases in the community
o Cases confirmed as emm-type 83.1

Increase in Group A Streptococcal infections in Prisons, PWIDs, and those who are homeless or live in hostels 2019/
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Please note that collaboration with prison authorities to investigate in more detail risk factors for
transmission within prisons has been undertaken and completion of trawling questionnaires
from cases in prison is no longer requested (with the exception of confirmed emm 83.1
cases).

e Whole Genome Sequencing (WGS) of 95 isolates of emm 108.1 that met the case definition
suggested a recent expansion of a strain lineage, which is supported by evidence of low single-
nucleotide polymorphism (SNP) variation (maximum distance observed between isolates in the
clade being 12 SNPs and an average distance between two isolates being 3.6 SNPs). 15
genomic clusters were identified (between two and 23 isolates per cluster) using a 0 SNP
cluster threshold, indicative of potential recent transmission. Epidemiological links are being
investigated.

e WGS of 63 emm 66 isolates that met the case definition revealed a number of regional related
clades with 0-3 SNPs indicative of a strain may have become established within the population.

As part of control measures, the Health and Justice team has issued advice to NHS England
commissioned services to ensure that microbiology swabs are taken from all skin and soft tissue
infections in prisons and GAS positive cases reported to the local HPT.

The outbreak control team have published the following guidance and resources:

e Updated prison guidance: (https://www.gov.uk/government/publications/preventingand-
managing-bacterial-wound-infections-in-prison )

e Training resources for hostel staff

e Bacterial infections advice for people who inject drugs (leaflet and poster) available in the duty
doctors pack (http://phenet.phe.gov.uk/Resources/duty-doctors/Pages/Group-A-streptococcal-
infection.aspx) and in editable format at the following box location for users to adapt and design
for local services (https://app.box.com/s/e3fua8d2hevxyOes5cia992ay6wwn597)

e Resources for healthcare staff working with PWIDs in the community.

e FAQsonWGS

Implications for PHE Centres

Health Protection Teams should be aware of the potential for GAS clusters in their local prisons, PWIDs
and people who live in a hostel and / or are homeless as highlighted above.

Implications and recommendations for NHS & PHE microbiology services

Microbiologists should be alert to the increase in GAS infections in people in prisons, PWIDs and people
who live in a hostel and / or are homeless as highlighted above.

Invasive and non-invasive GAS isolates from clusters in prison settings, among PWIDs or the homeless
should be sent to the Streptococcal Reference Laboratory in Colindale. Referral forms for these isolates
should be clearly labelled with details such as PWID status, prison /setting hame and the prison /setting
postcode to prioritise testing. Typing of these isolates will be free to NHS users. Microbiologists should
alert their local Health Protection Team when they become aware of an apparent increase in invasive or
non-invasive GAS disease in institutions or settings associated with the homeless and PWIDs.

Invasive and skin and soft tissue infections of S. aureus (MSSA and MRSA) from people in prison
should be referred to the Staphylococcus Reference Laboratory for typing (WGS) indicating the
detention centre & setting postcode on the request form to facilitate data management. Typing of these
isolates will be free for NHS customers.

Recommendations to PHE Centres

e Local health protection teams may receive notifications of suspected cases of GAS in prison
settings or among PWID and homeless people. HPTs are asked to ensure appropriate samples are
taken and isolates sent to PHE Colindale for emm typing as per existing national recommendations.

e Clusters identified in prisons should be notified to the HPT including the PHE Centre prison leads
for onward transmission to the national incident lead via PHE Health and Justice
Health&Justice@phe.gov.uk . Prison leads are asked to raise awareness with prison healthcare to
inform clinical investigation and ensure prompt reporting to HPTSs.

Increase in Group A Streptococcal infections in Prisons, PWIDs, and those who are homeless or live in hostels 2019/
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e HPTs are requested to continue to use the HPZone context GAS Outbreak - HMP/PWID/NFA —
2019. HPTs are requested to put information on cases and situations that meet the case definition
onto HPZone and assign the case to this context as well as to any other relevant contexts (e.g. a
specific prison). Details of available risk factors for cases (i.e. PWID status, homelessness, prisons
or hostels) can be recorded in the special risk factors field on HPZone. HPTs are also requested to
include cases with reinfections (30 or more days since initial episode) as separate episodes on
HPZone. These data are being extracted and analysed regularly to inform the work of the IMT and
produce fortnightly Sitreps.

e HPTs are requested to continue to seek completion of trawling questionnaires for the following:

o iIGAS cases in the community

o Any case of GAS emm type 83.1, invasive or SSTI, across all settings.
Please note that the trawling questionnaires have been revised to explore additional risk
factors for invasive infection including delayed access to treatment, self-discharge from hospital
and non-compliance with prescribed treatment in community iGAS cases. A copy of the
updated questionnaire can be obtained from your HPT lead for this incident or from the Field
Service

Recommendations to PHE sites and services

Public health microbiologists to disseminate this briefing note to NHS microbiology colleagues.

Implications and recommendations for local authorities

Services that work with homeless people and PWID populations should emphasize safer and hygienic
injection practices and ensure easy access to needle and syringe programmes. People who are
homeless and PWID with any skin lesions or other evidence of infection should be encouraged to seek
prompt medical attention.

References/ Sources of information
Infection control in prisons and places of detention: manual for healthcare workers and other staff:
https://www.gov.uk/government/publications/infection-control-in-prisons-and-places-of-detention

Group A streptococcal infections: guidance and data: https://www.gov.uk/government/collections/group-
a-streptococcal-infections-guidance-and-data#contents. Guidance for managing close community
contacts in cases of invasive GAS infection can be applied, with appropriate considerations, for people
in prescribed places of detention (PPDs).

Increase in Group A Streptococcal infections in Prisons, PWIDs, and those who are homeless or live in hostels 2019/
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PERINATAL MENTAL HEALTH
THE NATIONAL TRAINING COURSE 2020:
Expertise for Expanding Services

Internationally renowned speakers providing evidence-based, up to date and clinically relevant
knowledge covering most areas of the Draft NHSE Competency Framework and the Scottish
Curricular Framework. The excellent venue is in the heart of the beautiful and historic city of
Winchester.

Thursday, 13 and Friday, 14 February
2020 — Winchester Royal Hotel,

Suitable for

Winchester

any health and social

Feedback from previous courses:
“Fantastic coursel” "It was great, thoroughly

LRYY

enjoyed it "Will greatly influence my practice”
“Fantastic training. All flowed wonderfully”
“Thoroughly enjoyed the course. Everything was
interesting and relevant” “"Thorough enjoyable and
Fantastic course, So many practical

informative
abblications”

" oW

care

professional in adult or child mental health, including mental health nurses, psychologists,
IAPT practitioners, psychiatrists, mental health social workers, child social workers; midwives,
obstetricians, GPs and health visitors with a special interest in perinatal mental health; all
clinicians and managers involved in specialist perinatal mental health services.

9.30

10.00

10.45

11.30

12.00

12.45

1.45

2.30

3.15

3.45

4.30

4.45

DRAFT PROGRAMME

DAY ONE
Registration and coffee

Perinatal mood disorders: update on the
research

lan Jones

The importance of fathers and their
mental health

Paul Ramchandani

Coffee and networking

Why do we care? A partner’s experience
Raj Bunger

Lunch and networking

Maternal mental health and the foetus
Vivette Glover

Women with terrifying intrusive thoughts
Peter Lawrence

Tea and networking

Good perinatal mental health care:
opportunities and responsibilities
Alain Gregoire

Conclusions and feedback

Close

9.00

9.30

10.15

11.00
11.20

12.15

1.00

2.00

2.45

3.30

4.20
4.30

DRAFT PROGRAMME

DAY TWO
Registration and coffee

Maternal mental health and child
development: effects and modulating
factors

thc

Domestic violence and perinatal
mental health
thc

Coffee and networking

Intergenerational transmission of
psychological disadvantage: the
clinical perspective

Alain Gregoire

Why do we care? A personal
experience
Laura Wood

Lunch and networking

Psychological therapy for Complex
PTSD
Hannah Wilson

Enhancing the mother-infant
relationship
Susan Pawlby

Medication in pregnancy: principles
and practice
Alain Gregoire

Conclusions and feedback
Close






Perinatal Mental Health 2020: Expertise for Expanding Services
Thursday, 13 and Friday, 14 February 2020
Winchester Royal Hotel, Winchester

Booking Form
Complete and email to coursescentre@gmail.com

Name

Position/Role

Email

Address

Tel

Trust/Employer

May we put your email address on the delegate list to assist networking? Yes / No

Any dietary requirements:

Registration fees include refreshments, lunches and course materials: £470.00 for 2 days

Registration fees do not include accommodation or travel expenses. All bookings will be confirmed in
writing and nearer the time you will receive delegate information including directions to the venue.

| enclose a cheque for £470 payable to “PMH Training Ltd”
(cheques should be sent to: Perinatal MH Training, 3 The Curlews, Verwood, Dorset BH31 6NX)

OR | have paid £470 by bank transfer on (day/month/2020)

Account name: PMH Training Ltd
Sort Code: 40-40-14
Account number: 52276720
Reference: Your name/peri20A

You will not be registered for this event unless payment accompanies your application.
Places cannot be held provisionally.

We regret that we are only able to invoice for bookings of 3 or more places.
If an invoice is required please supply invoice details and a purchase order number.

Cancellation policy: Refund, less 25% administration fee, if received in writing at least 4 weeks before the course. We
regret that after this time no refund will be made. However, substitute delegates are welcome at any time.
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Spotlight on STls in Yorkshire and Humber

About Public Health England

Public Health England exists to protect and improve the nation’s health and wellbeing,
and reduce health inequalities. We do this through world-leading science, research,
knowledge and intelligence, advocacy, partnerships and the delivery of specialist public
health services. We are an executive agency of the Department of Health and Social
Care, and a distinct delivery organisation with operational autonomy. We provide
government, local government, the NHS, Parliament, industry and the public with
evidence-based professional, scientific and delivery expertise and support.

Public Health England

133-155 Waterloo Road

Wellington House

London SE1 8UG

Tel: 020 7654 8000

www.gov.uk/phe

Twitter: @PHE_uk

Facebook: www.facebook.com/PublicHealthEngland

Prepared by: Josh Forde, Paul Crook, and Simon Padfield, Field Service. For queries
relating to this document, please contact yhfes@phe.gov.uk
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Spotlight on STls in Yorkshire and Humber

1 Summary

Sexually transmitted infections (STIs) represent an important public health problem in
Yorkshire and Humber. Out of all the Public Health England centres it has the third
highest rate of new STIs in England.

More than 36,700 new STIs were diagnosed in Yorkshire and Humber residents in
2018, representing a rate of 674 diagnoses per 100,000 population. Rates by upper tier
local authority ranged from 391 new STI diagnoses per 100,000 population in East
Riding of Yorkshire to 1,098 new STI diagnoses per 100,000 population in Leeds.

The number of new STIs diagnosed in Yorkshire and Humber residents fell by 1%
between 2017 and 2018. Falls were seen in the numbers of most of the five major STIs:
syphilis decreased by <1%, chlamydia by 4% and genital warts by 7%. Gonorrhoea
increased by 29% and genital herpes by 1%.

PHE recommends that local areas should be working towards achieving a chlamydia
detection rate of at least 2,300 per 100,000 among individuals aged 15 to 24 years and
this is an indicator in the Public Health Outcomes Framework. In 2018 the chlamydia
diagnosis rate among Yorkshire and Humber residents aged 15 to 24 years was 2,096
per 100,000 residents.

Rates of new STls vary somewhat between men and women (636 and 709 per 100,000
residents respectively).

Where gender and sexual orientation are known, men who have sex with men (MSM)
account for 11% of Yorkshire and Humber residents diagnosed with a new STI
excluding chlamydia diagnoses reported via CTAD (74% of those diagnosed with
syphilis and 34% of those diagnosed with gonorrhoea).

STIs disproportionately affect young people. Yorkshire and Humber residents aged
between 15 and 24 years accounted for 59% of all new STI diagnoses in 2018. A steep
decline (66% decrease) has been seen between 2014 and 2018 in genital warts
diagnosis rates in females aged 15-19. This follows the introduction in 2008 of
vaccination against Human papillomavirus (HPV), the virus which causes genital warts,
for girls.

The white ethnic group has the highest number of new STI diagnoses: over 26,700
(86%). Although only 1% of new STls are in black Caribbeans, they have the highest
rate: 1,947 per 100,000, which is 3 times the rate seen in the white ethnic group. Where
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country of birth was known, 89% of Yorkshire and Humber residents diagnosed with a
new STI in 2018 (excluding chlamydia diagnoses reported via CTAD) were UK-born.

Implications for prevention

The impact of STIs remains greatest in young heterosexuals aged 15 to 24 years, black
ethnic minorities and MSM.! Public Health England (PHE) is conducting and managing
a number of initiatives to address this inequality.

Access to high quality information is essential for good sexual health and PHE has
funds an on-line resource? and a telephone helpline® to provide advice on
contraception, pregnancy and STIs.

The high rates of STIs among young people are likely to be due to greater rates of
partner change.* Statutory, high-quality relationship and sex education at all secondary
schools will equip young people with the information and skills to improve their sexual
health.>67 PHE runs a health promotion campaign to promote condom use and positive
sexual relationships among 16 to 24 year olds.? The vast majority of areas in England
have condom schemes which distribute condoms to young people (mostly under 20
years of age) through a variety of outlets with an estimated coverage of 6% in under 20
year olds.®

The NCSP promotes testing for chlamydia, the most commonly diagnosed bacterial STI,
in sexually active young people annually or on change of partner. There are notable
variations in the chlamydia detection rate among 15 to 24 year olds, often reflecting
rates of testing. The high positivity rates in all testing service types suggest that
continued easy access to chlamydia screening is crucial. The increase in numbers
testing through eSexual Health Services (eSHSs, alson known as internet, online or
eServcies) nationally shows that these services are acceptable to young people and
effective at reaching a population with high rates of infection. To ensure chlamydia
screening is delivered as effectively and efficiently as possible, PHE supports local
areas through the chlamydia care pathway (CCP) workshops. These workshops provide

1 Sexually transmitted infections and screening for chlamydia in England, 2018. Public Health England
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/806118/hpr1919_stis-ncsp_ann18.pdf

2 https://sexwise.fpa.org.uk/

3 https://sexwise.fpa.org.uk/where-to-get-help/helplines

4 Mercer CH et al. Changes in sexual attitudes and lifestyles in Britain through the life course and over time: findings from the National Surveys
of Sexual Attitudes and Lifestyles (Natsal). The Lancet 2013; 382(9907):1781- 94.

® Macdowall W et al. Associations between source of information about sex and sexual health outcomes in Britain: findings from the third
National Survey of Sexual Attitudes and Lifestyles (Natsal-3). BMJ Open 2015; 5(3): e007837. DOI: 10.1136/bmjopen-2015-007837. PubMed
PMID: PMC4360826.

6 Sex Education Forum. SRE - the evidence: http://www.sexeducationforum.org.uk/media/28306/SRE-the-evidence-March-2015.pdf. Accessed
31st May 2018.

" Department for Education. Policy paper: Relationships education, RSE and PSHE: https://www.gov.uk/government/publications/relationships-
education-rse-and-pshe.

8 https://www.nhs.uk/protect-against-stis-use-a-condom/home

9 Ratna N, A N, Hadley A, Brigstock-Barron O. Condom Distribution Schemes in England 2015/16:
https://lwww.gov.uk/government/publications/condom-distribution-schemes-in-england.
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local commissioners and providers with a comprehensive case management pathway
from offer of chlamydia testing, uptake, diagnosis, treatment, partner notification and
retesting?.

The trend for increases in gonorrhoea diagnoses is concerning due to the emergence of
extensively drug resistant gonorrhoea (XDR-NG) in England. In 2018, a case of
infection with Neisseria gonorrhoeae with ceftriaxone resistance and high-level
azithromycin resistance was detected in a man who had acquired the infection from
Thailand!?; later that year, two additional cases of infection with a strain of N.
gonorrhoeae with ceftriaxone resistance and intermediate azithromycin resistance were
detected in two women in different regions of England, both of whom had overlapping
sexual networks with UK residents who had travelled to Ibiza, Spain? (13). PHE
actively monitors, and acts on, the spread of antibiotic resistance in gonorrhoea and
potential treatment failures. In response to the more recent cases of XDR-NG, PHE has
introduced enhanced surveillance at sexual health services to identify and manage
ceftriaxone resistant strains promptly.

The long term trend for a rise of syphilis among MSM also remains a concern. There is

evidence that condomless sex associated with HIV sero-adaptive behaviours (which

include selecting partners perceived to be of the same HIV sero-status), is leading to

increased STI transmission.'314 PHE has published an Action Plan®, with

recommendations for PHE and partner organisations, to address the continued increase

in syphilis diagnoses in England. A successful response is dependent upon action that

optimises 4 prevention pillars fundamental to syphilis control and prevention:

e Increase testing frequency of high-risk MSM and re-testing of syphilis cases after
treatment,

e Deliver partner notification to BASHH standards,

e Maintain high antenatal screening coverage and vigilance for syphilis throughout
antenatal care.

e Sustain targeted health promotion.

Nationally, the rate of acute bacterial STIs in HIV-positive MSM is up to four times that
of MSM who were HIV-negative or of unknown HIV status'®. This suggests that rapid

10 Public Health England. NCSP: chlamydia care pathway: https://www.gov.uk/government/publications/ncsp-chlamydia-care-pathway.

11 Eyre DW, Sanderson ND, Lord E, Regisford-Reimmer N, Chau K, Barker L, et al. (2018) Gonorrhoea treatment failure caused by a Neisseria
gonorrhoeae strain with combined ceftriaxone and high-level azithromycin resistance, England, February 2018. Euro Surveill. 23(27):1800323.
12 Eyre DW, Town K, Street T, Barker L, Sanderson N, Cole MJ, et al. (2019) Detection in the United Kingdom of the Neisseria gonorrhoeae
FC428 clone, with ceftriaxone resistance and intermediate resistance to azithromycin, October to December 2018. Euro Surveill.
24(10):1900147.

13 Aghaizu A et al. Sexual behaviours, HIV testing, and the proportion of men at risk of transmitting and acquiring HIV in London, UK, 2000-13:
a serial cross-sectional study. The Lancet HIV. 2016; 3(9): e431-e40. DOI: http://dx.doi.org/10.1016/S2352-3018(16)30037-6

14 Daskalopoulou M et al. Condomless sex in HIV-diagnosed men who have sex with men in the UK: prevalence, correlates, and implications
for HIV transmission. Sexually Transmitted Infections 2017. DOI: 10.1136/sextrans-2016-053029.

15 PHE. Addressing the increase in syphilis in England: PHE Action Plan. June 2019.
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/806076/Addressing_the_increase_in_syphili
s_in_England_Action_Plan_June_2019.pdf

16 Malek R et al. Contribution of transmission in HIV-positive men who have sex with men to evolving epidemics of sexually transmitted
infections in England: an analysis using multiple data sources, 2009-2013.
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STI transmission is occurring in dense sexual networks of HIV-positive MSM. Sero-
adaptive behaviour increases the risk of infection with STls, hepatitis B and C, and
sexually transmissible enteric infections like Shigella spp.

As MSM continue to experience high rates of STls they remain a priority for targeted
STI prevention and health promotion work. HIV Prevention England have been
contracted to deliver, on behalf of PHE, a range of activities which include promoting
condom use and awareness of STIs, which are particularly aimed at MSM.

The continued reduction in genital warts is an expected outcome of the National HPV
Immunisation Programme that has achieved high coverage in girls and has used a
vaccine against HPV6/11 as well as HPV16/18 since 2012. Data clearly show that
heterosexual boys are benefiting through herd protection. The recent decision to extend
the National HPV Immunisation Programme to include boys will provide direct protection
in the future. In addition to the programme for adolescents, HPV vaccination for MSM
<45 years of age attending specialist sexual health services (SHSs) and HIV clinics
started across England in April 201878, The impact of direct (and indirect) protection
against HPV gained from MSM vaccination is expected to be seen on genital warts
(firstly) and HPV-related cancers in MSM in coming years.

The high rate of STI diagnoses among black ethnic communities is most likely the
consequence of a complex interplay of cultural, economic and behavioural factors. Data
from a national probability sample indicate that men of black Caribbean or any other
black backgrounds are most likely to report higher numbers of recent sexual partners
and concurrent partnerships; this, coupled with assortative sexual mixing patterns, may
be maintaining high levels of bacterial STlIs in these communities.'® HIV Prevention
England also delivers, on behalf of PHE, prevention activity targeted at black ethnic
communities.

Health promotion and education remain vital for STI prevention, through improving risk
awareness and encouraging safer sexual behaviour. Consistent and correct condom
use substantially reduces the risk of being infected with an STI. Prevention efforts
should include condom provision, ensuring open access to sexual health services with
STI screening and robust contact tracing, and should focus on groups at highest risk
such as young people, black ethnic minorities and MSM. Effective commissioning of
high quality sexual health services, as highlighted in the Framework for Sexual Health
Improvement in England, will promote delivery of these key messages.

17 Edelstein M, lyanger N, Hennessy N, Mesher D, Checchi M, Soldan K, et al. (2019) Implementation and evaluation of the human
papillomavirus (HPV) vaccination pilot for men who have sex with men (MSM), England, April 2016 to March 2017. Euro Surveill. 24(8).
18 http://www.hivpreventionengland.org.uk/

19 Wayal S et al. Examining ethnic variations in sexual behaviours and sexual health markers: evidence from a British national probability
sample survey. The Lancet Public Health 2017; 2(10): e458-e472.
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PHE'’s key messages

e Open-access to sexual health services that provide rapid treatment and partner
notification can reduce the risk of STI complications and infection spread
e Local and national services for the prevention, diagnosis, treatment, and care of
STIs need to be delivered to the general population as well as focus on groups
with greater sexual health needs
e Local authorities should ensure continued access to chlamydia screening for
under 25 year olds through a range of settings including eSHSs. This should
include partner notification and retesting those who are diagnosed to ensure
reductions in onward transmission and subsequent harm
¢ An informed and positive attitude to sexual health will be enhanced by effective
implementation of statutory, high-quality relationship and sex education (RSE)
in secondary schools; RSE will also equip young people with the skills to
maintain their sexual health and overall wellbeing
e Vaccination for human papillomavirus in MSM and school-aged adolescents, as
well as immunisation against hepatitis A and hepatitis B in MSM will reduce the
risk of infection with these viruses
e PHE has published a Syphilis Action Plan, with recommendations for PHE and
partner organisations, to address the continued increase in syphilis diagnoses
in England
e Consistent and correct use of condoms can significantly reduce risk of STIs; the
availability of condoms should be promoted by local services including through
condom distribution schemes
e Regular testing for HIV and STIs is essential for good sexual health and
everyone should have an STI screen, including an HIV test, annually if having
condomless sex with new or casual partners.
o In addition: - anyone under 25 who is sexually active should be screened
for chlamydia annually, and on change of sexual partner —
o gay, bisexual and other men who have sex with men should test annually
for HIV and STls and every three months if having condomless sex with
new or casual partners.
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2 Charts, tables and maps

Figure 1: New STl diagnoses by Public Health England centre (PHEC) of residence:
England 2018. Data sources: GUMCAD, CTAD
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Figure 2: Number of diagnoses of the five main STIs: Yorkshire and Humber residents,
2014-2018. Data sources: GUMCAD, CTAD
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Any increase in gonorrhoea diagnoses may be due to the increased use of highly sensitive nucleic acid
amplification tests (NAATS) and additional screening of extra-genital sites in MSM.

Any decrease in genital wart diagnoses may be due to a moderately protective effect of HPV-16/18
vaccination.

Any increase in genital herpes diagnoses may be due to the use of more sensitive NAATS.

Increases or decreases may also reflect changes in testing practices.
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Figure 3: Diagnosis rates of the five main STIs: Yorkshire and Humber residents, 2014-
2018. Data sources: GUMCAD, CTAD
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Any increase in gonorrhoea diagnoses may be due to the increased use of highly sensitive nucleic acid
amplification tests (NAATS) and additional screening of extra-genital sites in MSM.

Any decrease in genital wart diagnoses may be due to a moderately protective effect of HPV-16/18
vaccination.

Any increase in genital herpes diagnoses may be due to the use of more sensitive NAATS.

Increases or decreases may also reflect changes in testing practices.

Table 1: Percentage change in new STl diagnoses: Yorkshire and Humber residents.
Data sources: GUMCAD, CTAD

Diagnoses % change 2014-2018 % change 2017-2018
New STls 36,734 -9% -1%
Syphilis 404 105% 0%
Gonorrhoea 3,700 53% 29%
Chlamydia 20,922 -5% -4%
Genital Herpes 2,542 -9% 1%
Genital Warts 4,549 -36% -7%

Please see notes for Figure 3.
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Figure 4: Rates of new STIs per 100,000 residents by age group* and gender in Yorkshire
and Humber, 2018.
Data sources: GUMCAD, CTAD
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Figure 5: Rates of gonorrhoea per 100,000 residents by age group* in Yorkshire and
Humber, 2014-2018
Data source: GUMCAD
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11





Spotlight on STls in Yorkshire and Humber

Figure 6: Rates of genital warts per 100,000 residents aged 15-19 years by gender in
Yorkshire and Humber, 2018.
Data source: GUMCAD
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Figure 7: Rates of new STIs by ethnicity per 100,000 residents in Yorkshire and Humber,
?)21%: sources: GUMCAD, CTAD
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Table 2: Proportion of Yorkshire and Humber residents diagnosed with a new STI by
ethnicity: 2018 Data sources: GUMCAD, CTAD

Ethnic group Percentage excluding unknown

White 26,728 86%

Black Caribbean 456 1%

Black African 689 2%

Other BME 3,123 10%
Unknown 5,738
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Figure 8: Proportions of Yorkshire and Humber residents diagnosed with a new STI by

world region of birth*: 2018. Data source: GUMCAD data only
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*Data on country of birth is not collected by CTAD. All information about world region of birth is based on
diagnoses made in specialist and non-specialist services which report to GUMCAD.

Figure 9: Diagnoses of the five main STIs among MSM*: Yorkshire and Humber
residents, 2014-2018. Data source: GUMCAD data only
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* Data on sexual orientation is not collected by CTAD. All information about MSM is based on diagnoses made in

specialist and non-specialist services which report to GUMCAD.

GUMCAD started in 2009. Reporting of sexual orientation is less likely to be complete for earlier years, so rises

seen may be partly artefactual.
Any increase in gonorrhoea diagnoses may be due to the increased use of highly sensitive nucleic acid
amplification tests (NAATS) and additional screening of extra-genital sites in MSM.

Any decrease in genital wart diagnoses may be due to a moderately protective effect of HPV-16/18 vaccination.

Any increase in genital herpes diagnoses may be due to the use of more sensitive NAATS.
Any increase or decrease may reflect changes in testing.
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Table 3: Percentage change in new STl diagnoses in MSM*: Yorkshire and Humber
residents. Data sources: GUMCAD data onl

Diagnoses % change 2014-2018 % change 2017-2018
New STls 2,996 55% 17%
Syphilis 295 148% 3%
Gonorrhoea 1,221 86% 30%
Chlamydia 848 64% 16%
Genital Herpes 70 4% 11%
Genital Warts 210 -12% 17%

Please see notes for Figure 9 (including asterisk).

Figure 10a: Rate of new STI diagnoses per 100,000 population among Yorkshire and
Humber residents by upper tier local authority of residence: 2018. Data sources:
GUMCAD, CTAD

1,200.0 -
PHEC rate (674) == England rate (784.4)
E 1,000.0 -
s
§. 800.0 -
s ww ww T -
S 6000 -
=)
o
o 400.0 -
o
i)
@ 2000 { |
:%), (s8] w I~ w =t w r\_l !.['_'J w ‘d_' ‘d_' w CC_] —
- < = = = : = © o} r e} e} = © @
— [ra] [ra] [ [ w w w [Fa] I [Fa] [Fa] [Fa] <t o
0.0 -
AN S I R R I R S
VAN & & ST & P & e ¥ ¥
™ 9 & d} I s K & & © 49 40
\y o S $
\}éjo ((,{bé 0<§\ S &QQ'
& o(& A &
o < &

14





Spotlight on STls in Yorkshire and Humber

Figure 10b: Rate of new STI diagnoses (excluding chlamydia diagnoses in persons aged
15-24 years) per 100,000 population aged 15-64 years among Yorkshire and Humber
residents by upper tier local authority of residence: 2018. Data sources: GUMCAD, CTAD
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Figure 11: Chlamydia detection rate per 100,000 population aged 15-24 years in
Yorkshire and Humber residents by upper tier local authority of residence: 2018. Data
sources: GUMCAD, CTAD
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Figure 12: Rate of gonorrhoea diagnoses per 100,000 population in Yorkshire and
Humber residents by upper tier local authority of residence: 2018. Data source: GUMCAD
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Figure 13: Map of new STl rates per 100,000 residents by upper tier local authority in
Yorkshire and Humber: 2018. Data sources: GUMCAD, CTAD
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Figure 14: STl testing rate (excluding chlamydia in under 25 year olds) per 100,000
population in Yorkshire and Humber residents aged 15 to 64: 2014-2018 Data sources:
GUMCAD, CTAD
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Figure 15: STI testing positivity rate* (excluding chlamydia in under 25 year olds) in
Yorkshire and Humber residents: 2014-2018 Data sources: GUMCAD, CTAD
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* The numerator for the STI testing positivity rate now only includes infections which are also included in the
denominator. These are: chlamydia (excluding diagnoses in those aged under 25 years), gonorrhoea, syphilis and
HIV. Up to 2018 (data for 2017) it included all new STls.
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Table 4: Number of diagnoses of new STIs by PHEC of residence, data source and data
subset: 2018 Data sources: GUMCAD, CTAD

GUMCAD
PHEC of residence CTAD ot
Specialist SHSs Nonsslfggla“St

East Midlands 21,629 1,300 7,258 30,187
East of England 27,441 3,186 5,996 36,623
London 105,370 6,210 19,917 131,497
North East 13,606 250 3,045 16,901
North West 40,015 1,659 13,695 55,369
South East 45,624 2,006 8,764 56,394
South West 25,220 638 9,344 35,202
West Midlands 32,204 838 4,311 37,353
Yorkshire and Humber 27,705 478 8,551 36,734

Table 5: Number of diagnoses of the 5 main STIs in Yorkshire and Humber by STI, data
source and data subset: 2018 Data sources: GUMCAD, CTAD

GUMCAD
5 main STIs Specialist SHSs Nonéﬁ,gglahst CTAD** Total
Syphilis 404 404
Gonorrhoea 3,577 123 3,700
Chlamydia 12,197 174 8,551 20,922
Genital Herpes 2,502 40 2,542
Genital Warts 4,465 84 4,549

* Diagnoses from enhanced GPs reporting to GUMCAD are included in the ‘Non-specialist sexual health services
(SHSs)' total
** Including site type 12 chlamydia from GUMCAD

18





Spotlight on STls in Yorkshire and Humber

3 Information on data sources

For more information on local sexual health data sources please access the PHE guide:
https://www.gov.uk/government/publications/sexual-and-reproductive-health-in-england-
local-and-national-data

3.1 GUMCAD

This disaggregate reporting system collects information about attendances and
diagnoses at specialist (Level 3) and non-specialist (Level 2) sexual health services.
Information about the patient’s area of residence is collected along with demographic
data and other variables. GUMCAD superseded the earlier KC60 system and can
provide data from 2009 onwards. GUMCAD is the main source of data for this report.
The data extract used was produced in April 2019.

Due to limits on how much personally identifiable information sexual health clinics are
able to share, it is not possible to deduplicate between different clinics. There is a
possibility that some patients may be counted more than once if they are diagnosed
with the same infection (for infection specific analyses) or a new STI of any type (for
new STI analyses) at different clinics during the same calendar year.

3.2 CTAD

CTAD collects data on all NHS and LA/NHS-commissioned chlamydia testing carried
out in England. CTAD is comprised of all chlamydia (NAATS) tests for all ages (with the
exception of conjunctival samples), from all venues and for all reasons. CTAD enables
unified, comprehensive reporting of all chlamydia data, to effectively monitor the impact
of the NCSP through estimation of the coverage of population screening, proportion of
all tests that are positive and detection rates. The data extract used was produced in
April 2019.

For services which report to GUMCAD and for which CTAD does not receive data on
the patient’s area of residence (e.g. SHSs), information about chlamydia diagnoses is
sourced from GUMCAD data.

3.3 New STlIs

New STI diagnoses comprise diagnoses of the following: chancroid, LGV, donovanosis,
chlamydia, gonorrhoea, genital herpes (first episode), HIV (acute and AIDS defining),
Molluscum contagiosum, non-specific genital infection (NSGI), non-specific pelvic
inflammatory disease (PID) and epididymitis, chlamydial PID and epididymitis
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(presented in chlamydia total), gonococcal PID & epididymitis (presented in gonorrhoea
total), scabies, pediculosis pubis, syphilis (primary, secondary and early latent),
trichomoniasis and genital warts (first episode), Mycoplasma genitalium, shigella.

3.4 Calculations

Confidence Intervals were calculated using Byar’s method
http://www.erpho.org.uk/statistical_tools.aspx.

ONS mid-year population estimates for 2017 were used as a denominator for rates for

2018. ONS ceased producing estimates of population by ethnicity in 2011. Estimates for
that year were used as a denominator for rates for 2018.
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4 Further information

As of this year, all analyses for this report include data from non-specialist (Level 2)
SHSs and enhanced GP services as well as specialist (Level 3) SHSs.

Please access the online ‘Sexual and Reproductive Health Profiles’ for further
information: http://fingertips.phe.org.uk/profile/sexualhealth

For more information on local sexual health data sources please access the PHE guide:
https://www.gov.uk/government/publications/sexual-and-reproductive-health-in-england-
local-and-national-data

Local authorities have access to LA sexual health epidemiology reports (LASERs) and
the HIV and STI portal. They should contact yhfes@phe.gov.uk if they do not have

access to this information.

Please contact yhfes@phe.gov.uk for an Annual Epidemiological Spotlight on HIV in
Yorkshire and Humber
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5 About the Field Service

The Field Service was established in 2018 as a national service comprising
geographically dispersed multi-disciplinary teams integrating expertise in Field
Epidemiology, Real-time Syndromic Surveillance, Public Health Microbiology and Food,
Water and Environmental Microbiology to strengthen the surveillance, intelligence and
response functions of PHE. The Field Service also leads and coordinates the Global
Health work of PHE’s National Infection Service working with the Global Public Health
Team and will lead and coordinate the national aspects of PHE'’s port health functions.

You can contact your local FS team at yhfes@phe.gov.uk

If you have any comments or feedback regarding this report or the Field Service, please
contact yhfes@phe.gov.uk
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The sexual and reproductive health of
local populations depends on councils
adopting a whole-system approach to
service commissioning, in partnership
with NHS colleagues.

The challenges are great. Sexually
transmitted infections (STls) and unplanned
pregnancy are amongst the most important
contributors to poor health, particularly in

the most deprived neighbourhoods. Public
Health England reports a 5 per cent increase
from 2017 to 2018 in STI diagnoses in
England, reaching a total of 447,694. For
gonorrhoea, the increase was a startling 26
per cent. New diagnoses of HIV have recently
declined thanks to treatment coverage and
new prevention drugs, but late diagnosis,

the leading cause of premature death and
disease among people living with HIV,
remains too high.

A consistent fall in teenage pregnancies
over recent years, down to the lowest rate
since 1969, is a testament to the systematic
application of successful strategies,
including education, support and access

to comprehensive sexual health services.
However, the substantial variation in rates
between local authorities, ranging from 6.1 to
43.8 conceptions per 1,000 15- to 17-year-
olds, leaves no room for complacency.

Grasping our responsibility for sexual health
commissioning since the transfer of public
health to local government in 2013, councils
have been working hard, in collaboration
with NHS partners, to maintain and improve
access for our residents to sexual and
reproductive health services and to ensure
seamless pathways of care.

Major service transformation has been
achieved in many areas in the face of
significant cuts to both local authority central
revenue funding and public health grants,
as well as rising demand for sexual health
services (3.5 million attendances at sexual
health clinics in England in 2018, compared
with 2.9 million attendances in 2013).

In this context, the capacity of councils to
further innovate and create efficiencies is
now limited without an increase in spending
power. We therefore look to the forthcoming
Spending Review to provide a level of public
health funding that will enable us to maintain
high-quality sexual health services and
invest in prevention. This will not only improve
people’s sexual health and wellbeing, but also
provide savings down the line for NHS and
social care services.

We welcome the Government’s recent
announcement that councils will continue to
commission sexual health services. Local
government is uniquely placed to prioritise
prevention, make the links required to
address the social determinants of health
and tackle inequalities. We agree with the
Government on the need for more joint
working between local authorities and the
NHS to co-commission services for sexual
health. Integrated care pathways are key,
as poorly connected services mean a risk
of people falling out of the system without
receiving the care they need.

4 Sexual health commissioning in local government





These timely case studies provide examples
from around the country of councils
collaborating, both among themselves

and with CCGs and NHS England, to
commission integrated services and improve
the sexual health and wellbeing of their
local populations. They showcase joint
commissioning in urban and rural areas,

by councils with widely varying population
profiles and facing differing sexual health
challenges. They are written to a level of
detail intended to enable others to imitate
their approach.

Too often, good practice remains hidden.
Through this publication we aim to share
it and enable others to benefit from the
learning it can provide.

Councillor lan Hudspeth
Chairman, LGA Community Wellbeing Board
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Sexual health
commissioning
case studies

Local government is working in a variety

of ways with partners in the NHS to take a
collaborative approach to the commissioning
of sexual health, reproductive health and HIV,
following the re-allocation of commissioning
responsibilities arising from the Health and
Social Care Act 2012. These six case studies
present examples from around the country,
demonstrating how collaborative and whole-
system approaches have been developed to
overcome a number of specific challenges
and take advantage of opportunities offered
through the commissioning of sexual and
reproductive health by local government.

The publication of the case studies could
not be more timely, coming in the wake of
the House of Commons Health and Social
Care (HSC) Committee’s report on sexual
health’, and the Government’s subsequent
announcement of the recommendations?
from its review of commissioning
arrangements for sexual health services.

This publication will support local government
councillors and officers with public health
and sexual health responsibilities to
collaborate with colleagues across the
system and to maximise the effectiveness

1 House of Commons Health and Social Care Committee.
‘Sexual health: fourteenth report of session 2017-19'.
www.parliament.uk/business/committees/committees-
a-z/lcommons-select/health-and-social-care-committee/
inquiries/parliament-2017/sexual-health-inquiry-17-19/

2 ‘Government review confirms local authorities will continue to
commission public health services.” Government news story,
7 June 2019. www.gov.uk/government/news/government-
review-confirms-local-authorities-will-continue-to-
commission-public-health-services?utm_source=cdf7c676-
b169-492e-8f66-48878c42eala&utm_medium=email&utm_
campaign=govuk-notifications&utm_content=immediate

of their commissioning practice. It will also

be of interest to commissioners in clinical
commissioning groups (CCGs) and NHS
England. The innovative solutions it describes
should be noted by the Department of

Health and Social Care as it consults through
its prevention Green Paper?® on priorities for a
future sexual and reproductive health strategy.

Developing the case studies

In 2015, the Local Government Association
(LGA), with MEDFASH, published a series of
case studies* giving examples of sexual health
commissioning since local government took over
this responsibility in April 2013. Four years on,
the LGA has commissioned these six new case
studies to showcase more recent examples of
sexual and reproductive health commissioning
by local government, with NHS partners.

To identify potential case studies, the

LGA wrote to directors of public health

and to Public Health England calling for
suggestions. Eighteen responses were
received, of which six meeting the stated
criteria were selected for inclusion in the
publication — representing different types of
local authority from around the country, with
varied geographic, demographic and political
profiles. Three interviews were conducted
by the project consultant to develop each
case study (usually with the lead sexual
health commissioner(s), a director of public

3 Advancing our health: prevention in the 2020s —
consultation document. Cabinet Office and Department
of Health and Social Care, 22 July 2019. www.gov.uk/
government/consultations/advancing-our-health-prevention-
in-the-2020s/advancing-our-health-prevention-in-the-2020s-
consultation-document

4 ‘Sexual health commissioning in local government:
building strong relationships, meeting local needs.” LGA
and MEDFASH, 2015. www.local.gov.uk/sexual-health-
commissioning-local-government
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health and a partner from the NHS or another
council), and the drafts were corrected and
approved by the interviewees. A panel of
expert advisers provided guidance and
comment at different stages of the project.

Policy context

The Health and Social Care Act 2012 divided
responsibility for commissioning sexual
health, reproductive health and HIV services
between local government, CCGs and NHS
England (see Appendix). Local government
took on a significant role as part of its
broader new responsibilities for public health,
with the requirement to commission certain
mandated, as well as non-mandated, sexual
health services. Recognising the potential
for fragmentation of service provision arising
from the new arrangements, Public Health
England published ‘Making it work: a guide
to whole system commissioning for sexual
health, reproductive health and HIV® in 2014.

Since then, a number of collaborative
commissioning arrangements have been
developed, but there remains significant
variation in local practice. In 2017, a

survey by Public Health England with the
Association of Directors of Public Health
(ADPH) found some excellent examples of
service improvement, recasting of service
specifications to meet assessed needs and
collaborative approaches, but little evidence
of systematic collaborative working across
all three sectors (councils, CCGs and NHS
England). It also found evidence of issues
which had the potential to impede effective
commissioning, notably: fragmentation,
difficulties with access to services (especially
for those at highest risk), contracting
problems (including cross-charging for
out-of-area attendances), workforce issues,
increasing demand for services, and financial
pressures due to budget reductions —
particularly in local government.

5 ‘Making it work: a guide to whole system commissioning for
sexual health, reproductive health and HIV.” Public Health
England, 2014. www.gov.uk/government/publications/
commissioning-sexual-health-reproductive-health-and-hiv-
services

A number of these concerns, especially
the impact of fragmentation, have also
been documented in reports from two
all-party parliamentary group inquiries®’,
the King’s Fund®, and the main professional
bodies representing GPs® and sexual
health clinicians™.

In response to these continuing concerns,
the House of Commons HSC Committee
launched an inquiry into sexual health. Its
report, published in June 2019, points out
that, despite declining rates of sexually
transmitted infections (STls) and teenage
pregnancies overall, there are seriously
concerning underlying trends and inequalities
as certain groups bear a disproportionate
burden of poor sexual health. (Since the
report’s publication, the latest statistics
have shown STI diagnoses starting to rise
again) it concludes that fragmentation
remains a significant obstacle to effective
commissioning, along with severe cuts to
spending and rising demand for services.
Highlighting the 14 per cent real-terms
reduction in local authority spending on
sexual health between 2013/14 and 2017/18
due to successive cuts in the ring-fenced
public health grant, it observes that reduced
spending on sexual health leads to higher
costs for the wider health system, as well

as potentially serious long-term health
consequences for individuals.

6 ‘The HIV puzzle: piecing together HIV care since the Health
and Social Care Act.’ All-Party Parliamentary Group on
HIV and AIDS, 2016. https://static1.squarespace.com/
static/5b7d333855b02cc3853805ce/t/5bb22075e4966b598¢
32e434/1538400375686/hiv-puzzle-report-2016.pdf

7 ‘Breaking down the barriers: the need for accountability
and integration in sexual health, reproductive health and
HIV services in England.” All-Party Parliamentary Group on
Sexual and Reproductive Health, 2015.
ww.fpa.org.uk/sites/default/files/breaking-down-the-barriers-
report-appg-srhuk.pdf

8 ‘The future of HIV services in England: shaping the
response to changing needs.’ The King’s Fund, 2017.
www.kingsfund.org.uk/publications/future-hiv-services-
england

9 ‘Sexual and reproductive health: time to act.” Royal College
of General Practitioners, 2017.
www.rcgp.org.uk/-/media/Files/Policy/Media/8895-RCGP-
Sexual-Health-online.ashx?la=en

10 ‘Government funding cuts leave sexual health and HIV care
at breaking point.” British Association for Sexual Health and
HIV, 2018.
www.bashh.org/news/news/government-funding-cuts-leave-
sexual-health-and-hiv-care-at-breaking-point
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The report calls for sufficient funding

to deliver high-quality services and
recommends the development of a new
national sexual health strategy, identifying a
number of priority areas for this to address.

Against the backdrop of the House of
Commons HSC Committee’s ongoing inquiry,
the NHS Long Term Plan™, published in
January 2019, stated the Government’s
intention to consider what the best future
commissioning arrangements for sexual
health services might be, including a
potentially stronger role for the NHS.
Referring to this, the committee’s report
rejected the idea of moving sexual health
commissioning back into the NHS,
concluding that “strengthened collaboration
is key”. Echoing this, the Secretary of State
for Health and Social Care announced that
public health responsibilities would remain
with local government, but there should be
a shift towards joint working with the NHS
to co-commission services specifically for
sexual health. He stated that the forthcoming
prevention Green Paper would look at how
action on this could be taken forward

In the interviews conducted for these case
studies, directors of public health and
sexual health commissioners took a similar
view to the committee’s. They agreed that
sexual health commissioning should remain
within local government, citing a number

of advantages to this positioning — such

as the way it facilitates the prioritisation of
prevention; the closer links it enables with
education, youth services, community safety,
other relevant local government departments
and the voluntary sector; and its potential

to impact the wider determinants of health.
When asked about the future, although
some acknowledged that financial pressures
had stimulated innovation and technical
advances, the overriding concern was how
to meet the challenge of starkly decreasing
financial resources and rising demand for
services. Some hoped that more formal joint
commissioning responsibilities around sexual
health might be put in place.

11 ‘NHS Long Term Plan’, 2019. www.longtermplan.nhs.uk

The HSC Committee report states that:
“There is a need to...address the
unacceptable variation in joint collaborative
working across commissioning. The reasons
for this need to be addressed, including by
making sure all areas are supported to follow
the best practice.” It is hoped this selection
of case studies will play a role in providing
that support.

Learning from the
case studies

Collaborative commissioning

In all the case studies, commissioners
emphasise the benefits of commissioning
collaboratively. In three (Teesside; Leicester,
Leicestershire and Rutland; and Lambeth,
Southwark and Lewisham), councils joined
together across an area to commission a
single integrated sexual health service, thus
gaining economies of scale, a stronger
voice when negotiating with providers and
an understanding of population-based data
across a wider geographical footprint —
particularly useful where large numbers of
people cross local authority boundaries to
access services. Elsewhere, in Cheshire and
Merseyside, nine councils use a common
service specification to procure their
individual sexual health services, ensuring
standardisation across the whole area.

Councils in the case studies are also

working closely with NHS commissioners

to plug potential gaps in service provision
and use resources more cost-effectively.
Gloucestershire County Council, with its

local CCG and NHS providers, piloted an
integrated contraception offer in maternity
services, aiming to reduce negative outcomes
for vulnerable women and their families and to
provide a system-wide return on investment.
In Cheshire and Merseyside, the councils’
common service specification requires sexual
health services to provide cervical screening
(a key priority in the HSC Committee

report) under contract with NHS England.

In Leicester, Leicestershire and Rutland,
councils used Section 75 agreements to
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commission the fitting of intra-uterine systems
(IUSs) for heavy menstrual bleeding on behalf
of the CCGs, making more cost-effective use
of the qualifications and skills of clinicians
who fit IUSs for contraceptive purposes.

In Lambeth, Southwark and Lewisham,

the local authority commissioning team
manages abortion service contracts on
behalf of the three CCGs, facilitating

an integrated response to their local
population’s reproductive health needs in
order to reduce unwanted pregnancies and
associated health inequalities. In Teesside,
four councils, two CCGs and NHS England
are partners in a single contract through
which they commission an integrated sexual
health service, enabling them to share a
focus on prevention and gain efficiencies

by centralising contract management and
administrative functions. In Plymouth, sexual
health commissioning is supported by the
city’s overall shared strategic vision and
integrated commissioning function, whereby
several council and CCG budgets are pooled.

Some of the case studies showcase
collaborative relationships between
commissioners and providers. Plymouth’s
negotiated procedure for commissioning
fostered relationships of trust and shared
system leadership, facilitating the culture
change and flexibility necessary for service
transformation. In Gloucestershire, enabling
midwifery teams to play a lead role in
designing new pathways within their own
service generated workable solutions and
staff motivation to implement them.

Making collaborative commissioning work
As the case studies demonstrate, successful
collaborative commissioning depends on
strong relationships, a clear shared vision,
equal respect for each partner’s priorities and
a willingness to compromise. It is important to
build in sufficient time to ensure all partners’
needs are addressed and their different
approval processes are followed. Locating
the commissioning function within one council
on behalf of several councils and CCGs can
provide efficiency savings and the capacity to
take a strategic focus on improving outcomes

and reducing costs, although the feasibility
of this model may vary depending on local
authority size and geography.

Appointing a single contract manager,
working equally to the requirements of

all collaborative partners, can ensure

that communication among and between
commissioners and providers is streamlined
and consistent. However, where the cultures
of collaborating councils are very different,
there may sometimes be advantages in
retaining separate commissioning leads who
take a coordinated approach between them.

Joining up commissioning does not have to

be complicated, controversial or large-scale.
For example, adding an extra schedule to
existing Section 75 agreements, as in Leicester,
Leicestershire and Rutland, is a relatively simple
mechanism for delegating the commissioning
of specific services, such as 1US fitting for
non-contraceptive purposes, from CCGs to
councils. Making cervical screening under
contract with NHS England a requirement in
council-commissioned sexual health service
specifications is a pragmatic and fairly
straightforward way of maintaining access to,
and encouraging uptake of, screening.

Optimising commissioning outcomes
Joint commissioning across a larger
geographical footprint and with a combined
budget, as in Teesside, can create a more
attractive procurement option for providers,
increasing the likelihood of one or more
strong bids. Longer contracts with options
for extension can also be beneficial for both
commissioners and providers, giving more
time to reap the rewards of investment in the
tendering process and to allow innovations to
become embedded in the service.

In all the case studies, public health

team members played a leading role in
commissioning. Basing commissioning on
assessment of local needs (including factors
driving inequalities in sexual and reproductive
health) and on analysis of current patterns

of service use can bring better outcomes
than using a more purely contractual
commissioning model.
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Focusing on local population needs can also
facilitate agreement between council and
NHS commissioners on shared goals. It is
not necessary for public health staff to have
technical expertise in procurement if this
can be accessed elsewhere within the

same council.

Collaboratively commissioning a single
integrated sexual health service provides
an opportunity to develop a highly trained
and flexible sexual health workforce,

able to provide a ‘one-stop-shop’ service
and to move between sites as needed.
Commissioners can ensure that training
arrangements are built into contracts with
providers, including the role of specialist
sexual health services in training clinicians
in primary care and community services.
More specifically, where the provision of
two services requires the same training
and qualifications for clinicians, it makes
the most cost-effective use of resources
to commission them both from the same
workforce, as with the commissioning of
IUS fitting for contraceptive and non-
contraceptive purposes in Leicester,
Leicestershire and Rutland.

Driving transformation through

system leadership

Public health leaders in different
commissioning organisations across the
system play a key role in identifying ways to
join up commissioning and service provision
for the benefit of local populations. The case
studies provide examples where directors
of public health and their teams worked with

colleagues in NHS England (such as cervical

screening leads) or CCGs (such as abortion
or maternity service leads), as well as with

each other. A notable example is the Cheshire

and Merseyside Public Health Collaborative
(CHAMPS), which works across nine local
authority areas, has a lead director of public
health for sexual health, and provided a
‘home’ for a jointly funded programme lead
post which was agreed to be necessary in
order to drive transformational change.

Strong leadership from public health
directors, supported by a commissioning
team with a clear mandate and resources

to take this forward, can enable effective
collaborative commissioning. This was evident
in a number of the case studies, where the
director’s role often involved approving key
decisions, providing support, troubleshooting
when necessary and ensuring senior
colleagues and councillors were briefed and
engaged. Public health directors interviewed
for the case studies described their
leadership roles across the system, including
in one area where this was facilitated by an
integrated care system (ICS). Although often
focused on other priorities, for example health
and social care integration, joint governance
structures such as ICSs or sustainability

and transformation partnerships (STPs) can
potentially enable sexual and reproductive
health initiatives to be commissioned

and assessed for their impact across the
wider system, as in the case study from
Gloucestershire.

The case studies also provide examples of
engagement from political leaders, including
portfolio holders, who can play a key role

as champions for sexual and reproductive
health across council departments, with
fellow councillors and in decision-making
forums. Their support can be particularly
valuable when commissioners are dealing
with an issue that may be politically sensitive,
such as considering the setting up of ‘buffer
zones’ around abortion clinics, as in Lambeth,
Southwark and Lewisham.

10 Sexual health commissioning in local government





Case studies





A single contract for sexual
health services across Teesside

Four local authorities, two CCGs and NHS England collaboratively

commission a prime provider

“What we didn’t want to do, and

all parties were agreed, was
to have a split just because of
the change in commissioning
responsibilities across the
CCGs, NHS England and local
authorities.”

Jayne Herring

Commissioning and Delivery Manager —
Planned Care, NHS South Tees Clinical
Commissioning Group

“With joint commissioning

we are able to deliver a
comprehensive sexual health
service for the local population.
This enables improved
outcomes through holistic and
joined-up delivery approaches,
as well as providing a better
experience for the service user.”

Edward Kunonga

Director of Public Health, Public Health
South Tees, Middlesbrough Council
and Redcar & Cleveland Council

« Strong leadership from public health
directors, supported by a team with a
clear mandate and resources to take this
forward, enables effective collaborative
commissioning.

Joint commissioning across several
councils and the NHS makes the service
more flexible and resilient in responding
to current and emerging population
needs and is more attractive to providers.

» Where several commissioning
organisations are involved, it is beneficial
to streamline governance arrangements
by appointing one lead local authority
and one contract manager.

Outline

Sexual Health Teesside is commissioned

by the four Tees councils (Stockton-on-

Tees/ Middlesbrough/Redcar & Cleveland/
Hartlepool), two CCGs (Hartlepool and
Stockton-on-Tees/South Tees) and NHS
England. It has provided a fully integrated
community-based sexual health service
since 2011, which includes formerly hospital-
based genitourinary medicine (GUM) and
community-based contraception and sexual
health services, along with the chlamydia
screening programme. Following an extensive
review and consultation exercise, the service
was re-commissioned in 2016 and the
contract awarded to one prime provider,
which in turn subcontracts to primary care
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and voluntary sector providers. The current
service is provided through four hubs, a
number of spoke clinics, outreach, general
practice, community pharmacies, and
voluntary and community settings.

The prime provider is jointly commissioned
and works to one contract signed by all
seven commissioners, underpinned by a
collaborative commissioning agreement
between them all. The contract has a

strong focus on prevention and includes

an innovative series of ‘service outcome
related payment’ objectives to reward
delivery against specific strategic prevention
outcomes. Governance is provided by a
collaborative commissioning board chaired
by a Stockton-on-Tees consultant in public
health, and a key coordinating role is played
by a contract manager based in the South
Tees public health team. The new service has
both improved access and achieved savings,
and it is highly rated by users.

Context

The four Teesside unitary authorities have

a combined population of just under half a
million. Stockton-on-Tees, the largest, has

a mix of rural and urban areas, with one

of the biggest housing estates in Europe.
Middlesbrough, the next largest, is very urban
and concentrated within a small geographical
area. In contrast, Redcar & Cleveland is rural
and spread out, with a coastline. Hartlepool,
also on the coast, is more remote and the
population tends to stay within the borough.

Teesside is served by two CCGs, Hartlepool
and Stockton-on-Tees (co-terminous with the
council areas) and South Tees (co-terminous
with the boroughs of Redcar & Cleveland
and Middlesbrough).

The population of the more rural boroughs is
predominantly older, while Middlesbrough has
a concentration of young people aged 20-
29. There are significant levels of deprivation
across Teesside. Although declining, teenage
conceptions are high in all four boroughs, with
rates in Middlesbrough and Hartlepool among

the highest in the country (at, respectively,
43.8 and 33.2 per 1,000 under-18s in 2017).
Chlamydia detection rates vary, and in the two
more populous boroughs they are below the
national average as well as the (higher) Public
Health England recommended 2,300 per
100,000. Rates of syphilis and gonorrhoea are
steady or in some areas increasing. Although
the rate of HIV late diagnosis is relatively high,
diagnosed HIV prevalence is low at under two
per 1,000 population.

Within Tees, there are significant flows of
people accessing sexual health services
across local authority boundaries for a number
of identified reasons, such as closeness

to their place of work and/or study, better
transport links for some clinics, a strong desire
for anonymity or reduced risk of being seen,
and word of mouth or popularity of clinics.

Sexual Health Teesside

Objectives

The collaborative re-commissioning of
Teesside sexual health services had the
following objectives:

» to commission a high quality, integrated
and seamless sexual health service across
Teesside, with better access and more
choice for the local population

» to commission collaboratively across the
whole system to prioritise prevention,
education and training, and services for
young people

* to develop a highly trained and flexible sexual
health workforce, able to move between
boroughs and offer more targeted outreach
sessions to different population groups

» to centralise and coordinate contact
management, patient records and partner
notification across Teesside

 to avoid the need for cross-charging
between the four boroughs for residents
using sexual health services across local
authority boundaries

» to make a 7.4 per cent efficiency saving on
sexual health service expenditure.
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Approach

Teesside first commissioned an integrated
sexual health service in 2011. In 2013, as a
result of the new division of commissioning
responsibilities, the primary care trust (PCT)
contract was disaggregated and novated
into separate commissioning lines for each
of the seven new commissioners — the four
councils, two CCGs and NHS England’s
regional public health team. Recognising
that separate commissioning could result in
multiple providers and a fragmented system,
and in view of the significant cross-border
flow of people using sexual health services,
the commissioners decided to collaborate to
ensure continued delivery of an integrated
service across Teesside.

With the councils having the greater burden
of responsibility they commenced a major
service review, followed by a re-procurement
exercise. This was managed by the former
Tees Valley public health shared service,
which was managing the existing sexual
health service contract. A review governance
board, with membership consisting of the
seven commissioners, was established

to oversee the process. Stockton-on-Tees
Council took on the lead role for procurement,
including the provision of expert legal,
financial and procurement advice.

The service review included a modelling
exercise using three years of activity data to
come up with a new tariff structure that would
achieve a 7.4 per cent efficiency saving. A
marketing company was commissioned to
undertake a consultation exercise with a
range of population groups, including young
people, the findings of which informed the
new service specification. A competitive
tender was launched in 2016 and a bid from
the existing provider was successful.

The contract is held by a prime provider
which delivers sexual health services

from four hubs, one in each borough, and
several spoke clinics in the community,

as well as through outreach. The prime
provider has subcontracts with a number
of GP practices across Teesside to deliver
chlamydia screening, long-acting reversible

contraception (LARC) (implants and intra-
uterine devices), and IUSs for heavy
menstrual bleeding. It also subcontracts
pharmacies to deliver chlamydia screening,
emergency hormonal contraception and a
‘C-card’ scheme providing free condoms
to young people. Further subcontracts with
voluntary sector organisations include one
for HIV prevention, testing and support for
people newly diagnosed, one for education
and outreach work with young people, and
another for vasectomy services.

There is a single prime provider contract
signed by all seven commissioners, with
three separate service specifications for the
elements commissioned by the councils,

the CCGs and NHS England respectively.
Every commissioner’s contribution to the
contract budget is stated and the provider
invoices each of them directly. In line with
recommendations from the service review
and the health and wellbeing strategies

of all the councils, the new contract has a
strong focus on outcomes and prevention
and includes six ‘service outcome related
payment’ (SORP) strategic objectives. These
are incentives, similar to NHS ‘commissioning
for quality and innovation’ (CQUINS)
payments, to reward the service for delivery
against specific strategic outcomes.

A collaborative commissioning agreement
signed by all seven commissioners sets out
how they will work together to manage the
contract throughout its term. A collaborative
commissioning board, chaired by a Stockton-
on-Tees consultant in public health with a
sexual health lead role, brings them together
for quarterly meetings to review contract and
performance data and agree any changes
required. There is also a service improvement
forum, which includes the provider and sexual
health leads from public health.

A contract manager, working in the joint
public health team of Middlesbrough and
Redcar & Cleveland councils, plays a
coordinating role and acts as the liaison
point through whom issues raised by any of
the commissioners are discussed with the
provider, and vice versa. Hartlepool Borough
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Council offers pharmaceutical input and
advice. Stockton-on-Tees Council took the
lead role for procurement and also provides
clinical advice through its consultant in
public health on matters such as patient
group directions and clinical governance. In
this way, each council provides an ‘in kind’
contribution to contract management. During
procurement, additional expert advice on
nursing and safeguarding was provided

by one of the CCGs, and on equality and
diversity by Stockton-on-Tees Council.

The commissioning of an integrated

service offers a number of benefits to the
commissioners. With large numbers of people
using sexual health services outside their
borough of residence, the four councils avoid
the need for mutual cross-charging, saving
administrative costs. Further efficiencies and
a better service for the local population are
provided by centralised functions such as
contact management, patient records and
partner notification systems.

The new sexual health service delivers on a
vision for the whole population of Teesside.
Pathways are designed to be seamless, and
users have a choice of appointments or walk-
in clinics on an open access basis across
the four boroughs. A full range of services is
offered, including STl testing and treatment,
chlamydia screening, HIV testing, HIV post-
and pre-exposure prophylaxis (PEP and

PrEP — the latter as part of the PrEP IMPACT
trial), HIV support following diagnosis, human
papillomavirus (HPV) vaccination, LARC and
other contraception, vasectomy, IUSs for
heavy menstrual bleeding, cervical screening
and psychosexual counselling. Outreach
services are delivered in schools, colleges
and other settings for young people and
groups at higher risk, and online services
including STI testing kits have recently been
introduced.

Through the sexual health contract, the

NHS England regional public health

team commissions opportunistic cervical
screening, and the contract signatory is its
cervical screening commissioner. A pathway
to HIV treatment and care in the NHS acute

hospital infectious diseases department is
part of the sexual health service contract,
but HIV treatment and care are contracted
separately by the NHS England regional
specialised commissioning team. There

is regular communication with the HIV
specialised commissioner, who is copied
into meeting minutes and was consulted on
the development of the sexual health service
specification. Antiretrovirals for HIV PEP and
PrEP, and the HPV vaccine for men who have
sex with men, are paid for by NHS England
outside the contract and invoiced directly by
the sexual health provider.

The CCGs, through the joint contract,
commission vasectomy, psychosexual
counselling and the fitting of IUSs for heavy
menstrual bleeding. Although they commission
abortion services separately through an
independent provider, they collaborate with
the councils to improve shared pathways.

For example, faced with a recent increase

in abortions — and the resulting costs —

South Tees CCG is working with the local
public health team to map areas with high
proportions of abortions and increase
contraceptive provision in those areas. The
CCG’s relationship with GPs and the local
medical committee is helpful for the councils
when seeking to increase provision of LARC
in primary care, and the CCG’s executive GPs
act as champions with their peers.

Since 2011, the integrated sexual health
service has been required to have a
workforce trained in both GUM and
contraceptive provision. All nurses are now
dual-trained to provide a ‘one-stop shop’
experience: whether someone comes in for
an STl screen or a repeat pill prescription,
for example, the nurse they see can do

both, as well as offering an opportunistic
cervical smear. The service specification
also requires the service provider to build
capacity among community providers.
Practice nurses undertaking degree courses
(not funded by the sexual health service)

in sexual health spend clinical time in the
sexual health service to complete their
competency training, and the service also
provides training and supervision for doctors
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and nurses to obtain Faculty of Sexual and
Reproductive Healthcare (FSRH) Letters of
Competence in LARC fitting, as well as annual
contraception update sessions.

While primarily responsible for overseeing
the contract, the public health leads help to
broker partnerships with a view to shaping
services and addressing health inequalities.
For example, they participate in a pharmacy
development group with the involvement of
the local pharmaceutical committee, and
they liaise with the CCGs, local GPs and
the local medical committee, to support the
development of pharmacy — and general
practice-delivered sexual health services.
Being based in local government, they

have been well placed to help establish
partnerships for sexual health outreach with
youth services, drug and alcohol services
and a charity supporting street-based sex
workers. The provider also works closely
with other stakeholders, for example the
South Tees Maternal Infant and Child Health
Partnership, and feeds back on this joint work
in contract management meetings.

The public health directors across Teesside
provided strong leadership and governance
of the procurement process. One, in particular,
was passionate that the service should remain
Tees-wide and jointly commissioned. They
approve any far-reaching decisions such as
changes to service targets, further funding

or moving clinics. However, because of the
in-depth work carried out under their guidance
prior to re-commissioning, there is rarely a
need now for major strategic changes.

Within each council, the director of public
health brings key decisions regarding
procurement to the cabinet or executive.

A number of councillors have provided
valuable support. In particular, because the
commissioning of clinical services was new
and not necessarily well understood within
local government at the time of transition,
one public health portfolio holder played an
important role as a sexual health champion
with fellow councillors.

Jacky Booth

Contract Manager, Public Health
South Tees, Middlesbrough Council
and Redcar & Cleveland Council.

Challenges

The Tees provider market is small and there
were few responses to the competitive
tender. Joining up commissioners offered

a higher contract value and a more viable
contract for providers. In addition, awarding
a five-year contract with the option of two
two-year extensions avoided the necessity of
another lengthy and costly re-procurement
exercise in the near future, and made it
more attractive for potential providers to bid.
For the contract manager, the paucity of
potential bidders highlights the importance of
maintaining a good working relationship with
the current provider, while still holding them
to account. The directors of public health
have considered whether, in the future, there
might be other, more effective levers than
competitive tendering.

Aligning the practicalities of procurement
within all seven commissioning organisations,
each of which had different processes

and timelines, was complicated and time-
consuming. Issues sometimes had to

be escalated to a district lawyers’ group
(comprising solicitors from each council)

or a procurement officers’ group, and

key decisions had to be steered through
seven different high-level committees. A
final element of delay arose in contractual
negotiations with the provider, as NHS terms
and conditions had been grafted onto a
standard public health contract.
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At the outset, 18 months was allowed for the
service review and re-procurement but, in the
end, it was necessary to extend the existing
contract by five months. In retrospect, the
contract manager feels two years would have
been a more realistic timeline to aim for.

With CCGs facing a range of major
commissioning challenges that necessarily
took priority in 2013, they sometimes struggled
to ensure the ideal level of consistency or
seniority in their representation on collaborative
procurement and contract management
groups. This caused some frustration at

times for the council representatives, but was
understandable in view of their relatively small
share of the contract. Ultimately, it did not
undermine the collaborative agreement, which
is still working well.

Confusion around payment arrangements
for training presented a temporary barrier

to skilling-up more GPs and practice

nurses in LARC fitting. The prime provider
was contracted to provide training and
clinical supervision, but not to pay the
necessary FSRH registration fees for
primary care clinicians. After some initial
misunderstandings, the CCG applied
successfully to Health Education North East
(HENE) for funding which enabled it to cover
these fees. However, as a private, non-NHS
organisation, the provider still faces difficulties
accessing training structures set up for the
NHS, such as securing HENE funding or
becoming a recognised training provider for
specialist doctors. A local solution for this is
still being sought.

Documenting evidence of outcomes proved
challenging. Despite performance that

was probably satisfactory, the evidence
submitted by the provider, who struggled to
understand the commissioners’ expectations,
was insufficient to justify full payment of the
SORP award. To resolve this, the contract
manager worked with the provider to rewrite
the reporting framework and negotiate a
revaluation of some of the outcomes.

Similarly, the quality of the service has
not always been reflected in the Public
Health England dashboard indicators.

The provision of LARC by general practice
under subcontract and without an FP10
prescription does not fit the current reporting
options, so the provision of LARC was
under-reported in Teesside for many years.
The potential for amending the Sexual and
Reproductive Health Activity Data Set data
collection system has been discussed

with NHS Digital and although they have
not changed their data collection systems,
there may be increasing pressure for this
to happen as more councils develop novel
commissioning arrangements.

Although performance varies between the
councils, Teesside as a whole has struggled
to hit Public Health England’s recommended
chlamydia detection rate of 2,300 per
100,000. The commissioners decided that
holding the provider to account for delivery
of an unachievable target was perverse
and could distract from the achievement of
other priorities. They therefore adjusted their
contractual target to the national average

of 1,900 per 100,000 (still challenging) and
asked for more focus on other prevention
priorities. It is now recognised that although
mainstreaming chlamydia screening within
the core sexual health service made sense,
additional more focused work is also
required, such as outreach and links with
youth services, in order to achieve a higher
detection rate.

The four councils each have different needs
and priorities for their local populations and,
where the provider has not been able to
accommodate these, compromises have
been achieved to maintain a single service.
Currently, with the public health ring-fenced
grant potentially about to be replaced by
funding through business rates, the pressure
on budgets may exacerbate the differences
between the councils in terms of priorities or
how to make further savings. While confident
that agreement will be reached in relation

to the sexual health service, the consultant
in public health fears this combination of
financial pressures and differing needs may
make integrated contracts for other public
health services less likely.
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“What you don’'t want is a
provider that’s pulled different
ways by all the different
commissioners. The contract
manager is the key point

of contact and has got that
expertise.”

Jayne Herring
Commissioning and Delivery Manager —
Planned Care, NHS South Tees CCG

Achievements

Working collaboratively, commissioners

in Teesside have managed to procure

an integrated sexual health service for
potentially nine more years. Despite shrinking
budgets, the service is highly rated by
users, consistently getting a high score on
the ‘Friends and Family’ test and receiving
positive feedback through a twice-yearly
questionnaire. With the service operating
across four boroughs, local residents

have easy access wherever they are, and
commissioners avoid having to make out-of-
area payments for cross-border flows.

The inclusion of SORPs in the contract was
an innovation to incentivise preventative
work. It has enabled a greater focus on
improving the sexual health of young people,
including chlamydia screening, provision

of young-people friendly services, access

to contraception and outreach, and the
prioritisation of HIV prevention.

The new service has improved access and
achieved savings through relocation. The
previous contract had designated specific
NHS properties to be the four service hubs.
These had high rental costs and, under the
new contract, two hubs have been able to
move into lower-cost council buildings. One
of these, next to Redcar College, is much
more convenient for users and has seen a 10
per cent increase in footfall since the move.

The Middlesbrough hub is re-locating to a
building in the centre of town shared with
drug and alcohol and mental health services,
allowing greatly improved links with these
organisations and on-the-spot referrals of
their users to the sexual health service.

Teesside celebrates success by holding an
annual sexual health conference, at which an
award is offered to a person who has made
an outstanding contribution to sexual health
services. The conference attracts 100 people
each year from a range of professional
backgrounds and combines plenary sessions
with practical workshops. The learning from
Teesside’s collaborative commissioning has
also been shared through presentations to
meetings of public health directors across the
region, facilitated by Public Health England.

“We look at equity measures
and monitor progress, not just
at borough level but using
universally shared outcomes.”

Edward Kunonga

Director of Public Health, Public Health
South Tees, Middlesbrough Council and
Redcar & Cleveland Council

Lessons learned

It is important to allow plenty of time for

a major service review and procurement,
especially if undertaking this across several
commissioning organisations. Experience
from Teesside suggests two years is
comfortable.

The service specification should be
absolutely clear about the commissioner’s
requirements, but not so prescriptive as to
stifle innovation. The Teesside specification
was very detailed to ensure nothing was
omitted, but it was possible to balance this by
including a schedule requiring the provider to
set out proposals for innovation.
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Appointing a single contract manager,
working equally to the requirements of

all collaborative partners, ensures that
communication among and between
commissioners and the provider is
streamlined and consistent. The Tees
contract manager is based in public health
but has previously worked in the NHS, thus
bringing an understanding of the different
commissioners’ requirements, as well as both
the preventative and clinical dimensions of
service provision.

Longer contracts can be beneficial for both
commissioners and providers. In Teesside,
a five-year contract with options to extend
gave commissioners some security in the
face of a small provider market, while the
provider had more time to reap the rewards
of investment in the bidding process and to
allow innovations to become embedded in
the service.

A joint service ensures better access for
population across the whole area but can
make it more difficult to respond to the needs
of a particular locality or commissioning
partner. In Tees, commissioners have made
compromises regarding specific local

needs in order to maintain the collaborative
approach, but the requirement for further
budget cuts places increasing strain on

this arrangement.

“An NHS understanding or
background is helpful for
monitoring and supporting
quality, clinical governance and
development of the service, but
public health in the council can
better support the preventative
element of the service.”

Dr Tanja Braun
Consultant in Public Health, Stockton-on-Tees
Borough Council

Contacts

Lead commissioner

Jacky Booth

Contract Manager, Public Health South
Tees, Middlesbrough Council and
Redcar & Cleveland Council
jacky_booth@middlesbrough.gov.uk

Consultant in Public Health

Dr Tanja Braun

Consultant in Public Health,
Stockton-on-Tees Borough Council
tanja.braun@stockton.gov.uk

Director of Public Health

Edward Kunonga

Director of Public Health, Public Health
South Tees, Middlesbrough Council
and Redcar & Cleveland Council

edward_kunonga@middlesbrough.gov.uk
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Commissioning abortion and
reproductive health in Lambeth,
Southwark and Lewisham

A tri-borough sexual health commissioning team manages

abortion contracts for three CCGs

“The manifesto commitments
around reducing inequalities
are central to many of the
other workstreams that exist
in Lambeth, so our work on
abortion is very much a part
of that.”

Ruth Hutt
Director of Public Health, London Borough
of Lambeth

“The abortion contracts sit
really comfortably with us
because we look at sexual
and reproductive health and
HIV services as a whole, at
entire service pathways, and
understand that our residents
access all of these services.”

Jennifer Reiter

Lead Commissioner — Sexual Health, London
Borough of Lambeth, and on behalf of the
London boroughs of Southwark and Lewisham

Keys to success

« Joining up the commissioning of abortion
and sexual and reproductive health
facilitates an integrated response to the
local population’s needs along the whole
reproductive health pathway.

Public health involvement in abortion
commissioning promotes exploration
and understanding of the local factors
underlying unplanned pregnancy and
associated health inequalities.

Locating the commissioning function
within one council, on behalf of several
councils and CCGs, provides efficiency
savings and capacity to take a strategic
focus on improving outcomes and
saving costs.

Outline

The London boroughs of Lambeth, Southwark
and Lewisham have high rates of abortion, an
indicator of unmet reproductive health need
among their populations. A new joint sexual
and reproductive health strategy seeks to
address this by including, among its priority
outcomes, reductions in reproductive health
inequalities and unwanted pregnancies, and
an increase in knowledge and understanding
of reproductive health and fertility.
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As part of a whole-system approach across
the area, the tri-borough sexual health
commissioning team, hosted by Lambeth
Council, manages the contracts for abortion
services on behalf of the three local CCGs.
The team provides strategic oversight as well
as contracting arrangements and regular
service monitoring.

The commissioners use abortion service data
to better understand the factors affecting local
rates of unplanned pregnancy. Their findings
feed into the reshaping of local prevention
initiatives and contraceptive services to better
meet the population’s needs. Women in the
three boroughs have access to a rapid and
streamlined abortion pathway which includes
a contraceptive offer, including long-acting
reversible contraception (LARC), whether they
have a surgical or early medical abortion.

Context

The London boroughs of Lambeth,
Southwark and Lewisham collaborate on
sexual health commissioning and strategy
development in order to use their resources
most effectively to meet the significant
needs of their populations. Their residents
are predominantly young and diverse: the
median age in Southwark and Lambeth is 33
and, in Lewisham, 35; 39 per cent are from
an ethnic minority background, compared to
16 per cent nationally. There are high rates
of, and persistent inequalities in, sexual

and reproductive health need across the
area, with young people, men who have

sex with men, and black and minority ethnic
communities the most affected.

The three boroughs have had significant
success in reducing their teenage pregnancy
rates. These remain relatively high at 24, 20.8
and 20.5 per 1,000 for Lambeth, Lewisham
and Southwark respectively, compared to

the London average of 16.4 (2017), but the
decline since their peak has been dramatic
and much steeper than the London or
England average.

The most common forms of contraception
used here are user-dependent (for example
condoms or the pill), and this may contribute
to high use of emergency contraception

and abortion (including multiple abortions),
particularly among women from black African
and Caribbean ethnic backgrounds. However,
increasing access to LARC is a local priority,
and LARC prescribing rates (excluding
injectables) are higher than the average for
London at 47.1 per 1,000 resident women

in Lambeth, 42.9 in Lewisham and 39.9 in
Southwark (versus 34 for London).

This area has a history of innovation in sexual
and reproductive health and HIV. It was one
of the first to develop online STl testing, a
service that has now been rolled out as part
of the London Sexual Health Transformation
Programme. More recent innovative
developments have related to broadening the
focus of young people’s services and sexual
health promotion, and piloting new ways of
offering contraception, including online and
postal provision.

Abortion commissioning in
Lambeth, Southwark and
Lewisham

Objectives

The commissioning arrangements for abortion
in Lambeth, Southwark and Lewisham have
the following objectives:

» to ensure that the local populations have
rapid and equal access to high-quality
abortion services

» to reduce reproductive health inequalities
and unwanted pregnancies

* to join up council- and CCG-commissioned
reproductive health pathways

» to achieve economies of scale and better
population-wide data by commissioning
across three boroughs.
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Approach

For over 10 years, Lambeth, Southwark

and Lewisham have taken a coordinated
approach to the commissioning of abortion
services and other aspects of sexual

and reproductive health. In 2013, when

it became clear that abortion would not

be part of local government’'s new public
health commissioning responsibilities,

the public health leads moving into the
councils put forward the case to maintain
the tri-borough links between all aspects of
sexual and reproductive health, including
abortion. This proposal was approved, and a
commissioning agreement was established
between the three boroughs and the three
co-terminous CCGs, supported shortly after
by a joint sexual health strategy.

A new five-year sexual and reproductive
health strategy, launched in 2019, gives
greater attention to reproductive health,

with objectives including reductions in
reproductive health inequalities and
unwanted pregnancies, along with an
increase in knowledge and understanding of
reproductive health and fertility. The strategy
states the critical role of access to safe, legal
abortion, free from harassment, in protecting
the reproductive health of women who
choose to end a pregnancy. It also highlights
the costs to the public purse of unwanted
pregnancies, stating that contraception

is extremely cost-effective and one of the
highest value public health interventions, with
LARC methods the most effective.

Lambeth Council hosts a team which
commissions sexual and reproductive health
services across the three boroughs and
manages contracts for the three CCGs.
Consisting of a lead commissioner and two
whole-time-equivalent senior commissioning
officers, the team also works strategically
with primary care commissioning colleagues,
as general practice and pharmacy are

key providers of sexual and reproductive
health services.

Abortion is one of the contracts the
commissioning team manages on behalf of
the CCGs. Each abortion provider has one
rolling contract, jointly signed by all three
CCGs and containing an indicative budget
for each CCG. Payment is made by the
CCGs for their residents based on activity.
The commissioning team provides strategic
oversight, reviewing the service specification
and key performance indicators annually,
updating these if necessary and working with
providers to execute the contracts. It monitors
the services and meets regularly with the
providers to hold them to account.

Two independent providers between them
provide 90 per cent of local abortions, and one
NHS acute provider cares primarily for women
with more complex co-morbidities. There has
been no appetite to go out to procurement,

as the providers have been well established
locally for decades, work well together and
provide high-quality services that receive
exemplary feedback from service users.

The abortion pathway is modern and
streamlined. One of the independent
providers runs a central booking system,
whereby women resident in the three
boroughs can choose to go to any service

in the country run by either of the two
independent providers or, if medical issues
dictate, they are booked into the local NHS
service. The central booking system number
is known by all relevant local professionals
and can be easily found on the web. Women
can self-refer and book an initial phone
consultation, during which contraception is
discussed, followed by an appointment for the
abortion procedure (at which contraception
and STI/HIV testing are also offered).

One of the independent providers is also
currently running a contraceptive counselling
pilot, in which a separate telephone session
is held with the patient to discuss in detalil
the full range of contraception — answering
women’s questions and concerns, busting
myths and giving them time to reflect on their
contraceptive options and where they can
access them, separate to the logistics of
organising the abortion appointment.
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The council commissioners have a good
working relationship with the abortion
providers, who value their sexual and
reproductive health expertise and come to
them for insight into current developments

in the system which may impact on abortion
services, as well as to coordinate public
communications or suggest innovations. For
example, in response to a halving in the rate
of LARC fitting in abortion services as more
women chose early medical abortion (EMA)
(which does not require clinical follow-up,
cutting out the opportunity for post-abortion
LARC discussion and provision), one provider
agreed with the commissioners to pilot and
roll-out a post-EMA LARC service. This
means that now, before taking away their EMA
pills, women are offered an appointment to
return for a LARC fitting at a later date, and
subsequently receive reminder texts.

Every year a tripartite agreement details the
governance arrangements for sexual and
reproductive health commissioning across
the three boroughs, and the amount of
funding each council and CCG will put into
the commissioning of services. (Initially, the
council decided to absorb the commissioning
team staffing costs because of the evident
public health benefits, but more recently,

with increasing financial pressures on local
government, the CCGs have made a financial
contribution to staffing.)

A sexual health commissioning partnership
board provides oversight, with representation
from CCGs and councils at assistant director
level, meeting quarterly to receive performance
reports. In addition, the commissioning team
holds regular one-to-one meetings with each
CCG to report on their contracts. A relationship
of trust has been established between the
CCGs and the commissioning team, whose
monitoring of activity and finance enables
them to provide forecasts to inform annual
indicative budgets and give early warning of
any likely overspend.

The public health teams use service user
feedback and comprehensive data from
the abortion providers, along with an
annual demographic analysis, to seek a

deeper understanding of the factors behind
unplanned pregnancies and patterns of
behaviour in relation to abortion. For example,
the data showed that a significant proportion
of local women having an abortion had not
been using reliable contraception, despite
not wanting to become pregnant, and a
number were choosing to remain without
contraception after their abortion. Focus
groups were organised with local women to
explore their understanding of contraception
and fertility, including cultural beliefs, and the
impact of these on their behaviour.

Current innovations include a new pharmacy
offer of emergency contraception and
bridging oral contraception, sexual health
services offering oral contraception by post,
an online contraceptive method suitability
checker and comparator, online ordering

of oral contraception, and the development
of a central booking system for LARC and
emergency intrauterine device (IUD) fitting.
The commissioners keep the CCGs informed
about these developments, which should
ultimately result in a reduction in abortions
and costs to their budgets.

Lambeth sexual health commissioners
participate in pan-London and south east
London commissioner and provider groups
that collaborate on strategic issues. One of
these related to the development of ‘buffer
zones’ around abortion clinics to protect
patients and staff from harassment. After
liaising with the first council to introduce
buffer zones in London, Lambeth undertook
local scoping, evidence-gathering and
consultation around the potential for taking
out a Public Spaces Protection Order.

At that time, the portfolio of the chair of

the Lambeth health and wellbeing board
included both public health and community
safety. Already supportive of the sexual
health team’s work, the chair was able to
broker connections for them with the council’s
community safety team and, although the
need for buffer zones subsided, the resulting
joint work between public health and
community safety enabled mechanisms to be
put in place in case the need arises again.
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“We have been able to
engender an open relationship
between councils and CCGs
where we can share the
challenges, they can come to
us with questions, we anticipate
their needs around budgets and
outcomes and they trust us.”

Jennifer Reiter

Lead Commissioner — Sexual Health, London
Borough of Lambeth, and on behalf of the
London boroughs of Southwark and Lewisham

Challenges

For CCGs, abortion is a relatively small

area of expenditure and this can limit

their capacity to focus on driving service
improvement. Devolving the commissioning
function to local government brings benefits
on both sides, with the potential to improve
outcomes and save costs. However, in

view of their many priorities, keeping

CCGs engaged can remain a challenge. In
Lambeth, Southwark and Lewisham, making
abortion part of a bigger devolved package
of responsibilities exercised on behalf of
the CCGs, including HIV care and support,
makes it more significant and encourages
greater engagement.

Working across three councils can be difficult,
and across six organisations even more so.
Trust in the commissioning team is important,
but a key success factor here is that the
partners, while devolving commissioning
responsibility, remain engaged and actively
part of discussions about service changes,
especially at borough level. While each council
values the benefits of the tri-borough approach,
there is also a recognition of the need for
localism, and it is accepted that the approach
will not be uniform across the three boroughs.

One of the biggest challenges for sexual
health commissioning is the financial pressure
on councils, which has reached the point
where Lambeth’s public health director
believes it is not possible to “wring any more
out of the system”. On the positive side, she
acknowledges that lack of funds can spark
creativity and acceptance of new models,
and that certain beneficial aspects of service
transformation would have taken much
longer (or not even been considered) had
they not been driven by financial necessity.
Looking to the future, she would like to see
more involvement of primary care in the
coordination of sexual health provision,

and the general medical services (GMS)
contract funding received by GPs for basic
contraception being used as part of the
strategically planned local ‘pot’ for sexual
health. However, as regards abortion, the
location of its commissioning in CCGs goes
some way to protecting its budgets while
local government finances remain tight. As
a medical service to which rapid access is
critical, this protection is important.

While councillors in all three councils are
supportive of local government taking a

lead role on abortion commissioning, there

is an awareness of the political sensitivity

of abortion among some local communities.
After initial consideration of budget pooling
between CCGs and councils, it was decided
that leaving the abortion budget with the
CCGs would make it clearer that the councils’
role is not to directly commission abortion but
to contract-manage it on behalf of the NHS.

Although there might be benefits if abortion
were commissioned collaboratively across
a wider geographical footprint, the priority
is to ensure that it is commissioned in an
integrated way with other aspects of sexual
and reproductive health, which means
maintaining tri-borough co-terminosity.
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There are opportunities to address shared
issues more informally through participation in
the south east London sexual health service
improvement and innovation steering group,
as well as its local clinical advisory group.

The emerging local place-based integrated
care models have focused on community
services, but sexual health has not been part
of this discourse to date. Due to the open
access nature of sexual health clinics, and
the mobility of patients between services,
working across a larger footprint and with other
London boroughs has been the focus of joint
working. However, there may be opportunities
in the future to link neighbourhood-based care
within the emerging primary care networks
with wider reproductive health services,
including cervical screening, contraception
and HIV care.

Looking forward, public health teams face the
challenge of trying to understand the impact
of current changes to sexual health service
provision on the population groups most likely
to be affected by abortion. Specifically, what
will the move to more online STl screening
mean for women who might have sought face-
to-face advice on contraception or abortion
while at the clinic for ST services?

“We get economies of scale,
we get better services, and we
can use our resources in terms
of our expertise, capacity and
capability much better across
the three boroughs; but we
have also recognised the need
for more local approaches,
which can be flexible and
responsive to the needs of

our local communities.”

Kirsten Watters
Consultant in Public Health, London Borough
of Southwark

Achievements

The commissioning arrangements in
Lambeth, Southwark and Lewisham have
enabled the provision of a quick and efficient
abortion service for residents across the three
boroughs, designed to meet their needs.
Despite high levels of deprivation, significant
health inequalities and high numbers of
unwanted pregnancies in all three boroughs,
almost three-quarters of women obtain

an abortion at under 10 weeks’ gestation.

For several years up to 2016, performance
against this indicator was better than the
England average (although, as in several
other London boroughs, it dipped in 2017).

By commissioning abortion across three
boroughs and analysing data submitted by
three providers, sexual health commissioners
and public health are able build an overall
population picture of the factors leading

to unwanted pregnancy locally, and the
characteristics of women who seek an
abortion. Data on abortion also help identify
areas of weakness in the contraceptive
pathway. This informs the planning of
prevention work ‘upstream’, as well as
interventions within the abortion service to
reduce multiple abortions.

Preventing unwanted pregnancies furthers
the councils’ priorities in relation to reducing
inequalities and improving outcomes for
children and young people. Abortion rates

in the three boroughs are highest among
women from black African and Caribbean
ethnic backgrounds, and it is known that
planned pregnancies have better outcomes
for mothers, children and other family
members than those that are unplanned.
Within councils, public health leaders have
been able to gain traction for arguments to
improve access to contraception and abortion
by framing them in terms of their impact

on family overcrowding or children being
taken into care. Being located within local
government also helps public health teams
to prioritise early intervention by making links
with schools and youth services.
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“If you just talk about sexual
health, people don’t feel it’s
that relevant to them, but if
you talk about overcrowding,
children being taken into care,
repeat pregnancies for women
who have other vulnerabilities
and the impact that has on
our wider system, then people
are interested.”

Ruth Hutt
Director of Public Health, London Borough
of Lambeth

Lessons learned

By commissioning collaboratively, councils
can gain economies of scale and better

drive service improvement. In Lambeth,
Southwark and Lewisham, the sexual health
commissioners have a stronger voice because
they negotiate on behalf of three boroughs,
and they benefit from population-based data
across a wide geographical footprint.

Joining up the commissioning of sexual and
reproductive health and abortion services
creates a virtuous loop. Understanding gained
from commissioning abortion informs the
reshaping of local sexual and reproductive
health services, while understanding of the
sexual and reproductive health system informs
the commissioning of a comprehensive
abortion service, both with the aim of improving
sexual health and wellbeing, reducing
unwanted pregnancies, and saving associated
costs to the NHS and local government.

The involvement of public health specialists
in commissioning can bring better outcomes
than relying on a more purely contractual
commissioning model. In the tri-borough
approach, public health teams analyse and
build on data reported by service providers
to better understand and address the factors
driving demand for abortion, including the
wider societal determinants which lead to
inequalities in reproductive health outcomes.

Devolving the management of abortion
commissioning to local government without
devolving budgets provides multiple benefits.
The sexual health commissioners here have
the knowledge and capacity to commission
abortion services proactively, providing
feedback to the CCGs as needed, while
the retention of ultimate commissioning
responsibility within the NHS offers some
protection from political sensitivities and
erosion of public health budgets.

Council portfolio holders and other councillors
can play a key role as local champions

for women’s reproductive health rights. In
Lambeth, the joint portfolio holder for public
health and community safety was instrumental
in helping to develop plans to protect service
users and staff from harassment outside
abortion clinics. Other councillors provided
encouragement and political support for the
council’s officers who were managing this
sensitive issue.

“We're really lucky because
other commissioners of abortion
services don’t have that
landscape view of what’s going
on in sexual and reproductive
health, in primary care, in
young people’s services, in
schools, where women are
accessing contraception or not,
and how are they finding out
about services.”

Jennifer Reiter

Lead Commissioner — Sexual Health, London
Borough of Lambeth, and on behalf of
Southwark and Lewisham councils
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“The risk is that commissioners
in local authorities have no idea
about what’s happening with
abortion as it's not something
they are involved in, so they
are missing information about
one of the primary outcomes

of contraception.”

Ruth Hutt
Director of Public Health, London Borough
of Lambeth

Contacts

Lead commissioner

Jennifer Reiter

Lead Commissioner — Sexual Health,
London Borough of Lambeth and on
behalf of the London boroughs of
Southwark and Lewisham
jreiter@lambeth.gov.uk

Director of Public Health

Ruth Hutt

Director of Public Health, London Borough
of Lambeth

rhutt@lambeth.gov.uk
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Integrating contraception
into the maternity service
in Gloucestershire

An integrated care system (ICS) pilot

“At its most basic level it's
about drawing up pathways
for women, making things
easier for people and tackling
inequalities.”

Sarah Scott
Director of Public Health, Gloucestershire
County Council

“This was a really good
example of how you can drive
things forward through the ICS
by cutting across boundaries —
not trying to compartmentalise
the outcomes to the NHS, or
to social care or to something
else, but talking about how it
impacts on the health of the
population and the outcomes
and activity within the wider
system.”

Dave Mc Conalogue
Consultant in Public Health, Gloucestershire
County Council

Keys to success

» An ICS can provide a framework for
councils, CCGs and NHS providers to
commission innovative public health
approaches in partnership, and to assess
their impact across the whole system.

* Building robust evaluation into the design
of experimental new service models is
key, in order to provide the evidence base
to support longer-term funding.

* Enabling clinicians to play a lead role in
designing new pathways within their own
service will generate workable solutions
and foster enthusiasm among the
workforce to implement them.

Outline

Gloucestershire County Council worked

with partners in the integrated care system
(ICS) to develop and pilot an integrated

and comprehensive contraception offer in
maternity services. The key partners were
the council, the maternity services, the CCG
and the specialist sexual health service.

The focus was on women with vulnerable
characteristics who are more likely to have

an unplanned pregnancy and least likely to
have contraception in place during the weeks
following delivery (a high-risk period), and
who have the worst outcomes from unplanned
pregnancy (for them and their family unit).
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The model was characterised by its
integration within the maternity service, with
contraceptive advice and provision being
undertaken by midwives in the community
midwifery service and the hospital delivery
suite. Initial results from the service,
launched in November 2018, show that it

is effectively targeting women identified as
having a vulnerability: 100 per cent of eligible
women were engaged in a discussion about
contraception needs, 97 per cent of those
made a plan for contraception, and 85 per
cent of women had their chosen method

of contraception administered through the
maternity services team.

Context

Gloucestershire County Council serves a
population of over 600,000, with two urban
hubs — Gloucester and Cheltenham, a number
of smaller towns, and a large rural area.

The population is reasonably affluent and
ageing but there are quite stark inequalities,
with some urban areas in the top 10 per

cent for levels of deprivation. The council

has the advantage of being co-terminous
with the CCG and other public bodies and

is part of the Gloucestershire ICS. Maternity
services in Gloucestershire are provided by
Gloucestershire Hospitals NHS Foundation
Trust, with an obstetric-led delivery suite in
Gloucester and midwifery-led birthing units in
Gloucester, Stroud and Cheltenham.

The rate of under-18 conceptions in
Gloucestershire is 14.8 per 1000 women
aged 15-17, similar to the South West region
average and below the England average

of 17.8. The repeat abortion rate in under-
25s dipped in 2017 to 14.2 per cent, lower
than both the regional (22.1 per cent) and
England (26.7 per cent) averages. The rate
of prescribed LARC (excluding injectables)
is relatively high at 74.2 per 1000 women
aged 15-44, compared to the averages for the
region (64.0) and England (47.4).

The ‘Preventing Unplanned
Pregnancy’ pilot

Objectives
The ‘Preventing Unplanned Pregnancy’ pilot
aimed to:

* give vulnerable women control over their
fertility at a high-risk time by integrating
contraceptive advice and provision into the
maternity service

* reduce the negative outcomes associated
with unplanned pregnancies for vulnerable
women and their families

+ evaluate the effectiveness and system-wide
return on investment from an integrated
maternity contraception model.

Approach

A Gloucestershire audit of around 100
vulnerable women who went through

the maternity contraception pathway (for
example, teenage parents and women

with mental health, substance misuse or
safeguarding issues) found that only about a
quarter of their pregnancies were planned.
This compares to around 55 per cent of
pregnancies in the general population.
Unplanned pregnancies are more likely to
result in abortions, shorter intervals between
births and children entering the care system,
with those who are most vulnerable most
likely to have the worst outcomes.

The public health team in Gloucestershire
recognised that the six-week period following
childbirth can be a particularly risky time

for unplanned pregnancy. This is especially
the case for teenage parents and women
with chaotic lifestyles or other vulnerabilities.
However, it is also a time when women are
very engaged with healthcare services, in

a way that more vulnerable women may not
normally be. The period before delivery, when
women are engaged with maternity services,
is therefore a key opportunity to discuss
contraception needs and to support women
to take control of their fertility.
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For some time, attempts had been made

in Gloucestershire to improve women'’s
access to contraception during this window
of opportunity. Contracts with the specialist
sexual health service had allowed for a small
payment to cover staff visits to the postnatal
ward to offer contraceptive advice when
requested by the midwives. However, this had
not worked well, with women rarely leaving
maternity services with a chosen method

of contraception in place. Midwives were
frustrated to see women returning with repeat
unplanned pregnancies, and reported that
their patients wanted to be able to access
contraception within the maternity service.

The emergence of the Gloucestershire ICS
was the opportunity to bring together partners
from the council’s public health team, the
CCG, the NHS hospitals foundation trust and
the specialist sexual health service (provided
by an NHS community trust) to find a solution.
To further the aims of the sustainability and
transformation plan, the CCG had put forward
£1.9 million for a prevention and self-care
fund to provide pump-priming money for
innovative pilot projects and assess whether
they would deliver a return on investment.
The public health team submitted a business
case to develop and evaluate an integrated
maternity contraception model with a strong
focus on more vulnerable women, and
funding was agreed.

Gloucestershire County Council also
committed half of the funding for this pilot,
and a small contribution was made as

part of the prevention workstream of the
‘Gloucestershire Better Births Programme’,
a local transformation plan set up by the
CCG to meet the outcomes of the 2016
national maternity review. The CCG’s lead
commissioner for the programme at the time
held a joint council/CCG post and worked
closely with public health.

Armed with £200,000 of funding over two
years and an approved concept, the public
health team approached the divisional director
of maternity services at the hospitals trust

to secure her support, then held a meeting
with members of the maternity service

management, a consultant obstetrician,

the lead midwife and other members of

the midwifery team. They asked them to

work in partnership to develop a model of
integrated maternity contraception provision
for vulnerable women. The starting parameters
were |loose — the public health team wanted
women to come out of maternity with a method
of contraception based on their own choice,
and they suggested an approximate number
of women to be included, but the maternity
staff were given scope to develop the service
model. The invitation to work in partnership
was accepted.

A steering group was set up to develop the
service specification, with membership mostly
drawn from public health and the maternity
service, as well as a representative of the
specialist sexual health service. There was
also sporadic attendance from a range of
other midwives throughout the development.
Despite wider interest in the pilot, for example
from Public Health England and NHS England,
it was decided to limit the membership of the
steering group at the developmental stage,

to enable the midwifery team to feel in control
and build up its confidence.

The group’s work was informed by evidence
reviews on women'’s attitudes to contraception
and existing models of contraception
provision. While the review found no fully
integrated maternity-based contraception
services in the UK, learning about such
projects operating successfully with much
less resource in developing countries gave
the team confidence. The group mapped the
current maternity and contraception pathway
then held a workshop with about 40 people
from maternity and sexual health services,
public health and the CCG to go through this
and plan the future pathway.

Opting to avoid a model whereby sexual
health specialists came into maternity
services to provide contraception, as had
been tried before in Gloucestershire and
elsewhere, the steering group decided that
contraception advice and provision would be
provided by midwives in both the community
midwifery teams and the delivery suite.
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As part of the regular maternity pathway,
women would be engaged in a conversation
with a midwife, who would give them
information about contraceptive options

and help them make an informed choice.
The maternity service would also administer
the chosen contraceptive method before
women left the service after giving birth, or
at the latest in the few days that followed.
Rather than delivering contraception, the
sexual health service would be a key partner,
providing advice, guidance and training to the
midwifery teams.

The council used a Section 76 agreement

to commission the service through the

CCG, which already had a contract with

the Gloucestershire provider of maternity
services. The provision of advice and training
for the pilot was included in the council’'s
contract with the newly re-commissioned
sexual health service.

After a period of training, the integrated
contraception service started in November
2018 in Gloucester. Two midwives took on
the role of specialist contraception midwife,
sharing a whole-time-equivalent post. Their
role is primarily to offer mentoring and
support to the other midwives. The sexual
health service advised on the training and
qualifications required for these posts and
provided a one-day basic contraception
training session for about 35 midwives,
enabling them to give prescriptions for

oral contraception, provide Depo-Provera
injections and administer condoms.

Several midwives also underwent training to
obtain the Faculty of Sexual and Reproductive
Healthcare (FSRH)’s Letter of Competence

in the fitting of sub-dermal implants, while
three opted to obtain the FSRH Diploma.

The supervision and observations required
for these qualifications were provided by the
sexual health service.

The pilot’s budget was used to pay for the
specialist contraception midwife post and
for training of midwives, including backfill for
their attendance.

There was no additional resource to pay
for the actual provision by staff of the
contraception pathway, but the midwifery
team were so enthusiastic and committed
to the new model that they were happy

to absorb this within the service. The
contraceptive drugs and devices were paid
for by the council as part of the service.

User feedback informed the pilot throughout.
Once the pathway was mapped out, some of
the tools were tested with women using the
service. An evaluation is now underway, with
anonymous surveys of over 100 women who
have had the opportunity to go through the
new pathway, and with staff from the midwifery
and sexual health teams. As well as guiding
ongoing improvements to the service, the
results of this will form the basis of a business
case for longer-term funding. They will also be
of interest to colleagues in other parts of the
council, particularly children’s services.

The lead partners in the pilot are the maternity
and public health teams, which together
shaped and implemented the new pathway,
with support from the CCG and the specialist
sexual health service. The sexual health
service played an active and facilitative role
from the start. The CCG commissioner, while
less actively involved, was a key backer
throughout, and will be fully engaged in putting
together the business case for new funding.

At a higher decision-making level,
Gloucestershire’s Joint Commissioning
Partnership played a key role. Its executive
comprises the council’s directors of public
health, adult services, children’s services
and finance, the CCG’s accountable officer
and director of finance, and a director of
integration who leads the commissioning of
a £200 million aligned budget between the
council and CCG. This group meets monthly
and is a powerful means to get things done
and resolve problems across the system,
including finding ways to share and mitigate
the impact of public health budget cuts. It
created the prevention and self-care fund
and awarded part-funding to the maternity
contraception pilot, based on the public
health director’'s recommendation.
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The partnership’s upper tier, the joint
commissioning partnership board, operates
under the health and wellbeing board, and
both are chaired by the same councillor.

Dave Mc Conalogue
Consultant in Public Health,
Gloucestershire County Council

Challenges

There was a potential risk of the project being
seen as trying to stop disadvantaged women
from having babies or to force them to use
LARC. The initial business case included data
on the cost-effectiveness of LARC, along

with information from modelling about the
impact of contraception on women’s health
and wellbeing, their existing children and
families, and NHS and social care services.
As children born to vulnerable women often
need health and social care input, the case
for return on investment was not difficult to
make, but it was important to state clearly that
the project was primarily about giving women
control and choice, providing information and
a space for them to make their own decisions
about contraception, whatever those
decisions might be. The team developed
clear communication lines on this very early in
order to manage the narrative.

A forthcoming challenge will be to secure
longer-term funding. There is no clarity
regarding the future of the public health grant,
and NHS budgets are tight. Evaluation was
built into the pilot from the outset to either
prove that the service model works, or that
it doesn’t and should not be commissioned.
If the former, the business case will need

to present an irresistible evidence-based
proposition for both council and CCG
commissioners. In anticipation, the public
health team have already been sharing

early data and anonymised individual case
studies (with service users’ permission) to
raise awareness of the project and enable
commissioning partners and other key
decision-makers to understand the impact it
is having on individuals. This communication
is important, as the case for investment of the
‘Gloucestershire pound’ needs to be made
to the whole system, focusing on improving
health and wellbeing outcomes for the local
population, especially its most vulnerable
members. The director of public health has
a key role to play in this communication.

The pilot took longer than expected to get up
and running because time was needed to
consider the appropriate model in genuine
partnership with the maternity service.
Initially, a cautious approach was suggested
by public health, involving sexual health
specialists coming into the maternity service,
but the midwives did not believe this would
work and argued for midwives themselves to
become the specialists. Once the decision
was made to pursue this idea, everything
changed and the project moved forward.
The consultant in public health is glad they
took the time to get it right, but wishes they
had been braver sooner and started with the
midwives’ proposal.

There were concerns at first among funders,
and among staff in the delivery unit, that
midwives would not have time to speak to
women about contraception. However, after
they had undertaken training and started to
provide the service, it became apparent that
this fear had in fact been masking an anxiety
about lack of knowledge. Once they had
developed confidence through learning and
practice, the midwives became extremely
motivated because they saw the positive
impact of their interventions.
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“We know there are long-term
health, wellbeing and financial
implications associated with
unwanted pregnancies, for
example a child may go into
care, so there’s lots of benefits
to thinking about things in a
broader sense and collaborating
with colleagues, and really
involving clinicians in designing
the way that services work”.

Helen Ford

Integrated Care System Lead for Children’s
Mental Health and Maternity, NHS
Gloucestershire Clinical Commissioning Group

Achievements

Performance data based on 92 women who
have completed the pathway show that the
service is effectively targeting women with a
vulnerability (a range of vulnerabilities were
identified, but notably 66 per cent had a
safeguarding issue). Only 24 per cent had
planned their pregnancy, which supports the

focus on these women. The data showed that:

* 100 per cent of eligible women were
engaged in a discussion about their
contraception needs before delivery,
and 97 per cent of those made a plan
for contraception

» 85 per cent of women had their chosen
method of contraception administered
through the maternity services team

» 42 per cent of women received a
Depo injection or sub-dermal implant
(LARC methods).

The proportion of women receiving LARC
methods is increasing rapidly as more
midwives became trained to administer them.
As the most effective and cost-effective type

of contraception, the return on investment is
higher for LARC than for other contraceptive
methods. While the public health and midwifery
teams were very clear that the maternity

contraception project was not set up to push
women into using LARC, the midwives found
that when women are presented with the option,
understand its benefits and have easy access,
LARC will most often be their method of choice.

This pilot project has helped to raise the
importance of contraception and choice
with midwifery teams outside the pilot group,
who are also starting to support the women
they care for in the wider population to
access contraception.

Alongside the county council’s contribution,
the prevention and self-care fund enabled the
pilot to be jointly funded and owned by the
council, the CCG and the clinical providers. Its
strength comes from its position within the joint
commissioning governance processes, which
means that innovative ways of working can be
found and tested out anywhere in the system
and the benefits assessed across the system.
It is a testament to the strength of relationships
in Gloucestershire that the CCG, as well as the
county council, puts money into prevention,
and the council-based director of public health
recommends how it should be allocated.

The maternity contraception pilot is a good
demonstration of delivery of a public health
initiative in a clinical service. For the director
of public health, it is an excellent first step
towards embedding health improvement
approaches in the work of the acute trust, as
recommended in the NHS Long Term Plan.

“The strength of our relationship
with the CCG is down to the fact
they are very prevention-focused.
They've allocated prevention
funding for three years now, and
that’s fantastic at this time when
the public health budget is really,
really stretched.”

Sarah Scott
Director of Public Health, Gloucestershire
County Council
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Lessons learned

Joint commissioning structures and
governance enable public health initiatives
to be assessed and valued for their impact
across the system. The Gloucestershire
Joint Commissioning Partnership executive
recognised that the maternity contraception
pilot, while based in a clinical service, had
the potential not only to reduce unplanned
pregnancies and abortions, but also to avoid
wider social care costs, reduce inequalities,
and help women, children and families to live
better lives.

To develop a new model in partnership, it is
important to be explicit and open from the
outset about the parameters and the vision,
and stick to those throughout, while accepting
the sharing of control and welcoming the
expertise and enthusiasm of partners. The
Gloucestershire public health team were
clear about their intended outcomes for the
local population, but it was only when they
gave up their pre-conceived ideas about the
appropriate service model, and the midwives
were able to shape the model for themselves,
that a successful solution was found.

Sharing the good news early can ‘warm up’
decision-makers. The public health team
has kept commissioning partners informed
about the maternity contraception pilot, so
they understand what it is and can consider
how it fits with their future planning before
they are presented with a business case for
new funding. In this context, while statistics
are helpful, the stories from midwives about
individual women in difficult circumstances
can be more compelling.

The ICS facilitates a public health leadership
role across the system. Gloucestershire’s
director of public health describes her role as
‘spotting an opportunity and knitting things
together strategically,” and in this she is
supported by powerful relationships through
the ICS, not only within local government and
the NHS but also with other statutory bodies
who work for the local community, such as
the police.

“Now we are an ICS, so we
talk a lot in the leadership team
about the ‘Gloucestershire
pound’ — how will this benefit
the whole system. It's about
health and wellbeing outcomes
rather than just health
outcomes.”

Helen Ford

ICS Lead for Children’s Mental Health and
Maternity, NHS Gloucestershire Clinical
Commissioning Group

“The pilot has been a joy to
work on — the sort of thing
where you forget about the
difficult bits. It's not been easy,
but the approach that we've
taken and the enthusiasm
we’ve had has made various
obstacles relatively easy to
overcome.”

Dave Mc Conalogue
Consultant in Public Health,
Gloucestershire County Council

Contacts
Lead commissioner

Dave Mc Conalogue

Consultant in Public Health, Gloucestershire
County Council
dave.mcconalogue@gloucestershire.gov.uk

Director of Public Health

Sarah Scott

Director of Public Health, Gloucestershire
County Council
sarah.l.scott@gloucestershire.gov.uk
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Population-based cervical
screening in sexual health
services across Cheshire

and Merseyside

NHS England collaborates with nine local authorities

“There is a call in the NHS Long

Term Plan to find more ways to
join up the commissioning of
public health services — this is
a prime example of what we
can do together.”

lan Ashworth

Director of Public Health, Cheshire West and
Chester Council, and Lead Director of Public
Health for Sexual Health for Cheshire and
Merseyside

“Ensuring that access to
cervical screening was
maintained for women in
Cheshire and Merseyside
was our collective priority.
This work has achieved this
and is an excellent example
of joint commissioning.”

Julie Kelly
Head of Public Health, NHS England
and NHS Improvement — North West

* Collaborative commissioning is facilitated
by established relationships of trust
and open communication, along with
shared goals.

» Public health leaders across the system
in different commissioning organisations
play a key role in identifying ways to join
up commissioning and service provision
for the benefit of local populations.

» Despite funding pressures, investing in
additional dedicated resource to drive
transformational change is essential.

Outline

Nine local authorities worked with NHS
commissioners to develop a common
specification for sexual health services
across Cheshire and Merseyside. An early
win from this collaboration was an agreement
with NHS England’s regional public health
commissioners to maintain and standardise
arrangements for cervical screening within
sexual health services. Since the re-
organisation of commissioning arising from
the Health and Social Care Act 2012, NHS
England has had responsibility for cervical
screening programme commissioning.
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Screening data and insight research showed
that some women were choosing to use
sexual health services for planned cervical
screening appointments, while others were
being offered opportunistic screening in
those settings. However, there was a risk

in the current round of sexual health re-
procurements that cervical screening would
be excluded from some new providers’
contracts. Concerned about declining
national screening rates, the nine public
health directors and the regional NHS
England head of public health agreed

on the importance of maintaining access
and choice, and took leadership to find a
collaborative solution.

NHS England agreed to fund sexual health
services to provide up to 10 per cent of all
local screening activity. A requirement to
provide cervical screening under contract
with NHS England was written into the
councils’ common sexual health service
specification, to be included in all local
procurement documentation. Separate
contractual arrangements were made directly
by NHS England with providers, specifying
screening mechanisms and funding details.

Context

The nine councils in Cheshire and Merseyside
— Cheshire East, Cheshire West and Chester,
Halton, Knowsley, Liverpool, Sefton, St
Helens, Warrington and Wirral — work closely
together on public health. The Cheshire and
Merseyside health economy has a varied
demographic profile, with pockets of extreme
deprivation within each local authority area
but also significant areas of affluence. There
are sexual health inequalities between
councils across the patch, broadly mirroring
the pattern of deprivation.

Coverage of cervical screening has been
declining nationally and is at a 20-year low,
having dropped to 71.4 per cent in 2018.'2
In the North West of England (including
Cheshire and Merseyside), coverage in
2018 was close to the national level at 71.8
per cent’s, which fails to meet the overall
screening coverage target of 80 per cent.
Between 2014 and 2018, cervical screening
samples taken in sexual health services
nationally fell by 52 per cent', despite
evidence that women screened in these
services are at greater risk of cervical cancer.
The decline in in the North West was smaller
than nationally, but still large at 38 per cent.

Cheshire and Merseyside has a strong
tradition of collaboration in public health
and sexual health. The Cheshire and
Merseyside Public Health Collaborative
(CHAMPS) works across the nine council
areas with the support of all the public
health directors, who meet regularly. Each
of them leads on a particular topic, of which
one is sexual health. All the sexual health
commissioners regularly meet as a peer
group to look at areas of common interest.

In 2017 the area was picked for a national
pilot project, overseen by Public Health
England, which aimed to explore ways in
which the fragmentation of sexual health
commissioning arrangements could

be countered through a whole-system,
collaborative commissioning approach.
Although there was no additional resource for
the pilot, a part-time programme lead based
within CHAMPS was jointly funded by the
councils to support and drive the process.

12 Public Health England (PHE) Screening blog: ‘PHE to
launch national cervical screening campaign in March 2019’
(30 November 2018).
https://phescreening.blog.gov.uk/2018/11/30/phe-to-launch-
national-cervical-screening-campaign-in-march-2019

13 NHS Digital: ‘Cervical screening programme, England,
2017-18’ (27 November 2018).
https://files.digital.nhs.uk/B1/66FF72/nhs-cerv-scre-prog-
eng-2017-18-report.pdf

14 Jo’s Cervical Cancer Trust: ‘Computer says no. The growing
issue of access to cervical screening across the UK: the
problems and how they can be overcome’ (June 2018).
www.jostrust.org.uk/sites/default/files/final_accessibility
policy_jun2018.pdf
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Commissioning population-
based cervical screening
in sexual health services

Objectives

Collaborative commissioning arrangements
for cervical screening in sexual health
services were established to:

* maintain and increase levels of cervical
screening coverage across Cheshire and
Merseyside

» ensure that all women participating in the
national cervical screening programme
across Cheshire and Merseyside continued
to access a choice of providers

» provide equal access to cervical screening
across Cheshire and Merseyside

* use public health and NHS budgets in a
complementary way for optimum outcomes
and maximum efficiencies.

Approach

Since 2013, NHS England has had
commissioning responsibility for the national
cervical screening programme as part of the
public health functions agreement (Section
7a). Cervical screening does not fall within
the scope of local government’s sexual health
commissioning responsibilities. However,

as part of legacy arrangements inherited

by individual councils, cervical screening
remained in most of the sexual health
contracts across Cheshire and Merseyside.
This reflected longstanding practice within
the services, some of which were providing
opportunistic screening (offering a ‘smear’
when women attended for other sexual health
needs), while others were also running pre-
booked screening clinics, sometimes taking
referrals from GPs.

The new division of commissioning
responsibilities led one of the nine councils,
in procuring its new sexual health service,
to remove opportunistic cervical screening
from its contract. This prompted a decision
from NHS England to make alternative
arrangements, as the removal of cervical
screening from sexual health services would

reduce access to screening. In the face

of declining uptake of cervical screening,
NHS England and council commissioners
were determined to avoid reducing access
purely because of new demarcations in
commissioning responsibilities. They agreed
that a joint solution was needed.

NHS England public health colleagues met
with the public health directors of the nine
councils to discuss the challenges and
complexity in commissioning arrangements.
NHS England requested data from the
cervical screening call and recall service,
which demonstrated that in seven of the nine
areas, less than 10 per cent of all cervical
screening activity took place in sexual

health services. In the other two, activity
levels were higher but this seemed to be for
largely historical reasons. Although these
numbers were relatively low overall, they were
still delivering a service that they were not
formally commissioned to deliver.

In addition to the cervical screening data,
NHS England conducted some insight
research with women across Cheshire and
Merseyside attending sexual health services
for cervical screening. This revealed a variety
of reasons for choosing this setting, including
ease of access, longer opening hours and
being directed there by their GP. Many had
come in response to the national screening
programme invitation letter which offered this
option. When asked about their preferred
choice of setting, around two-fifths stated a
preference for sexual health services over
general practice.

In order to maintain women'’s choice and
make cervical screening as easy as possible,
NHS England was keen to retain provision
within sexual health services. It agreed,
based on its activity data, to fund sexual
health services to provide a maximum of 10
per cent of each council area’s total cervical
screening activity. Initially, it was decided that
NHS England would work with each of the
nine councils individually to decide how the
agreement would be implemented.
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However, this work progressed slowly,
complicated by each council being at a
different stage of procurement and having
different expectations and requirements.

Meanwhile, the public health directors were
considering how to manage the broader
fragmentation arising from the Health and
Social Care Act — which had resulted in
disjointed commissioning and service
provision; a severe administrative burden on
councils from cross-charging; unintended
negative consequences of re-commissioning
(or de-commissioning) services from
providers whose workforce was delivering
both NHS- and council-commissioned care;
and above all, variations in service quality for
local residents.

Many of the nine councils were in the process
of, or about to start, re-procuring their sexual
health services. In the face of year-on-year
reductions in the public health grant, all were
trying to achieve innovation and efficiencies
and give more focus to prevention. As one of
a number of joint actions to address these
concerns, the councils decided to develop a
common sexual health service specification,
derived from the national specification, for
use across the sub-region. This was part of a
whole system approach, with the specification
setting out how council-commissioned
services would link to those commissioned

by the NHS, in order to ensure consistent and
integrated provision for their local populations
without gaps or duplication. For reasons of
feasibility, it was agreed the specification
would be used for individual council
procurements rather than attempting to co-
commission a single Cheshire and Merseyside
service, although one pair of councils did
decide to use it for a joint procurement.

Local workshops were held with
commissioners across the system to scope
what should be included in the specification.
This process coincided with the work already
started by NHS England described above. The
head of public health at NHS England North
West suggested including cervical screening
in the common specification and offered to
work with the councils to achieve this.

Following high-level liaison by the lead
director of public health for sexual health
with councils and CCGs, new collaborative
commissioning arrangements were agreed.
As a result, a section was included in the
councils’ common service specification
stating that the provider, by signing a
contract to deliver the sexual health service,
would also be agreeing to deliver cervical
screening commissioned by NHS England.
This standard wording now forms part of the
procurement documentation for every local
sexual health tender.

Most of the councils agreed that a direct
contractual arrangement between NHS
England and each provider would be
simplest, thus avoiding the need for cross-
charging arrangements. Most providers
already had an existing NHS England
contract for which an addendum, based on
the national cervical screening specification,
was sufficient. Each provider was awarded
funding equivalent to 10 per cent of total
screening activity in the local authority

area, for a local tariff and paid upfront at
the beginning of the year (regular activity-
based invoicing being too labour-intensive for
the relatively small sums involved). A small
minority of councils preferred to include
cervical screening in their own contract with
the provider, receiving the up-front funding
from NHS England themselves and, in turn,
being invoiced by their providers.

While specifying the mechanics of
screening and reporting, NHS England

took a flexible approach to service delivery,
allowing providers to design this based on
local needs. As well as including cervical
screening in regular clinic services, some
providers have made it part of outreach
services targeting specific vulnerable groups,
such as a women'’s health day in a drug and
alcohol service or a sexual health service for
women in secure units. In view of the insight
findings, NHS England’s preferred approach
was for each provider to offer a mix of
opportunistic and pre-booked screening.
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Depending on the stage of local procurement,
it was sometimes necessary to agree that

only opportunistic screening would be offered
at first; but once procurement had been
completed using the new shared specification,
the providers were always required to deliver
pre-booked screening as well.

NHS England will review activity yearly with
each provider based on their data return.

If the level of activity in any local authority
area approaches the agreed ceiling, the
provider is expected to discuss this with NHS
England to ensure that the reasons behind

it are understood. NHS England recognises
that cervical screening cannot be allowed to
dominate the sexual health service, and there
is no expectation this would take over from
screening provision in primary care. Both

the NHS England and council contracts with
providers include a simple key performance
indicator for cervical screening. To reduce the
reporting burden, NHS England has agreed
to give screening data updates to the council
commissioners so that performance can

be monitored at their regular sexual health
contract monitoring meetings, rather than
setting up separate monitoring arrangements.

In view of current pressures on primary
care, the possibility of GP federations
subcontracting some of their screening
workload to sexual health services has now
been raised in one area. From the NHS
England point of view, the priority is to
ensure that local women continue to have

a choice of provider.

It is too early to say whether the new
arrangements have had an impact on

local screening rates, as 2018/19 will be
the first year to generate a full set of annual
activity data in most council areas. However,
as the initiative has coincided with the
launch of Public Health England’s national
multimedia campaign to promote cervical
screening uptake, it may be difficult to
know to which of these any future increase
should be attributed.

Helen Dickinson
Public Health Programme Manager, NHS
England and NHS Improvement North West

Challenges

There was a mismatch between activity-
based funding arrangements in use for
level three (specialist) GUM services and
the new cervical screening contracts. The
GUM tariff included a fee for each first
appointment, so appointments for cervical
screening still attracted council funding

as well as the NHS England contribution.

In addition, with mandated open access,
there was considerable cross-border flow
of service users. While not a major problem
for NHS England, whose budget is for
screening across a wider geographical
footprint, this threw up the need for cross-
charging arrangements between council
commissioners. This discrepancy will
disappear for those councils whose re-
procurements include a move to an integrated
sexual health function incorporating service
levels one, two and three with block funding.

While the need to maintain cervical screening
access was recognised by all, the differences
between councils in the timing and nature

of procurements made it hard initially

for NHS England to engage with all the
commissioners. For example, in one area

the sexual health service had just been re-
procured (without cervical screening in the
model) and there was a reluctance to create
disruption. In another, the existing provider
did not have the capacity to take on cervical
screening. However, the commissioners

from across the system coming together

with a shared objective and agreeing to put
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cervical screening into the common service
specification put out a strong message that
this was everyone’s business. Progress was
also facilitated by NHS England’s flexible and
staged approach, its development of a limited
number of contracting options for each
council to choose from, and the standardised
wording created for procurement documents
and contract variations.

Year-on-year decreases in the public health
grant have placed enormous pressure on
public health directors and their teams.

Each council has faced different constraints
with little room for manoeuvre, making it a
struggle to negotiate common, consistent
approaches between councils. However, the
extra attention given to collaboration by being
part of a national pilot, plus the development
of a common service specification and

the standardised approach to contracting
arrangements, enabled a successful solution
to be found for cervical screening in sexual
health services.

“Every opportunity to engage

a woman in the cervical
screening programme has to be
acted upon. And if we say to the
service, ‘you can’t do it because
you’re not commissioned to do
it’, the only person that’s losing
out is the woman in question.”

Simon Bell

Public Health Commissioning Manager and
Programme Lead for Sexual Health, Halton
Borough Council

Achievements

The collaboration between councils and

NHS England on cervical screening has
fostered a much better understanding among
all commissioners of how the parts of the
system work together. The sexual health
commissioners liaised closely with each other
through their regular forum and the role of the
public health directors was key, in particular
their lead for sexual health, in sitting down
with NHS England, reviewing the evidence
and giving high-level commitment to working
collaboratively.

Once the commitment had been made and
the principles ironed out, implementing
cervical screening in sexual health services
provided a quick win for collaborative
commissioning, with immediate benefits for
the local population.

Although the contract value of cervical
screening is relatively small, setting up a
formal contractual and financial relationship
with NHS England has provided clarity that
women receiving cervical screening in sexual
health services are participating in the national
screening programme. This ensures the
appropriate data are reported to NHS England,
whereas before, reporting was haphazard.

The council and NHS commissioners
acknowledged there was a problem and
recognised that they needed to find a solution
together. NHS England provided valuable
data. It took time and hard work on all sides
but the relationship was open, honest and
constructive, and the process was driven by
the needs of the population.
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“Initially it was just very slow
and a bit in everyone’s ‘too hard
to do’ box until the collaborative
commissioning forum came
together and cervical screening
was identified as a quick win.”

Helen Dickinson

Public Health Programme Manager, NHS
England Cheshire and NHS Improvement
North West

Lessons learned

Transformation requires dedicated resources.
With each council commissioner responsible
for several topic areas in addition to sexual
health, they had very limited capacity to take
on more tasks. The part-time pilot programme
lead appointed by CHAMPS to support

the sexual health commissioning pilot, with
funding from each public health director’s
budget, provided local advocacy, facilitated
the process, ensured everyone was included
in discussions and followed through to make
sure action was taken.

Public health leadership is key to success.
The Cheshire and Merseyside public health
directors and the NHS England regional head
of public health championed the search for

a collaborative solution, and this was
influential in ensuring that all commissioners
came on board.

Joining up commissioning does not have to
be complicated or controversial. Although
much work went into its development, the
cervical screening solution implemented in
Cheshire and Merseyside was pragmatic and
relatively straightforward once knowledge and
expertise had been pooled to work it out.

A focus on the needs of the local population
facilitates agreement on shared goals.
Screening data and insight research
confirmed that cervical screening in sexual
health services was needed, paving the way
for agreement between council and NHS
England commissioners on objectives and the
collaboration required to achieve them.

A contractual relationship brings benefits

for commissioners and providers. The NHS
England contract gives providers security

in knowing the volume of activity expected

of them and the financial reward attached,
while for commissioners it allows performance
monitoring and data collection.

The contracting model adopted for cervical
screening can be used for other NHS
England-commissioned services to be
delivered by sexual health providers. In
Cheshire and Merseyside, a similar approach
is now being taken to the introduction of HPV
vaccination for men who have sex with men.

“It was getting the public health
directors on board that was
really key. If we hadn’t had
them on board from the start,
we wouldn’t have got much
further.”

Helen Dickinson

Public Health Programme Manager, Cervical
Screening Commissioning Team, NHS
England Cheshire and Merseyside

“NHS England were brave and
decided to put their money
where their mouth is. They

said they would pay up to a set
number of screens in each local
authority area, and we could
then build that into our service
specification and contracts.”

Simon Bell

Public Health Commissioning Manager and
Programme Lead for Sexual Health, Halton
Borough Council
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Integrated sexual health
commissioning across Leicester,
Leicestershire and Rutland

Joint commissioning of a specialist sexual health service, and use
of Section 75 agreements to align IUS fitting for contraceptive and

non-contraceptive purposes

“Coming to the table with a
very open, clear approach
recognising what the
differences may be across
the landscape — that worked
quite well.”

Ivan Browne
Director of Public Health, Leicester
City Council

“The Section 75 was a nice
coming together of the need of
the local authority to balance
its books with the public health
duty of the local authority and
the NHS to improve the health
of the population, regardless
of who pays.”

Mike Sandys
Director of Public Health, Leicestershire
and Rutland county councils

Keys to success

» Successful collaborative commissioning
depends on strong relationships, a clear
shared vision, equal respect for each
partner’s priorities and a willingness to
compromise.

Delegating the NHS’s commissioning
responsibility for intra-uterine system

(IUS) fitting to local government is a cost-
effective way to avoid service gaps arising
from the fragmented commissioning of
this service for contraceptive and non-
contraceptive purposes.

* Adding an extra schedule to existing
Section 75 agreements is a relatively
simple mechanism for delegating the
commissioning of specific services.

Outline

Leicester, Leicestershire and Rutland (LLR)
have identified a way to work collectively

on sexual health that respects their diverse
organisational, political and geographical
characteristics. This has been supported
through the development of strong
relationships, in particular between the public
health teams which manage sexual health
commissioning. There have been two major
outcomes of this collaborative approach.
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Firstly, the three councils jointly procured the
LLR Integrated Sexual Health Service (ISHS)
in 2013 and 2018. This open-access service
allows residents to choose where to attend
across the three areas, without the need

for cross-charging between councils. The
2018 procurement included the Haymarket
accommodation project which resulted in

a new service hub in a central Leicester
shopping centre, offering a more attractive
and accessible location for residents and

an innovative service model, while reducing
rental costs.

Secondly, a Section 75 agreement was used to
enable each council to commission [US fitting
for non-contraceptive purposes, including for
heavy menstrual bleeding, as per National
Institute for Health and Care Excellence (NICE)
guidance, on behalf of their local CCGs. This
took the form of a new schedule added to
existing Section 75 agreements. In this way, the
same general practice and specialist sexual
health providers are now able to fit [USs for
both contraceptive and non-contraceptive
purposes, costs are allocated to the
appropriate commissioner, and local women
can access a seamless service.

Context

The city of Leicester is a compact urban area,
with a predominantly young and ethnically
diverse population of around 350,000, including
37 per cent self-defining as Asian/British Asian,
and with high levels of deprivation. By contrast,
the county of Leicestershire has a mix of small
towns and rural areas, with around 690,000
residents, and Rutland is similarly rural, with
around 39,000 residents. Both counties have
ageing, predominantly white populations and
lower levels of deprivation than the city.

Leicester, with its younger and more deprived
population, bears the greater burden

of sexual health inequalities. Teenage
conception rates are declining across the
three council areas, but the city’s rate of

23.5 per 1,000 remains above the England
average of 17.8, while Leicestershire’s and
Rutland’s are low, at 12.3 and 6.1 respectively.

Conversely, the prescribing rate of
long-acting reversible contraception

(LARC) is lower in Leicester, at 25.8 per
1,000 (excluding injectables), whereas
Leicestershire’s and Rutland’s rates are closer
to the national average of 47.4, at 44.9 and
47.8 respectively. New diagnoses of STls
across the combined area are relatively low
and, of the three, only Leicester has high
prevalence (according to NICE’s definition) of
diagnosed HIV, at 3.93 per 1,000 population
in 2017. However, rates of late HIV diagnosis
are above the England average; syphilis

and gonorrhoea rates are showing the
national trend which is creeping up; and
chlamydia detection rates in 15 to 24-year-
olds were below the Public Health England
recommended level of 2,300/100,000 (at
1,934 in Leicester, 1,703 in Leicestershire and
2,238 in Rutland) in 2018, although higher
than in 2017.

Leicester City Council is a unitary authority
governed by an elected mayor, who
appoints and chairs a small executive
team. Leicestershire (upper tier) and
Rutland (unitary) county councils have

a cabinet-led structure. Leicester City

CCG is co-terminous with the city council,
while West Leicestershire CCG and East
Leicestershire and Rutland CCG both serve
Leicestershire, and the latter also serves
Rutland. Leicestershire and Rutland councils
share a public health director and the
services of a public health team employed
by Leicestershire County Council, while
Leicester has its own. A sustainability and
transformation partnership (STP) operates
across the three areas.

Approach

Leicester, Leicestershire’s and Rutland’s
councils have worked together and across
the system to collectively commission sexual
health services for the greatest benefit

of their residents. This is supported by a
legal and formal partnership agreement
and subsequent integrated sexual health
partnership board, chaired by the directors
of public health.
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The different councils have slightly different
strategic approaches and governance
structures. For example Leicestershire

and Rutland councils have sexual health
strategies, with specific subgroups including
a commissioners’ group (of which Leicester
City Council, NHS England and the three
local CCGs are members). This aims to align
sexual health commissioning intentions and
pathways across the area, utilising individual
organisational governance structures as
needed. Leicester City Council does not have
a sexual health strategy but has a specific
health needs assessment, with actions for
local commissioners that form its action plan.
Strategic priorities on sexual health remain
aligned across the three council areas, with
changes in emphasis based upon local
population need. Although the approaches
and governance structures are different,
strong relationships, and the desire to work
in partnership and avoid duplication, have
created opportunities to work collaboratively
across the system to improve clinical and
efficiency outcomes.

This case study provides two key examples
of this integrated working approach:

 joint commissioning of a Leicester,
Leicestershire and Rutland specialist
sexual health service

» use of Section 75 agreements to reconnect
elements of sexual health commissioning
(aligning 1US fitting for contraceptive and
non-contraceptive purposes).

Collaborative commissioning, in particular the
use of Section 75 agreements, has benefited
from the existing relationships between
individual councils and their local CCGs.

For example, in Leicestershire, where public
health is a standalone department in the
council, the director of health and integration
within the chief executive’s department leads
on Section 75 development for health and
social care and is well-connected with key
officers in the CCGs.

Because aspects of sexual health are just a
small part of several different CCG officers’
roles, it has not always been easy for them

to be actively engaged in sexual health.
However, the working relationships have been
strengthened through the involvement of the
two county CCGs in the development of the
Leicestershire and Rutland sexual health
strategies, and the engagement of all three in
agreeing new commissioning arrangements
for IUS fitting.

The Leicestershire and Rutland director of
public health sees his own role as fostering
a culture of joint working, agreeing common
approaches with peers in Leicester City
Council, communicating the positive impact
of partnerships, and advising, supporting
and troubleshooting when needed. Schemes
such as acquiring the new city centre
premises required more leading from the front
and ‘holding the line’ for his own council, in
terms of balancing costs and savings, while
he describes his approach in relation to the
Section 75 negotiations as ‘backseat’ system
leadership, and acknowledges the skills of
his public health commissioning team in
achieving successful outcomes.

The Leicester City Council director of public
health stresses the importance of buy-in

from councillors and their ability to act as

a voice for the public, highlighting the role

of scrutiny, the health and wellbeing board
and lead members. Because of the mayoral
structure of the council, the lead member for
health plays a prominent role — taking a close
interest in the development of sexual health
commissioning, especially for the city’s own
population. However, while the lead member’s
role as a champion can be invaluable on
more sensitive areas of work, there has

been less need for their involvement in the
development of the Section 75 arrangements,
which are more pragmatic than political.
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Example 1: jointly
commissioned specialist
sexual health service

Objective
The overarching collaborative commissioning
objective was:

» to commission a single integrated sexual
health service with open access, for the
populations of Leicester, Leicestershire and
Rutland, within the context of a reducing
budget.

In 2013, the three councils jointly procured

a single integrated sexual health service. In
2018, following a service review, refreshed
needs assessment and extensive public
consultation, a joint re-commissioning
exercise was undertaken using a competitive
tender process, and the same provider was
successful in winning the new contract. The
integrated service can be used by residents
of all three local authority areas at any site,
on an open-access basis. The contract is
activity-based, with the council of residence
being charged for each attender using an
integrated sexual health tariff, so there is no
‘out of area’ cross-charging between the
three. Each council has a separate contract
with the same provider, and these mirror each
other except for services to meet specific
local needs and overall contract value (such
as an emphasis on black, Asian and minority
ethnic communities in Leicester).

An accessible, central Leicester shopping
centre building has been leased and
refurbished by the city council to fit the new
service model, which uses self-service
technologies such as vending machines and
booking-in kiosks. Being based outside the
NHS gave the commissioners the freedom
to move the service from its previous, less
accessible, higher-rent NHS premises.

The council rents the premises and sublets

it to the provider as a condition within the
service specification, and through the lower
rental charge, along with innovation fostered
by a dedicated fund within the commissioned
budget, has managed to maintain the clinical
service activity. The new site has seen an
increase in patient volume in its first few
months.

Collaborative commissioning is led through
the Integrated Sexual Health Service
partnership board. There was joint project
management of the procurement. The
Leicestershire/Rutland public health team led
on the overall project management of service
re-commissioning as well as the service
modelling, quality and performance, and
mobilisation workstreams; while the Leicester
public health team led on the consultation
and engagement, procurement and
accommodation workstreams. The two public
health teams jointly manage the contract via a
single contract management process.

While NHS commissioners are not parties

to the integrated sexual health service
contract, the service specification requires
the provider to work with NHS England to
deliver opportunistic cervical screening.

This was agreed at the joint sexual health
commissioners’ group, following which NHS
England established its own contracts with
the sexual health provider for this service.
Collaborative commissioning of HIV treatment
and care with sexual health services has
been considered but judged impracticable
because of the requirement for inpatient care,
the larger geographical footprint and the non-
competitive, provider-based approach of NHS
England’s HIV specialised commissioning.
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Example 2: use of

Section 75 agreements

to reconnect elements

of sexual health
commissioning (aligning
IUS fitting for contraceptive
and non-contraceptive
purposes)

Objective
The objective of using Section 75 agreements
between councils and CCGs was:

» to enable the same providers
commissioned to fit [USs for contraceptive
purposes to fit them also for non-
contraceptive purposes.

“It made sense to use the
same workforce, with the
same training and quality
requirements, to deliver a
non-contraceptive 1US fit
on behalf of the CCGs.”

Janet Hutchins
Public Health Strategic Commissioner,
Leicestershire County Council

A gap in service provision arose because
the Health and Social Care Act 2012 gave
commissioning responsibility to councils for
contraception and to CCGs for gynaecology,
including treatment of heavy menstrual
bleeding (HMB). GPs and sexual health
services had traditionally provided IUS fitting
both as a form of LARC and as the first-line
treatment for HMB recommended by NICE,
but this service now needed to be separately
commissioned depending on its purpose.

Leicester, Leicestershire and Rutland councils
commissioned IUS fitting from the specialist
sexual health service and also from general
practice, as part of a suite of community-
based services contracts.

These new contracts covered IUS fitting for
contraceptive purposes only, but faced with

a vast range of large, complex services to
commission, CCGs could not immediately
prioritise the commissioning of 1US fitting

for HMB. According to the Leicester sexual
health commissioning lead, women needing
an IUS for HMB were being ‘bounced around
the system’ — from GP to sexual health
services, and from specialist gynaecology
back to the GP because none were now
commissioned to provide this service. In other
cases, the GP might agree to fit an IUS for
HMB using the council-commissioned budget
but, because this was outside the scope of
the contract, there would be no governance
or authority to cover it — and it placed a drain
on funds intended for other purposes.

Opportunities to resolve the problem

arose through local health and care
integration work supported by the Better
Care Fund in Leicestershire and Rutland,
and in Leicester by other arrangements

for joint commissioning; in both cases by
‘piggy-backing’ onto the large Section

75 agreements set up by the CCGs and
councils to delegate certain commissioning
responsibilities from the NHS to local
government and vice versa. This was a
pragmatic solution that avoided the need to
develop a specific Section 75 agreement for
IUS fitting.

Separate negotiations were initiated

between the sexual health commissioners

in each council and their individual CCG(s)
(two in Leicestershire and one each in
Rutland and Leicester), and the approval
processes required by each were followed. In
Leicestershire and Rutland, the councils and
CCGs appended a schedule on IUS fitting to
their existing Section 75 agreements, while in
Leicester, a schedule on IUS fitting became
one among many within a new Section 75
agreement for social care that was being
developed. The latter took some time because
of delays in negotiating the main body of the
agreement, but putting in the schedule was
fairly straightforward.
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As part of the required processes leading up
to approval, a joint consultation with the public
and stakeholders, including GPs and sexual
health service providers, was completed.
The draft Section 75 schedule was also
shared with the relevant CCG committees for
input. The support and engagement of the
county council cabinets and CCGs had been
gained in earlier discussions regarding their
linked sexual health strategies. In Leicester,
the commissioner also worked with a GUM
trainee to look at the service pathway, and
sought agreement through the Leicester City
Council/CCG joint commissioning board. The
lead member for public health played a key
role in the city council’s approval process.

To streamline the approach across the three
councils, the sexual health commissioners
jointly drafted the Section 75 schedule, as
well as service specifications on 1US fitting
for HMB, to be included in their contracts with
the sexual health service provider and GPs.
Clearly defining the scope of the service was
important — namely just the fitting of IUSs, for
which no additional training or qualification
was required for clinicians. Any associated
or follow-up care would be commissioned

by the CCGs directly from GPs or specialist
gynaecology services.

Local residents can now use the integrated
sexual health service at whichever site they
prefer if they need an IUS fitting for HMB but,
unlike the rest of the sexual health service, a
GP referral is required. The provider invoices
the service user’s council of residence, which
then recharges the relevant CCG. In addition,
GPs who are commissioned by the councils
to fit IUSs for contraceptive purposes are
now also commissioned to fit them for HMB.
Where an IUS is fitted for both contraceptive
and non-contraceptive purposes, the cost

is shared 50:50 between the council and
CCG. Financial monitoring is done through
the general monitoring of the Section 75
agreement. The commissioners are now
looking at data returns and are considering
developing a new clinical template for primary
care, to make it easier for practices to report
on the reason for IUS fitting.

Mike Sandys
Director of Public Health, Leicestershire
and Rutland county councils

Challenges

While the integrated sexual and reproductive
health service has a footprint across the
three council areas, there was a separate
contract between the provider and each
council. Similarly, each council required a
separate Section 75 agreement with the
relevant CCG(s), and each one necessitated
different legal advice. Each council and CCG
had their own distinctive approvals process,
including consultation, scrutiny, the health
and wellbeing board and sign-off by the
cabinet or the mayor’s executive team. The
commissioners worked closely together to
share workload and standardise documents
but had to allow time for each organisation
to follow its due process, as well as for
delays dependent on the main Section 75
development process.

The differing approval processes of each
council were even more challenging when
steering through the joint sexual health
service procurement, as decision-making
schedules were staggered, and a later
decision by one council could necessitate
revisiting an approval already granted by
another. The commissioners maintained timely
and open communication to anticipate and
respond to this and ensured good project
management was in place, with the support
of Leicestershire’s corporate transformation
unit. Public health directors would intervene
to resolve issues within individual councils if
necessary.
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There was a tension between the desire

of each council to prioritise their specific
requirements, whether the needs of their
local community or their established internal
procedures, and the need for compromise in
order to achieve successful collaboration. A
pragmatic, staged approach to negotiation
was found to be useful, securing agreement
to different elements in turn rather than aiming
for ‘all or nothing’. In the main, a recognition
of the financial risks of not collaborating,
alongside the public health benefits, ensured
the adoption of common approaches despite
different organisational cultures.

Leicestershire and Rutland have their own
similar but respective sexual health strategies,
whereas in Leicester, because of the range of
other pressing health needs and inequalities
among its population, engaging in sexual
health strategy development was not deemed
a priority. However, this did not prevent the
city and county sexual health commissioners
from successfully aligning the commissioning
approach across all three councils and
involving all the CCGs.

Achievements

The use of Section 75 agreements to
commission IUS fitting for non-contraceptive
purposes has enabled women across
Leicester, Leicestershire and Rutland to
access the appropriate first-line care for HMB,
at a site of their choice, without obstacles.
They are no longer being ‘bounced around
the system’.

The qualifications and skills of clinicians
who fit IUSs are now being used more
cost-effectively through two commissioned
services rather than one and, because

of their larger IUS-fitting caseload, it is
easier for them to meet the minimum
practice requirements for maintaining their
qualifications and improve quality.

On sexual health, despite the challenges
along the way and the differences in
organisational structure and process, the
three councils have managed to build a
strong commissioning partnership. The
strength of the partnership and the sharing of
mutual public health goals formed the basis
for successfully negotiating the Section 75
arrangements for IUS fitting. Other benefits

of the partnership have included a larger
contract value for the integrated service
attracting more potential providers, the
procurement of a high-quality sexual health
service across a geographical footprint
matching the mobility of the local population,
the sharing of savings from innovation and
relocation, the elimination of bureaucratic
cross-charging between the three councils,
and a streamlining of contract management
and data reporting processes for the provider.

The collaboration between the three councils
on sexual health provides a tangible example
of successful collective working for the
newly-developing STPR as it looks at how joint
commissioning could be done across the
same footprint on other health issues.

“The relationship, particularly
at public health team level, has
been really important, because
although there are variations
that might shift the priorities in
each area a little bit, so many
of the issues are common

— and we see the value of a
collaborative approach and
trying to work in the same way
to achieve the same kinds of
services for our populations.”

Janet Hutchins
Public Health Strategic Commissioner,
Leicestershire County Council
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Lessons learned

Commissioning IUS fitting for contraceptive
and non-contraceptive purposes from

the same providers makes the best use

of available resources. In Leicester,
Leicestershire and Rutland, 1US fitting for
HMB is integrated into existing sexual health
and primary care contracts, with clinicians
using the same training and qualifications for
both.

‘Piggybacking’ on existing Section 75
agreements to delegate specific CCG
commissioning responsibilities to the council
can overcome potential gaps in service
provision. Here, putting in place a dedicated
contract purely for IUS fitting for HMB would
have been a challenge for hard-pressed
CCGs, but delegating the responsibility to
councils already commissioning the same
service for contraceptive purposes was a
relatively simple way to ensure provision was
maintained.

When managing joint commissioning, it

is important to build in sufficient time to
ensure all partners’ needs are addressed
and their different approval processes are
followed. The joint nature of the integrated
sexual health service commissioning in this
area meant that key decisions made by one
council could have knock-on implications
for the decisions made by others, and this
required time, careful management and good
communication between commissioning
teams to work through.

In order to commission collaboratively, it

is important to build strong relationships

and have a clear shared vision from the
outset. The commissioners in Leicester,
Leicestershire and Rutland, and their public
health directors, had a long history of working
together, undertook needs assessments and
ensured that commissioning objectives were
aligned, enabling them to support each other
and weather the storm when obstacles arose.

“The health needs assessment
is the backbone to all the work
we do. Looking at the needs
of the population is a public
health role, as part of our
commissioning role.”

Liz Rodrigo
Public Health Lead Commissioner,
Leicester City Council

“Looking at the challenges
around STPs at the moment,
it's really great to have a
tangible demonstration of what
you can do collaboratively
between all those
organisations.”

Ilvan Browne
Director of Public Health, Leicester
City Council

Contacts
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County Council and Rutland County Council
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Transforming sexual health
services in Plymouth

Collaborative commissioning using a negotiated procedure

“Contracting and procurement
are important, but what's most
important is that our population
and patients get the right care
they need without having to
negotiate through barriers.”

Dr Ruth Harrell
Director of Public Health, Plymouth City
Council

“Being told we were the
preferred provider through a
fair process...at least it gave
us a breathing space and the
confidence that they had some
faith in us, they wanted us to
do well.”

Dr Zoe Warwick
Consultant in Sexual Health and HIV,
University Hospitals Plymouth NHS Trust

Keys to success

» Using a negotiated procedure for
commissioning encourages open
communication between the organisations
involved, in turn fostering relationships of
trust and shared system leadership.

» A balance is needed between contract
management and helping to shape the
system. With a decreasing budget and
rising demand, transparency, flexibility
and a collaborative approach to finding
solutions are essential.

« Commissioning expertise within the
local authority can support public
health specialists in finding appropriate
commissioning mechanisms to meet their
objectives.

Outline

Plymouth City Council re-commissioned
sexual health services in 2017. It used

a negotiated procedure, in accordance

with Public Contract Regulations 2015, to
collaborate with existing providers of local
sexual health services to design a new
integrated model of provision. The approach
was supported by the city’s shared strategic
vision and integrated commissioning function,
whereby council and CCG budgets had
been pooled as a response to increasing
financial pressures and the risk of system
fragmentation.
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Public and system engagement were

key drivers of the re-commissioning. This
included system design sessions to better
appreciate people’s experience of using
services, and an extensive online consultation
to understand what people wanted from
future services.

While formal procurement processes

were followed, a series of negotiation
meetings were used to agree the detail

of the specification and the contractual
arrangements. This approach facilitated a
relational, rather than transactional, approach
to commissioning and service redesign.

Context

Plymouth is the 15th largest city in England,
with a growing population currently
numbering 263,070. Due to a large number
of students, the percentage of 18 to 24-year-
olds is high (12.2 per cent compared to 8.8
per cent across England). The population is
becoming more ethnically diverse but is still
largely white British (93 per cent at the 2011
census). Deprivation levels are above the
England average and rising, with one small
area among the most deprived one per cent
in England. Life expectancy is slightly below
the England average and there are significant
health inequalities.

In 2018, Plymouth had the 34th highest rate
of new STI diagnoses out of 326 council
areas in England (1,010 per 100,000
residents, compared to 784 in England).
Overall, 2,656 new STls were diagnosed.
The rate of gonorrhoea has more than
trebled since 2012. With 24 per cent of the
15 to 24-year-old population screened, the
chlamydia detection rate was 2,350 per
100,000 (above the level of 2,300 that Public
Health England recommends councils should
be working towards).

HIV prevalence in Plymouth is relatively low
(1.45 diagnosed per 1,000 aged 15-59,
compared to 2.32 across England), with a late
diagnosis rate of 39.5 per cent (compared to
41.1 per cent across England).

Teenage conceptions in Plymouth have
fallen significantly, from a rate of 54.7 per
1,000 under-18s in 1998 to 25.1 in 2017,
reflecting a structured and consistent focus
on this issue over the last decade. Recent
capacity-building for long-acting reversible
contraception (LARC) in specialist services
and general practice has resulted in a total
prescribed LARC rate (excluding injectables)
of 64.2 per 1,000 women aged 15-44 years in
2017, compared to 47.4 in England.

In 2015, Plymouth City Council and NHS
Northern, Eastern and Western Devon Clinical
Commissioning Group (NEW Devon CCQG)
signed a Section 75 agreement to merge the
public health grant, the CCG spend in the
Plymouth area and the council’s budget for
adult social care, education and skills and
wellbeing. This arose out of a process of
strategic leadership development initiated
by the health and wellbeing board and the
council’s chief executive, following the move
of public health into the council in 2013.

One shared plan now provides the strategic
vision of all partners in the city, including a
sub-plan for health and wellbeing, driving a
collective approach to improving outcomes
and reducing health inequalities. There is
an integrated commissioning function to
meet the challenges of increasing need

for health and social care services and
escalating financial pressures. The council’s
public health team is part of the office of
the public health director, and sits alongside
the local authority commissioning team and
CCG colleagues. Leadership on integrated
commissioning is provided by a director of
integrated commissioning, and there is an
integrated commissioning board.
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Transforming sexual
health services
through collaborative
commissioning

Objectives
The objectives of the sexual health service
transformation were:

» to develop an integrated model of service
provision, where people could get all their
sexual and reproductive health needs met
in one place

 to increase the focus on prevention,
alongside clinical service provision

« to make financial efficiencies, in order
to cope with the year-on-year cut in the
public health grant.

Approach

The council started re-commissioning its
sexual health services after a detailed

needs assessment. Public and system
engagement were key drivers of the process.
This included system design sessions to
better appreciate people’s experience of
using services, along with an extensive online
consultation to understand what people
wanted from future services. Nearly 700
responses were analysed and used to inform
the new service specification.

At the time, there were four distinct sexual
health services which generally worked

well together but, for example, a woman
wanting to get tested for STIs and to have

a contraceptive implant fitted would have

to go to two separate services in different
places. Achieving a more integrated
experience for service users was therefore
a primary driver for service transformation,
along with a desire to give greater priority to
prevention and ultimately reduce the demand
for clinical services. A further driver was the
need for significant cost efficiencies, which
made the continuation of four separate
services unsustainable.

Having heard reports of commissioning
processes elsewhere causing destabilisation,
system fragmentation or unnecessary costs
without evidence of improved quality or
outcomes for the local population, the team
spent a long time considering the best way
forward. It sought extensive advice from the
council’s internal legal and procurement
experts, as well as external legal advice.

This resulted in a decision to use a negotiated
procedure to commission the new service

in accordance with Public Contract
Regulations 2015. The procedure was
discussed and agreed in commissioning
team meetings and referred to the
commissioning board for approval.

Re-commissioning was led by an experienced
and well-respected specialist in public health
with a good understanding of sexual health,
supported by strategic commissioning
colleagues. In line with procurement advice
to test the market, a prior information notice
(PIN) was issued calling for expressions

of interest from any providers who felt they
had the right skills and expertise, and could
secure the right premises and facilities,

to deliver the integrated service model
required. A number of responses were
received, but the only submission that met the
commissioners’ criteria was from the current
providers, responding as a collaborative.

The collaborative consisted of the hospital-
based GUM service, a community interest
company providing community contraceptive
services, and two voluntary sector
organisations — one specialising in HIV and
the other providing services for young people.
Anticipating the council’s decision to re-
commission, the GUM provider had already
started to prepare by ensuring its service was
as lean as possible, undertaking workforce
remodelling to reduce costs, and making
successful approaches to NHS England

and the CCG to secure funding for aspects

of its service not covered by the council’s
public health grant (namely cervical

cytology, vulval dermatology, pelvic pain

and sexual dysfunction).
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In addition, it had brought together the main
local provider organisations and agreed

to work together to submit a collaborative
bid. While all had supported this idea

in principle, further discussions were
necessary to understand what this would
mean for all providers.

The council was able to conclude that

these were the only providers who had
demonstrated they could provide the
proposed integrated service, and that it
would therefore undertake a negotiated
procedure with them to commission the

new service. From that moment on, the
usual tendering process was applied but
with just the one bidder. An invitation to
tender was issued and evaluation processes
included an evaluation board, a scored
framework, advice from a clinical expert
and a presentation to an evaluation panel.
The bidders also faced questions from a
young people’s panel, recruited with support
from colleagues in the council working with
children and young people.

After successfully completing these stages,
the providers submitted a best and final offer.
This was followed by business negotiation
meetings and, once all details were agreed,
the council’s cabinet approved the contract.
The public health portfolio holder and shadow
portfolio holder had been regularly briefed
during the whole re-commissioning process.

The contract was signed between the council
and the NHS hospital trust, as lead provider,
which in turn signed subcontracts with the
other three providers. However, in practice
the contract is a shared document and all
the providers are equally signed up to its
objectives as partners.

The providers were advised that financial
efficiencies of 11 per cent would be needed
over the three-year contract term, after

which the need for more efficiencies could
not be ruled out. They were asked to share
responsibility for achieving the best outcomes
within this financial envelope. The contract
was awarded with the option to extend by
three separate years.

It included a one-off £120,000 development
grant to cover costs associated with service
transformation, on the basis that ‘the system
needs to pay’ rather than ‘the provider must
absorb the costs’. At a recent contract review,
the lead provider requested a three-year
extension in order to provide the security
needed for them to invest in a new patient
records system with greater functionality. The
commissioners felt this was reasonable and
agreed the extension. This is an example of
the iterative negotiated approach pioneered
in the council, as opposed to a traditional
contract management model.

All parts of the system are represented on
a mobilisation and a governance group,
and contract monitoring meetings are held
between the council and the lead provider.
All partners are now considering how to
rationalise these meetings and create a
new whole-system forum to discuss current
challenges and agree jointly where efforts
should best be focused.

Launched in October 2017 and branded
‘Sexual Health in Plymouth’ (SHiP), the new
service is characterised by the following:

 a clear focus on prevention and self-
management through a systematic
approach to communication of information
and advice, including innovative uses of
media and marketing techniques to support
behaviour change

» improved accessibility by ensuring
that services are delivered in the most
appropriate settings and at the most
convenient times for the population, with
specific focus on high-risk and vulnerable
groups

» an integrated ‘front door’ with a central
telephone number and online system for
advice, information and self-management

* a clear focus on optimisation of new
technologies and treatments, including
online services

« afocus on cost-effectiveness, with
all partners sharing responsibility for
delivering services within defined budgets.
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Implementation has entailed some major
structural changes. The NHS hospital trust
and the community interest company worked
together on the ‘nuts and bolts’ required to
run an integrated service, including merging
their patient record systems. Then the sexual
health teams of those two organisations were
merged, with the community interest company
staff transferred into the trust. A review of
premises is to follow. An online STl testing
service (mainly targeting asymptomatic
over-16s) has been up-and-running since
September 2018, its development informed
by an evidence review on how e-health
services can improve access for certain
groups, a qualitative study of views about
online STI testing, and focus groups with
young adults on its design and functionality.

The introduction of the new model has been
incremental. The process of integration is
constantly underway, with providers regularly
reviewing capacity and where it could be re-
allocated across the system to best effect.

The approach is fluid and responsive, rather
than sticking to a delivery model tightly
defined in the contract’s service specification.
For example, to meet the needs of homeless
people and street sex workers, a new service
was initiated out of a homeless hostel and
day centre. However, after a few months of
operation attendance rates remained low, so
the service was stopped and the capacity
moved elsewhere.

The integrated contract does not include
abortion services, commissioned by the
CCG, or HIV treatment care, commissioned
by NHS England. However, links with CCG
commissioners are close because of the
integrated commissioning system, while HIV
specialised commissioners, though based
over two hours away in Bristol, have remained
engaged and provided input to sexual health
commissioning when needed. Services for
HIV, abortion and sexual health are situated
next to each other in the hospital trust, with
an integrated clinical team ensuring seamless
pathways for service users.

Sexual health was the first service to be
contracted in Plymouth in the way described
above. Since then a similar approach has been
taken to the commissioning of other services
for the city, such as an integrated contract

for children’s services, with a single provider
delivering three council and CCG-funded
functions for the same population group.

Laura Juett
Public Health Specialist, Plymouth City
Council

Challenges

The council faced uncertainty as to how
innovative its commissioning could be
whilst working within a legally governed
framework. Aware that local conditions in
the South West can make it difficult for new
providers to come into the market, it also
recognised the strength of the existing
providers, who understood local needs and
were willing to work together. It could see
the advantages of being able to work with
them directly but a competitive element

was required in the early stages, followed
by a tendering process involving intensive
effort and lengthy time away from clinical
services for senior clinicians. By using the
negotiated procedure, however, the council
was able to ensure that the chosen providers
could focus their efforts on how to meet the
service specification without the pressure of
a competitive process. While judging that the
time and effort expended on the tendering
process could have been better directed
elsewhere, the clinician leading the bid
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acknowledges that it provided a lever to make
long-needed changes and transform the
service at a pace that would otherwise

not have been possible.

Similarly, service transformation has placed
enormous pressure on clinicians and other
staff who have had to carry on running
extremely busy services at the same time.
The lead commissioner recognises that this
has, at times, placed a drain on goodwill

and staff morale. In retrospect, the creation
of a dedicated post (resources permitting)

to support the transformation process could
have helped relieve some of these pressures.

Declining budgets, coupled with rising
demand, present a major and ongoing
challenge. Because of cuts to public health
funding, the council has had to include
yearly budget reductions in the sexual health
contract. However, the number of people
using the service is growing, STl rates remain
high, and the new online service has not

yet led to a reduction in demand for face-to-
face services. While the block contract (as
opposed to an activity-based tariff) provides
a necessary means to control costs, it has
introduced risk into the system.

Maintaining a collaborative relationship
between all providers in this context is
challenging but essential. Rather than
using traditional performance management
approaches, the council has sought to help
with demand management by providing
upfront funding for new service developments
and working with the providers to identify
ways forward. Nevertheless, how the city
continues to fund its growing population’s
needs will be a constant challenge over the
next few years.

There have been significant workforce
challenges. A number of staff within the
provider organisations have retired or

left, some because they preferred not to
become part of the new integrated service.
Valuable skills and knowledge have been
lost, recruitment has been a struggle, and
difficulties will continue in the medium term
until new staff are recruited and trained

up. However, in the longer term this should

facilitate the creation of a more integrated
dual-trained workforce.

Bringing together providers highlighted
differences in organisational structure,
practices and culture which can pose a
challenge to integration. By using a relational
approach the council has provided leadership
to support culture change and help resolve
differences. This change is ongoing and can
still be hard, but there is a strong commitment
from commissioners and providers to working
together with transparency, allowing concerns
to be expressed and supporting each

other through difficult decisions. In this way,
problems — and how to resolve them — are
owned by the whole system.

Dr Zoe Warwick
Consultant in Sexual Health and HIV,
University Hospitals Plymouth NHS Trust

Achievements

The city’s integrated commissioning function
has facilitated a collaborative approach to
the commissioning of sexual health services.
There is a shared understanding of the whole
system and a recognition that the budget is
allocated to meet the needs of the population,
regardless of who holds which funds. The
focus has been on creating an inclusive
culture and getting everyone involved in
thinking how things could be done differently.

Partners recognise the importance of
relationships and learning as drivers

for change and improvement. Although
conventional contract management processes
are in place, there is an acceptance that
service transformation may not follow defined
plans and that the system can adapt as
necessary. This in turn means that SHiP is
more agile and equipped to deal with the
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changing needs of the local population. For
example, providers have collaboratively taken
the initiative to move funds between their
respective services, increasing the budget
for prevention.

A large wellbeing system design group,
with membership including the voluntary
sector, statutory providers, the council, the
CCG, GPs, pharmacies, Healthwatch and
local councillors, supports the development
and implementation of the city’s health and
wellbeing strategy. This group served as a
forum for widespread engagement in sexual
health system redesign, including through
discussion at its meetings and a dedicated
engagement event where case studies
about people in Plymouth were presented
to stimulate creative thinking about how the
system should respond to their sexual health
needs.

While the STP does not have a specific
workstream on sexual health, its prioritisation
of prevention supports the drive for a greater
focus on prevention in sexual health.

Sexual health services in Plymouth are now
more accessible. It is too soon to judge any
impact of the changes on public health
outcome indicators. However, the key
success, says the public health specialist
who led the commissioning process, is having
created a completely different culture across
the sexual health system.

“I'm proud of our collaborative
approaches. We've taken a
long time to understand each
other’s positions and points
of view, and hopefully that
means we've got a better
understanding of what people
need and want.”

Laura Juett
Public Health Specialist, Plymouth
City Council

Lessons learned

Commissioning is about collaboration and co-
production, not just contracting. In Plymouth,
system leadership involved giving up
perceived hierarchies and creating the space
for all parties to come together as equals so
that the issues, challenges and opportunities
could be explored and people could have
shared ownership. It is important to invest
time in those processes.

An experienced and respected public
health specialist can be a good system
leader. In Plymouth, the director of public
health provided support by checking that
things were going in the right direction,
troubleshooting when needed and making
sure that senior colleagues and councillors
were appropriately briefed, while the public
health specialist mainly focused her energies
on working with providers and ensuring
appropriate process was followed.

It is not necessary for public health staff

to have technical expertise in procurement

if this can be accessed within the council.
The specialist based in the public health
directorate worked closely with procurement,
legal, finance and strategic commissioning
colleagues based in the people directorate,
including the holder of a joint post with the
CCG, who all contributed expertise and
helped to find solutions.
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The location of commissioning in local
government facilitates the prioritisation of
prevention. In Plymouth, this meant the
council supporting the sexual health provider
collaborative’s decision to maintain funding
levels for voluntary sector partners. The public
health director sees it as her role to keep a
focus on prevention in the STP and ensure
that the role played by the voluntary sector

is not underestimated. Innovative ways of
measuring the impact of prevention services
are needed in order to better demonstrate
the ongoing value of this investment.

“When you are struggling
financially you can go one
of two ways — either fight
over every penny and get an
adversarial relationship with
your providers, or you say
‘let’s work together and do
the best’. We did the latter.”

Dr Ruth Harrell
Director of Public Health, Plymouth
City Council

Contacts

Lead commissioner

Laura Juett

Public Health Specialist, Plymouth
City Council
laura.juett@plymouth.gov.uk

Director of public health

Dr Ruth Harrell

Director of Public Health, Plymouth
City Council
odph@plymouth.gov.uk
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The case studies described in this publication
show how local authorities and their
commissioning partners around the country
are implementing the principles of Public
Health England’s ‘Making it work: a guide
to whole system commissioning for sexual
health, reproductive health and HIV’. The
issues addressed and the local solutions
identified vary between case studies, but
they all provide learning about the value of
collaborative commissioning and how it can
be done successfully.

The need for whole-system commissioning

is greater than ever, and the key messages
included in ‘Making it work’ are still highly
pertinent. The case studies provide examples
to illustrate all of these messages, some
more fully than others. They are reproduced
below as an aide-memoire to consolidate

the learning shared through the case

studies themselves.

Key messages™

Put people at the centre of commissioning,
and base decisions on assessed needs.

Take service user pathways as the starting
point for commissioning, with the aim of
ensuring people experience integrated,
responsive services.

Review whether existing service provision
and configuration best meet identified
needs for the area.

15 From ‘Making it work: a guide to whole system
commissioning for sexual health, reproductive health
and HIV’ (page 6). Public Health England, 2014.
https://assets.publishing.service.gov.uk/government/
uploads/system/uploads/attachment_data/file/408357/
Making_it_work_revised_March_2015.pdf

Maximise opportunities to tackle the wider
determinants of health.

Build on the director of public health’s role
to deliver system stability and integration
across the sector.

Draw on the expertise of clinicians and
service users, and the public’s views, to
inform commissioning.

Build trust across commissioning
organisations by developing strong
relationships and dialogue with counterparts
to develop local solutions.

Collaborate — a larger commissioning footprint
can make the best use of limited resources to
improve outcomes.

Document the approach to collaborative
working, with clearly defined individual and
collective responsibilities.

Ensure commissioned services have the
capacity to educate and train the current
and future workforce.

Acknowledge the economic climate requires
new thinking and innovation — doing more or
less of the same may not radically change
outcomes or provide better value.

There is no one right way — it is for local teams
to make collaborative commissioning for
sexual health, reproductive health and HIV

a local reality.
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Appendix

Figure 1. Commissioning arrangements from April 2013

Local
authorities

Local authorities commission

+  Comprehensive sexual health services. These include:

1. Contraception (including the costs of LARC devices and prescription or supply of other
methods including condoms) and advice on preventing unintended pregnancy, in specialist
services and those commissioned from primary care (GP and community pharmacy) under local
public health contracts (such as arrangements formerly covered by LESs and NESSs)

2. Sexually transmitted infection (STI) testing and treatment in specialist services and those
commissioned from primary care under local public health contracts, chlamydia screening as
part of the National Chlamydia Screening Programme (NCSP), HIV testing including population
screening in primary care and general medical settings , partner notification for STls and HIV

3. Sexual health aspects of psychosexual counselling

4. Any sexual health specialist services, including young people’s sexual health services, outreach,
HIV prevention and sexual health promotion, service publicity, services in schools, colleges and

pharmacies

»  Social care services (for which funding sits outside the Public Health ringfenced grant and
responsibility did not change as a result of the Health and Social Care Act 2012), including:

1. HIV social care

2. Wider support for teenage parents
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Figure 1. Commissioning arrangements from April 2013

Clinical
commissioning
groups

Clinical commissioning groups commission

« Abortion services, including STl and HIV testing and contraception provided as part of the
abortion pathway (except abortion for fetal anomaly by specialist fetal medicine services —
see “NHS England commissions”)

* Female sterilisation

« Vasectomy (male sterilisation)

* Non-sexual health elements of psychosexual health services

+ Contraception primarily for gynaecological (non-contraceptive) purposes

« HIV testing when clinically indicated in CCG-commissioned services (including A&E and
other hospital departments)
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Figure 1. Commissioning arrangements from April 2013

NHS England commissions

« Contraceptive services provided as an “essential service” under the GP contract

« HIV treatment and care services for adults and children, and cost of all antiretroviral
treatment

+ Testing and treatment for STls (including HIV testing) in general practice when clinically
indicated or requested by individual patients, where provided as part of “essential
services” under the GP contract (ie not part of public health commissioned services, but
relating to the individual’s care)"

+ HIV testing when clinically indicated in other NHS England-commissioned services

- All sexual health elements of healthcare in secure and detained settings"

+ Sexual assault referral centres

+ Cervical screening in a range of settings

+  HPV immunisation programme

+ Specialist fetal medicine services, including late surgical termination of pregnancy for fetal
anomaly between 13 and 24 gestational weeks

« NHS Infectious Diseases in Pregnancy Screening Programme including antenatal
screening for HIV, syphilis, hepatitis B

From ‘Making it work: a guide to whole system commissioning for sexual health,
reproductive health and HIV’ (page 6). Public Health England, 2014.

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_
data/file/408357/Making_it_work_revised_March_2015.pdf
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						Workshops for GUMCAD reporters,  August - November 2019

						Area		Date		Area coordinator(s)		Place		Status

				1		London		August 15th		Helen Corkin		Wellington House, London		Done

				2		London		August 20th		Helen Corkin		Wellington House, London		Done

				3		London		August 21st		Helen Corkin		Wellington House, London		Done

				4		East Midlands		September 9th		Srilaxmi Degala, Laura Spowage 		Seaton House, Nottingham		Done

				5		North West		September 13th		Jon Dunn		Cunard Building, Liverpool		Done

				6		South East		October 14th		Kate Donohoe		Wellington House, London		Confirmed

				7		North West 		October 15th		Jon Dunn		University of Manchester		Confirmed

				8		Yorkshire & Humber		October 17th		Georgina Wilkinson		Leeds		Confirmed

				9		West Midlands		October 22nd		Nicola Dennis		Saint Philip's Place, Birmingham		Confirmed

				10		East of England		November 11th		Shahin Parmar, Lynsey Emmett		Victoria House Cambridge		Confirmed

				11		North East		November 28th		Dawn Phillips 		Newcastle upon Tyne 		Confirmed

				12		South West		tbc - Nov 27th-29th		Norah O'Brien		Bristol		Not confirmed

				13		All		November 26th		Ana K Harb		Wellington House, London		Confirmed

				For information about the workshops please contact ana.harb@phe.gov.uk										Version: 16.09.2019
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