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CHAPTER 1: Introduction
Following a comprehensive sexual health needs assessment for East Sussex in 2013, a strategic
commissioning plan for sexual health was devised and implemented. The 2019 comprehensive
needs assessment will make evidence based recommendations which will inform and guide future
commissioning and service provision to promote and improve the sexual health of people in the
county. Sexual and reproductive health is not only the prevention of disease or infection and
unwanted pregnancy, it is also promoting good sexual health in a wider context, including
relationships, sexuality and sexual rights.1
Figure 1: Core principles for healthcare professionals

National guidance outlines that core
principles for healthcare professionals
working in sexual and reproductive health
include knowledge of: local needs; available
services; and relevant activities and
interventions2. The purpose of this needs
assessment is to gather information from a
range of sources in order to increase
understanding of levels of need, service
provision and assets with respect to the
sexual health of the population of East
Sussex.

SCOPE OF THIS NEEDS ASSESSMENT
The agreed objectives of this needs assessment are to provide an overview of:
•
The epidemiological need in East Sussex;
•
Outcomes of marketing strategies and service accessibility;
•
Service provision in East Sussex and footfall for services;
•
Comparison of sexual health needs in East Sussex compared to those identified
nationally
•
Provider/key stakeholder views regarding current provision.
While it is not within the scope of this project to undertake detailed qualitative work with key
populations at high risk of sexual ill-health in East Sussex, work has been externally commissioned to
complement the evidence within this needs assessment and give invaluable insight into the sexual
health needs of:
•
Men who have sex with men (MSM), including behaviourally bisexual men.
•
Services required by those aged over 45.
•
Cultural issues affecting those who are pregnant aged under 18 in one high rate ward
This needs assessment should be read in conjunction with the findings from this externally
commissioned work.
An executive summary is available at: http://www.eastsussexjsna.org.uk/comprehensive
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METHODOLOGY
This needs assessment aims to offer a strategic overview of sexual health needs, current service
delivery used by residents of East Sussex in order to improve the sexual health of the population and
inform commissioning decisions to ensure high quality, and effective service delivery in line with
current national requirements. This includes analyses of the available local evidence, combined with
nationally published statistics and research materials. The needs assessment looks at East Sussex
intelligence on prevalence, trends and provision. Information from a number of agencies and
organisations has helped build a picture of this population and provided the evidence to identify
current and future levels of need. The first three chapters outline context and national evidence,
before looking in more detail at local needs from chapter 4.
The needs assessment has the following structure:
• Chapter 1: INTRODUCTION
This chapter introduces the needs assessment, inclusions and exclusions, and the
methodologies being used to create the picture of sexual health in East Sussex.
• Chapter 2: CONTEXT
Chapter 2 looks at the national and local policy context before describing the model for
commissioning sexual health services and some key local population demographics.
• Chapter 3: SEXUAL HEALTH NEEDS: THE NATIONAL EVIDENCE
This section looks at the national evidence of risk factors for reproductive health and
pregnancy planning, different types of contraception, induced abortion, and sexually
transmitted infections. This includes national evidence of prevalence for different sexually
transmitted infections. This section subsequently outlines some of the populations most
vulnerable to poor reproductive and sexual health, and some of the key risk factors
increasing sexual health inequalities, before looking at the costs of sexual health in relation
to contraception, HIV and STIs. This includes local data on spend on sexual health services.
• Chapter 4: LOCAL SERVICE PROVISION AND NEED
Chapter 4 looks at local data on service provision and need. This includes: local
commissioning and delivery arrangements for sexual health services; evidence of the most
prevalent sexually transmitted diseases and contraception use in East Sussex; data on under
18 conceptions and on induced abortions; local ill health prevention and health promotion
programmes; and sexual health care delivery by specialist sexual health services, GP
services, pharmacy services, home sampling, and other settings.
• Chapter 5: FUTURE NEED
This section looks at current trends in relation to future needs, and the potential effect of
population trend on demand.
• Chapter 6: SERVICE USER AND PROVIDER VOICE
Chapter 6 looks at views of sexual health provision and need in East Sussex. The views of
users, families and carers were obtained from existing evidence. The views of providers, GPs,
pharmacies and schools were elicited as part of needs assessment through face-to-face
interview, telephone interview or email questionnaire and online surveys. External work has
been commissioned independently of this needs assessment to capture the views of key
groups including men who have sex with men, teenagers who are pregnant and people aged
45 years or older.
• Chapter 7: CONCLUSIONS AND RECOMMENDATIONS
The conclusions section outlines the key findings of the needs assessment from which the
recommendations of the needs assessment have been drawn.
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CHAPTER 2: Context
According to the World Health Organisation3, sexual health and reproductive health are:

Good sexual health is important to both individuals and communities. Most adults are sexually
active at some point in their life and should have access to information and education to be able to
make informed responsible decisions, and to access services, treatment and interventions. Some of
the consequences of not being able to maintain good sexual health include2:
•
Unintended pregnancies
•
Psychological consequences of poor education and its impact on awareness of equality
in relationships
•
Lower educational, social and economic outcomes for teenage parents and their
children
•
HIV and other STIs
•
Cancers, lifelong syndromes, genitourinary complications.

NATIONAL POLICY CONTEXT
Improving the sexual health of the population has been high on the national policy agenda over the
last decade, with a wealth of policy and guidance, to support this aim:

Key national policy and guidance
Health Matters: Reproductive
health and pregnancy
planning (Jun 2018)

This PHE guidance focuses on reproductive choice and ensuring that health is
optimised in pregnancy. It takes a life-course approach to look at choice and control
across pregnancy, planning, and contraception, and covers preconception health and
care, inter-pregnancy health, infertility, and approaches to health behaviour change.

Good Progress but more to
do: teenage pregnancy and
young parents (May 2018)

This PHE/LGA publication focuses on factors for effective local action based on case
studies and best practice in Local Authorities in helping young people prevent
unintended pregnancy and supporting young parents. It should be read in conjunction
with the Teenage Pregnancy Prevention Framework and the Teenage mothers and
young fathers support framework referenced below.

Commissioning local HIV
sexual and reproductive
health services (Mar 2018)

This guidance brings together existing resources to support the commissioning
process. It is primarily aimed at people working in Local Authorities who are either
new to sexual health or new to commissioning, or to both.
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Teenage Pregnancy
prevention framework (Jan
2018)

This PHE Framework is designed to help local areas assess their local programmes to
see what’s working well, identify any gaps, and maximise the assets of all services to
strengthen the prevention pathway for all young people.

Association of Directors of
Public Health Policy Position:
Sexual Health

The Association of Directors of Public Health (ADPH) is the representative body for
Directors of Public Health (DPH) in the UK. This policy paper outlines their position on
sexual health in the UK. This looks at a whole systems approach, funding, building
resilience, RSE in schools, investing in prevention and commissioning for outcomes.

Sexual health, reproductive
Health and HIV: a review of
commissioning (Aug 2017)

In 2016 a survey was conducted of Local Authorities, NHS England and CCGs to
highlight areas of challenge within the commissioning framework. This review outlines
the action plan informed by the survey and the challenges it identified.

Sexual and reproductive
health in England: local and
national data (Dec 2016)

PHE guidance to help health professionals including local government, service
providers and commissioners understand the sexual health data available across
England and how it can be accessed

HIV testing: increasing uptake
among people who may have
undiagnosed HIV [NG60] (Dec
2016)

Joint NICE and PHE guideline on how to increase the uptake of HIV testing in primary
and secondary care, specialist sexual health services and the community.

NICE quality standard QS129:
Contraception (Sept 2016)

This quality standard covers contraception for women, including emergency
contraception. It describes high-quality care in priority areas for improvement.

NICE quality guidance NG55:
Harmful sexual behaviour
among children and young
people (Sept 2016)

This guideline covers children and young people who display harmful sexual
behaviour, including those on remand or serving community or custodial sentences. It
includes recommendations on multi-agency approach and universal services, early
help assessment, risk assessment, engaging with families and carers, care plans,
developing interventions and supporting return to the community for accommodated
children.

Teenage mothers and young
fathers: support framework
(May 2016)

This framework helps local healthcare commissioners and service providers review
support arrangements for young parents in their area.

Making it Work: whole
system commissioning for
sexual health, reproductive
health and HIV (2015)

Public Health guidance on the whole commissioning system, focussing on interfaces in
commissioning responsibility and addressing the wider determinants of health

Sexual health commissioning
in local government (2015)

This resource from the Local Government Association describes a number of ways
public health in councils have started to build on the opportunities of a local
government setting to improve sexual health and wellbeing, and how they are
approaching the commissioning of sexual health services.

NICE Clinical Guideline 30
(2005, updated 2014): Longacting reversible
contraception

This NICE guidance (30) aims to increase the use of LARC by improving the information
given to women about their contraceptive choices. Women requiring contraception
will be given information about and offered a choice of all methods, including longacting reversible contraception (LARC) methods.

Contraceptive services for
under 25s NICE guidance
[PH51] (March 2014)

NICE guidance on the need to offer additional tailored support to meet the particular
needs and choices of those who are socially disadvantaged or who may find it difficult
to use contraceptive services.

A Framework for Sexual
Health Improvement in
England (2013)

This framework sets out the Government's ambitions for good sexual health,
providing evidence, interventions and actions to improve sexual health outcomes. The
framework adopts a life course approach to sexual health improvement and a core
ambition of prioritising prevention, along with priority areas for sexual health which
include: reducing rates of sexually transmitted infections (STIs) among people of all
ages, reducing onward transmission of and avoidable deaths from HIV, increasing
access to contraception, reducing unwanted pregnancy and providing abortion
counselling and preventing teenage pregnancy.
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Commissioning Sexual Health
services and interventions:
Best practice guidance for
local authorities (2013)

Provides guidance on the legal requirements to provide comprehensive, open access
sexual health services for contraception and testing and treatment of sexually
transmitted infections. Also outlines best practice.

Sexually transmitted
infections and under-18
conceptions: prevention

This NICE Public Health Guideline (3) covers one to one interventions to prevent
sexually transmitted infections (STIs) and under-18 conceptions. The aim is to reduce
the transmissions of chlamydia and other STIs, including HIV, and reduce the rate of
pregnancies among women aged under 18

A number of additional policies, guidance and standard documents can be found at:
https://www.gov.uk/guidance/commissioning-regional-and-local-sexual-health-services

LOCAL POLICY CONTEXT
Local Policy Context
East Sussex Strategic Sexual Health
Commissioning Plan 2016-2019

The 2016-2019 strategic plan sets out the ways in which East Sussex
aims to improve sexual health outcomes through an outcome focussed,
person-centred, accessible, whole-system approach to services and
population level prevention.

2013 needs assessment

This Sexual Health Needs Assessment (SHNA) conducted by
Options UK looked specifically at: service access and capacity to meet
needs for emergency contraception amongst young people (under 25
years of age); how late diagnosis of HIV should be reduced in East
Sussex; the demand for, and young people’s views of, The Havens and
Seaford young people’s services to inform future service developments;
and the service use and needs of the over‐25s: service access, unmet
need and areas for future service development.

ESCC Council plan 2019/20

The 2019/20 Council Plan sets out four overarching priority outcomes
for the Council to achieve: driving sustainable economic growth; keeping
vulnerable people safe; helping people help themselves; and making
best use of resources. This includes a specific commitment to keep
vulnerable people safe who have been affected by domestic and sexual
violence and abuse.

Adult Social Care and health portfolio plan
2019/20 to 2021/22

This portfolio plan provides the main direction for adult social care and
health services over the next three years to deliver the Council’s four
priority outcomes. This includes an outline of the Public Health
commissioned fully integrated specialist sexual health and HIV service
and performance measures and targets to deliver sexual health
priorities.

The importance of improving sexual health is also reinforced by the inclusion of the following
indicators in the national Public Health Outcomes Framework (PHOF):
 Under-16 conceptions.
 Under-18 conceptions.
 Chlamydia detection rate (15–24-year-olds).
 People presenting with HIV at a late stage of infection.4
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COMMISSIONING SEXUAL HEALTH
Since 1 April 2013, sexual health services have been commissioned by Local Authority Public Health
teams to meet the needs of the local population. This includes provision of information, advice and
support on a range of issues, such as sexually transmitted infections (STIs), HIV and contraception, as
well as the commissioning of comprehensive open access sexual health services (including free STI
testing and treatment, HIV testing, notification of sexual partners of infected persons and free
provision of contraception). Some specialised services are directly commissioned by clinical
commissioning groups (CCGs), and at a national level by NHS England.1
Provision and commissioning of sexual health services vary considerably across England: from
separate general practice and community-based contraceptive provision with hospital-based
abortion and genitourinary medicine (GUM) services, to fully integrated sexual health services in the
community.1

Commissioning responsibilities and priorities for sexual health in East Sussex
Following the transfer of public health responsibilities to East Sussex County Council in 2013, all
public health services transferring to the council were reviewed to ensure that services continued to
meet the needs of local people, are delivered in line with best practice, represent value for money
and remain financially sustainable. This process included review and re-procurement of sexual
health services. Commissioning priorities are identified in the East Sussex Strategic sexual health
commissioning plan as:
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Figure 2: Sexual health commissioning priorities
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LOCAL DEMOGRAPHY
Figure 3: The East Sussex Population

Age and Gender
In 2017 there were 552,259 residents in East Sussex, an increase of 7% since 2006. Wealden has
seen the fastest growth in the county over the past 10 years (9%), and Hastings the slowest growth
(6%). The mean age in East Sussex is 48, compared to 40 in England:
 43 in Hastings Borough;
 45 in Eastbourne Borough;
 47 in Lewes District;
 49 in Wealden District and
 53 in Rother District.
Within East Sussex, 52% of the population is female and 48% male, similar to the UK (51% and 49%
respectively). Compared to nationally (18%), East Sussex has a larger and faster growing older
population (25%). Almost one third of Rother’s population (31%) are aged 65+, third highest of all
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districts or unitary authorities in the country, whereas only 19% of Hastings population is aged 65+.5
Over half the population (53%) is over 45 years compared to 43% nationally and this cohort is also
growing faster than the national average. Conversely, the 0-15 population is shrinking twice as fast
as nationally6. East Sussex has more females over 65 years (27%) than nationally (19%).

Sexual orientation
In East Sussex, a 2017 Community Survey of just under 15,000 residents found that 92% of residents
described themselves as heterosexual, 2% as gay men, 1% as bisexual and 1% as lesbian. 5%
reported that their sexual orientation was not represented by these options.

Ethnicity
East Sussex has 96% White British residents, significantly higher than for England (85%). This is the
second lowest proportion of ethnic minorities in the South East. The most prevalent minority ethnic
groups are those identifying as Asian/Asian British (1.7%) and Mixed/Multiple ethnic groups (1.4%).7

Life expectancy
Life expectancy for males is 80.3 years and for females is 84 years, both higher than nationally. This
ranges from 76.8 years in Hastings to 81.7 years in Wealden for males, and from 82 years in Hastings
to 85.3 years in Lewes for females.

Deprivation
The Index of Multiple Deprivation (IMD) measures relative levels of deprivation in Lower Super
Output Areas (approximately 1,500 residents) based on: income, employment, education, health,
crime, barriers to housing and services, and living environment. East Sussex ranks 99/152 most
deprived local authorities nationally, where 1 is most deprived and 152 least deprived. However,
deprivation varies significantly, with Hastings being the 20th most deprived local authority district in
the country, and Wealden being the 50th least deprived. 8
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CHAPTER 3: Sexual health needs- National evidence
Local Authorities in the UK are required to provide open access to sexual health services for
everyone, including free STI testing and treatment, notification of sexual partners or infected
people, and free contraception with reasonable access to all methods.9 The PHE Strategic action plan
for 2016-201910 outlines how the priorities in the national framework for sexual health11 underpin
the national strategic action plan for sexual and reproductive health and HIV, focussing on sexual
health priorities whilst recognising the many factors which can seriously impact sexual and
reproductive health. This includes the promotion of universal approaches as well as targeted
interventions aimed at key populations.
Figure 4: Key objectives to be addressed to improve sexual health

Source: Public Health England, 2015
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REPRODUCTIVE HEALTH AND PREGNANCY PLANNING – RISK FACTORS
Reproductive health (ensuring women and men achieve and maintain good sexual/reproductive
health in their reproductive years) involves improving the general health of the whole population
through increasing knowledge of healthy lifestyles. It’s crucial that women and men have a choice
and control over reproduction to ensure health for all is optimised throughout preconception and
pregnancy, and that those not wishing to have children can effectively prevent becoming pregnant.12
This section will look in more detail at reproductive health and contraception.

Reproductive health in England
In 2013, there were 11,697,000 women of reproductive age in Britain. This section outlines the
reproductive health considerations facing women, and men, of reproductive age, including
pregnancy planning, health during pregnancy and preventing pregnancy.12 Women have
reproductive health needs across the life-course, with:
 10% experiencing non-consensual sex,
 45% of pregnancies and 33% of births being unplanned or ambivalent,
 1 in 7 women experiencing infertility, and
 Less than 75% receiving cervical screening13.
These reproductive health issues can subsequently impact on health outcomes.

Public Health England
12
guidance outlines six
“pillars of reproductive
health”, a personcentred action plan for
the population to have
the ability and freedom to make choices
about their reproductive health
regardless of age, ethnicity, gender and
sexuality, through: positive approaches
free from stigma, informed choice and
freedom of expression; relationships
free from violence and coercion; social
and psychological support for pregnancy
planning and prevention, early
identification and other, hidden issues
proportionate to need (proportionate
universalism); being able to participate
effectively in reproductive decisions;
and experiencing reproductive health
and accessing reproductive healthcare
free from the impact of wider factors.
This guidance provides evidence to inform local policy and provision, including best practice for services and
13
systems, socio-economic and cultural conditions and individual and community networks.

Pregnancy planning
Preconception care is a period where women and men can adopt healthier behaviours to support
successful pregnancy and positive health outcomes for themselves and their child. For example,
healthy diet and physical activity, taking folic acid, stopping smoking, reducing alcohol consumption
and using contraception for family spacing. It is relevant for any individual who may conceive at
some point in the future as well as for those actively considering pregnancy. There is growing
evidence that preconception health care reduces risk of premature birth, low birth weight, birth
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defects and other birth-related conditions affecting child development.12,14,15 Unplanned pregnancy
is a key public health indicator, with women in the UK spending around 30 years of their life needing
to avoid an unplanned pregnancy.
Many women do not seek preconception care for themselves until they are pregnant.12 Those at
higher risk of poor preconception health are those who; have poor nutrition; have lower educational
attainment; consume alcohol; smoke; younger women aged 20-24; Black British and Asian British
women who are less likely to take folic acid than White British women; and those living in more
deprived areas15,16,13

Unplanned pregnancy
Nearly half (45%) of pregnancies are unplanned or ambivalent17 and miss the opportunity to
optimise pre-pregnancy health. Teenagers remain the group at highest risk of unplanned pregnancy,
despite the decline in numbers of teenage conceptions.17 While most term pregnancies have positive
outcomes, some unplanned pregnancies can adversely affect both mother and child. For example,
unplanned pregnancies are associated with higher risk of obstetric complications, later antenatal
care and antenatal or postnatal depression, and children are at greater risk of low birthweight,
poorer mental and physical health and poorer results in cognitive tests.12 Those at greater risk of
unplanned pregnancy include those with: lower educational attainment; younger ages, aged over 35
years, women going through the menopause; smokers and those with substance misuse issues.17,13

Teenage pregnancy
The UK traditionally has the highest rate of teenage pregnancy in the western world18, yet over the
last two decades rates have declined dramatically, with conceptions in under 16s and 16 to 17 year
olds now being at the lowest level since records began in 1969.19 However, rates of teenage
pregnancy in England are still higher than many other countries.
Most teenage pregnancies are unplanned and about half end in abortion which is an avoidable
experience for the young woman and an avoidable cost to the NHS. While for some young women,
having a child when young can represent a positive turning point in their lives, many more find
raising a child extremely difficult. This often results in poor outcomes for both the teenage parent
and the child, in terms of the baby’s health, the mother’s emotional health and the likelihood of
both the parent and child living in long-term poverty.20 Despite the declining number of teenage
pregnancies, the conception rate varies widely across the country with just under a third of local
authorities (29%) having significantly higher rates than the England average.12,19 Those at greater risk
of teenage pregnancy include: young people in or leaving care; those underperforming at school;
homeless young people; and children of teenage mothers.21
Teenage mothers are less likely to finish their education, more likely to bring up their child alone and
in poverty and have a higher risk of poor mental health than older mothers. Infant mortality rates
for babies born to teenage mothers are around 75% higher than for babies born to older mothers,
and there is an increased risk of living in poverty, poor quality housing, accidents and behavioural
problems.21 Experience of previous pregnancy is also a risk factor for young women becoming
pregnant again, with 12% of births among young women under 20 occurring in women who are
already parents.17
In 2016 in England the under 18s conception rate was 19 per 1,000. Of those conceptions, 52% led
to abortions. The under 18s birth rate in 2016 was 5.6 per 1,000. In 2016, the under 16s conception
rate was 3 per 1,000.
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Figure 5: Risks of poor outcomes for teenage mothers

Due to the poor outcomes associated with teenage conception, the Local Government
22
Association (LGA) and Public Health England (PHE) published two Frameworks to help
Councils identify assets, gaps and ways to strengthen prevention and support pathways.
Evidence shows high quality relationship and sex education (RSE - compulsory in all secondary
schools from September 2019), accessible health services in terms of location and opening
hours, and friendly non-judgmental staff, help young people to delay sex until they are ready and to use
contraception effectively. The Family Nurse Partnership programme and programmes targeting families most
at risk are also crucial to support young parents to improve their opportunities and break cycles of
19
inequality. The frameworks recommend a cross-agency whole system approach to address poor outcomes
associated with teenage conception. This approach would, for example, clarify how existing services such as
school nursing and sexual health services can work with schools, colleges and teachers to provide consistent
22, 19
and clear support and advice.
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Figure 6: Ten key factors in addressing teenage pregnancy - a whole system approach

Source: Local Government Association and Public Health England, May 2018
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CONTRACEPTION
Contraception prevents pregnancy through a variety of methods. Contraception enables women
(and to a lesser extent men) of reproductive age control over if and when they want to try to
conceive and provides opportunity to address health pre-pregnancy, leading to better outcomes for
both mother and child.23,12 Women access contraception from a range of sources, with type and
source varying by both age and deprivation.24 6 out of 10 women access contraception through the
GP, with women who are already disadvantaged being less likely to access contraception and
preconception care altogether.12According to NICE guidance25, Long-acting reversible contraception
(LARC), including implants, intrauterine devices (IUDs), intrauterine system (IUS) and the
contraceptive injection, are the most effective methods of contraception.
Figure 7: Types of contraception

The following national data regarding contraception is from the Office of National Statistics and
relates to contraceptive methods accessed through sexual and reproductive health services (SHS).
This is not necessarily representative of the uptake of contraception across the whole population as
contraceptives can be obtained through other sources such as GPs, pharmacies and without a visit to
a medical specialist.26 In 2017/18, 6% women aged 13-54 years had at least one contact with SHS
services and 1% of males in the same age group. The following analysis relates to females only as
99% of males provided with contraception relate to condoms, with the other 1% represented by
spermicides and natural family planning.
The numbers of contacts with SHS for reasons of contraception in the UK have been decreasing over
the last decade, from 2.48 million in 2007/08 to 1.79 million in 2017/18. 60% of females contacting
SHS for contraception advice or provision were aged between 20 and 34 in 2017/18 (472,950), with
2% aged under 16 years (17,900). Females aged 18-19 were most likely to use SHS (17% of all
contacts), following by 20-24 year olds (16%). 47% of contacts relate to maintenance of an existing
main method of contraception, and 30% to a change in main method or a new main method.26
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Figure 8: Contraception uptake by age and type
The proportion of females choosing contraception
that doesn’t depend on the user administering
contraception (referred to as Long Acting Reversible
Contraception (LARC) with the exception of the
sterilisation method) as a main method generally
increases with age from just over 30% of those under
20, to over half of those aged 35 years and over.
Over the last 10 years LARC uptake has increased
from 23% to 41% women contacting SHS for
contraception, and user dependent uptake has
decreased from 77% to 59%.
Source: ONS and NHS Digital, Sept 2018

Local Authorities in the UK are required to provide open access to sexual health GUM services
for all, including free long acting contraception and reasonable access to all contraceptive
9
methods. Open access means anyone in the area is entitled to access services provided in
that area, not only those who live there or are registered with a local GP. The national
Framework for Sexual Health recommends the prioritisation of prevention to ensure people
are motivated to practice safer sex, including using contraception and condoms, and that
services are commissioned against robust evidence of local need. Increased knowledge of all contraception
methods is key, as is increased access to all methods, including LARC and EHC. Prevention can best be achieved
not through information alone, but also through evidence-based behaviour-change interventions. The
integration of sexual health and contraception services has also been shown to improve outcomes for patients
11,10
and is more effective for service commissioning.
NICE guidance also recommends that women who give
birth are given information about, and offered a choice of all contraception methods within 7 days of
31
delivery.

Long-acting reversible contraceptives (LARC)
LARC are defined as contraceptive methods requiring administration less than once a month,
including: copper intrauterine devices (IUD), progestogen-only intrauterine systems (IUS),
progestogen-only injectable contraceptives and progestogen-only subdermal implants. Evidence
indicates that LARC helps reduce unintended pregnancy; all LARC methods of contraception are
more cost effective that combined oral contraceptive pill even at one year of use, and IUDs, IUS and
Implants are more cost effective than injectable contraceptives.25 All LARC methods are suitable for
women: who are breastfeeding, who have had an abortion, with a BMI>30, with HIV, with diabetes,
and women with no contraindication to oestrogen.25
Figure 9: Women using SRH services for LARC, England, 2014/15 to 2017/18
Of women accessing SHSS for contraception in
2017/18, 41% were accessing LARC, a proportion
that’s been steadily increasing over the last 10
years. This equates to 793,000 women, ranging
from 45,600 women aged over 45 years and 75,300
females under the age of 18, to nearly 250,000
women aged 25-34 years. The most common form
of LARC being used is the implant (16% women),
used by nearly twice the proportion of women
using any other type of LARC.27
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Figure 10: Women using SRH services for LARC, England, 2017/18 by age
Of women accessing SHSS for contraception in
2017/18, 55% of those aged 35 and over were using
the service for LARC. The use of LARC in 2017/18
increased with age from age 16 years upwards. Up to
the ages of 34, the majority of women accessing LARC
are using a contraceptive implant, while from 35 years
the IUS is more commonly used. 33% of under 16s use
sexual and reproductive health services for LARC, with
24% under 16 year olds using contraceptive
implants.27 In 2017 there were 1.24 million
prescriptions for LARC dispensed at locations other
than sexual health services, similar to items dispensed
in 2016 but 9% higher than in 2007 (1.14 million).26
25

NICE guidance recommends that all women requiring contraception should be given
information and choice of all methods including LARC methods. This information should
include conceptive efficacy, duration of use, risks and possible side effects, noncontraceptive benefits, procedure for removal/discontinuation and when to seek help with
use of a method. Women should have choice of contraception method, provided it is not
medically inadvisable. Any counselling on contraception should be sensitive to cultural
differences and religious beliefs, using interpreters or advocates where necessary. An interim method of
contraception should be provided at first appointment if required. Contraceptive providers not offering LARC
should have an agreed mechanism for referring women for LARC, and those providing LARC should be trained
to develop and maintain skills to provide these methods and to manage side effects and problems. Guidance
also recommends that professionals providing contraceptive advice also promote safer sex, assess STI risk and
25
advise testing where appropriate, and provide local STI service information.
28

Department of Health guidance states that Local Authorities are required to arrange for the provision of a
broad range of free contraception and advice to prevent unwanted pregnancy. As for STIs, the regulations do
not set out when, where and how contraception advice and other services should be offered, but recommends
29
following FSRH standards

Intrauterine systems (IUS)
The Intrauterine system (IUS), or coil, is a small plastic device inserted into the uterus to release a
hormone, progestogen. It works primarily by preventing implantation and additionally preventing
fertilisation. The IUS can be used for contraception up to 3-5 years, and the pregnancy rate
associated with IUS use is fewer than 10 per 1,000 over five years.25 In the UK in 2017/18, 9% of
women were using sexual and reproductive health services for an IU system, a rise of 2% since
2014/15.The use of IUS in 2017/18 for those accessing the method through sexual health services
increased with age, rising from 1% 16-17 year olds to 30% 35-44 year olds and 34% women aged 45
and over. It is the most common form of LARC accessed through sexual health services for those
aged over 35 years.27
NICE guidance recommends that women requesting contraception are informed as to how IUS
works and the risks and benefits associated with it. Before insertion women should be
screened for STI’s where possible. A follow-up visit is recommended 3-6 weeks after insertion
to exclude infection, perforation or expulsion. Where possible, testing for chlamydia and
25,30
gonorrhoea should be done before IUD insertion, and for any STIs requested by women.

Intrauterine device (IUD)
An intrauterine device (IUD) is a small, T-shaped copper device that is inserted in the uterus to
release copper in order to prevent fertilisation and inhibit implantation.25 It can be used for both
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ongoing contraception and emergency contraception. It has a lower failure rate than oral methods
of emergency contraception and once in place, can be used on an ongoing basis (for 5-10 years).
Evidence indicates that IUDs reduce the risk of unplanned pregnancies and avoid the need for
emergency contraception.31 In the UK in 2017/18, 7% of women were using sexual and reproductive
health services for an IU device, a 1% increase since 2014/15. For those accessing IUD through sexual
health services in 2017/18, the use of IUD broadly increased with age from 1% 16-17 year olds to
12% 35-44 year olds.27
NICE guidance recommends that health professionals ensure procedures are in place to tell
women asking for emergency contraception that an IUD is more effective that an oral
method. Rapid referral pathways should be in place for those choosing an emergency IUD
should it not be possible to fit one immediately, and oral emergency methods should be
offered in the interim. A follow-up visit is recommended 3-6 weeks after insertion to exclude
infection, perforation or expulsion. Where possible, testing for chlamydia and gonorrhoea should be
31,30
undertaken before IUD insertions, as well as any STIs in women requesting it.

Contraceptive injection
Injectable contraceptives work by releasing progestogen into the bloodstream to prevent ovulation.
The injection lasts for between 8 and 13 weeks with an associated pregnancy rate of fewer than 4 in
1,000 over 2 years when given at regular intervals. Fertility can be delayed by up to a year after
stopping the use of injectable contraceptives. In 2017/18, 9% of women were using sexual and
reproductive health services for injectable contraceptives, similar to 9% in 2014/15. This form of
LARC is the only one not to see an increase in use over the last four years. Use of injectable
contraceptives through sexual health services in 2017/18 was steady at an average of 10% across
those aged 16 to 44, but decreased to 5% for those aged 45 years and older.27
NICE guidance recommends that women requesting contraception are informed of the risks
and benefits associated with contraceptive injections, including the potential delay in return
of fertility after use. Care should be taken when recommending to adolescents and women
older than 40 years due to possible effect on bone density. Women wishing to continue use
after 2 years should be assessed in light of potential risks and benefits of longer term use.
25
Advice should be given on safer sex at the time of injection if a woman has an STI.

Progestogen-only subdermal implant (POSDI)
The contraceptive implant is a small plastic rod placed under the skin of the upper arm to release
the hormone progestogen into the blood stream to prevent ovulation. The implant lasts for up to
three years and there are fewer than 1 in 1,000 pregnancies over the three year period. There is no
evidence of a delay in the return of fertility following removal of contraceptive implants. Up to 43%
women stop using the implant within 3 years, 33% due to irregular bleeding and less than 10% for
hormonal reasons.25 16% of women used sexual health services for contraceptive implants in
2017/18, with the implant being the most commonly used type of LARC among all age groups
between 16 and 34 years. For those accessing LARC through sexual health services, use decreases
with age from 24% of those aged under 16, to 10% of those aged 45 and over.27

NICE guidance recommends that Women are informed that contraception insertion and
removal both cause some discomfort but less than 1 in 100 implants have technical problems.
Contraceptive implants should be inserted and removed only by healthcare professionals
25
trained in the procedure.
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Permanent methods of contraception
Sterilisation is a permanent method of contraception for people not wanting any children, or any
more children, which works by preventing the sperm reaching the egg. Sterilisation for both men
and women is currently free of charge via the NHS in East Sussex.
Female sterilisation
Female sterilisation (tubal occlusion) is a safe and effective method of permanent contraception for
women, where the fallopian tubes are blocked. It is over 99% effective at preventing pregnancy
(one in 200 tubal occlusions fail)32,33. After a successful procedure, contraception is no longer needed
from seven days post-procedure, although sterilisation does not protect against STIs.34
Vasectomy
Male sterilisation (vasectomy) is a permanent method of preventing sperm travelling from the
testicles to the penis. Similarly to female sterilisation, vasectomy is 99% effective and rarely
reversible (around 1 in 2,000 vasectomies fail). Protection is still needed against STI’s and
contraception used for 2-3 months. Most vasectomies are day cases in hospital outpatient
departments but they can also be performed as operations requiring hospital stay or as day
procedures in SHS clinics. In 2017/18, 13,700 female sterilisations were performed in NHS hospitals,
31% fewer than in 2007/08 (19,900). This compares to 12,000 vasectomies in 2017/18, half the
number in 2007/08 (24,200). Of the vasectomies undertaken, 1,000 were hospital inpatient
procedures, 9,800 day cases or outpatient procedures, and 1,200 within sexual health services.
Females are more likely than males to undergo sterilisation between 30 and 39 years (62% vs 48%
sterilisations). Males are over twice as likely to be sterilised aged 40+ (46%) than females (22%).27

User dependent methods of contraception
User dependent (USD) methods of contraception depend on the user to remember to take them. In
2017 there were 7.05 million prescriptions of USD contraception dispensed at locations other than
sexual health services, a decrease of 2% from 2016 (7.21 million) and 5% from 2008 (7.45 million).26
Progestogen-only pill (PoP)
Progestogen-only pills (POPs) contain a progestogen hormone, similar to the natural progesterone
produced by the ovaries. The POP prevents pregnancy by thickening the mucus in the cervix to stop
sperm reaching an egg. The POP needs to be taken daily and is most effective when used perfectly:
It's 99% effective at preventing pregnancy with perfect use and 91% effective with typical use.
Combined hormonal contraceptives: oral contraceptives, the patch and the vaginal ring
The combined oral contraceptive pill is one of the most commonly used contraceptive methods in
the UK. Combined oral contraceptive pills in the UK contain oestrogen and progestogen and are
taken for 21 days, firstly to inhibit ovulation, and subsequently to maintain anovulation. Other
combined hormonal contraceptives include the contraceptive patch and the vaginal ring. The
contraceptive patch releases daily doses of oestrogen and progestogen through the skin via a patch
which is replaced weekly for three weeks of the cycle. The vaginal ring is a flexible plastic ring which
is inserted in the vagina and releases oestrogen and progestogen into the bloodstream through the
vagina wall over 21 days each month. All these methods of contraception are 99% effective with
perfect use and 91% effective with typical use. 35 In 2017/18, 42% (329,900) women accessed sexual
health services for oral contraceptives (combined or POP), and 2% (12,700) for the contraceptive
patch. This represents a steady decrease in the use of oral contraceptives from 45% in 2014/15, and
a slight increase in the use of the patch from 1% in 2014/15. Across all ages, oral contraceptives are
the most commonly used form of contraception accessed through national sexual health services,
accounting for approximately half total contraceptive use for younger women up to the age of 24
years.27
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Condoms
External (male) and internal (female) condoms are barrier contraceptives which stop sperm getting
to an egg. External condoms are 98% effective at preventing pregnancy with perfect use and 82%
effective with typical use, whereas internal condoms are 95% effective with perfect use and 79%
with typical use. Condoms also help protect both partners from some sexually transmitted
infections, including HIV.36 The male condom is the second most commonly used form of
contraception/STI protection accessed through sexual health services (14%: 107,300 in 2017/18),
although non-prescription items such as condoms can be easily obtained without visiting a medical
specialist so this is not representative of condom use. In 2017/18 40,900 men contacted SHS for
condom provision. 55% women who used SHS for condoms were in contact to maintain their current
method of contraception, compared to 72% males who used SHS for condom provision.27 C-card
schemes have improved access to free condoms for young people through alternative channels.37
38

NICE guidance on condom distribution schemes to reduce the risk of STIs recommends:
- targeting of condom schemes to those most at risk (as part of existing services, likely to be
used by those most at risk). This will include linking condom schemes with SHS services, and
publicising schemes to those most at risk.
- Multicomponent schemes should be provided for young people in health, education, youth
and outreach settings, including those for who there is a duty of care, and all young people
under 25. Schemes should be integrated into broader services, pathways should be offered into other services,
services should meet Department of Health You’re Welcome criteria, safety of young people should be
ensured and tailored information and advice should be provided, around a young person’s wider needs as well
as sexual health, for example sexual identity and drugs and alcohol use.
- Single component schemes should be in place to distribute free condoms for those at greatest risk of STIs
and information should be provided sensitively in line with NICE guidance.
- Cost-price sale schemes should be available via websites run by health and wellbeing services or larger-scale
online condom schemes, and should include sexual and reproductive health information at point of sale.

Natural family planning
Natural family planning is the use of fertility awareness methods (FAM) - that is identifying the signs
and symptoms of fertility during the menstrual cycle - to plan or avoid pregnancy. These methods
are most effective when using more than one fertility indicator. The main fertility indicators are
body temperature, cervical secretions, and length of menstrual cycle, with fertility typically lasting 89 days of the menstrual cycle.39 In 2017/18, 1% women using SHS for contraception used natural
family planning (6,800 women), which is consistent with use of this method since 2014/15.
Others: diaphragm or cap with spermicide
Diaphragms and caps are barrier methods of contraception which are fitted inside the vagina before
sex to cover the cervix and prevent the sperm getting to the egg. Vaginal diaphragms are circular
silicone domes with a flexible rim and cervical caps are smaller and are made of silicone. Both should
be used with spermicide (a substance which kills sperm) to be effective methods of contraception.
When used perfectly they are 92-96% effective at preventing pregnancy, compared to 71-88%
effectiveness with typical use.40 In 2017/18, 4,900 women used SHSs for Cap, diaphragm,
spermicides (used on their own) and the vaginal ring. This represents 1% women using the service.

Emergency contraception
Emergency contraception can be used when someone has had unprotected sex or they think their
contraception may have failed. Emergency contraception may stop ovulation, fertilisation of an egg,
or a fertilised egg from implanting in the womb, but does not cause abortion. There are three types:
 Emergency IUD – a small plastic and copper device fitted into the uterus for up to five days.
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Emergency Contraceptive Pill with the active ingredient ulipristal acetate (UPA) – a tablet with
UPA taken within 5 days of unprotected sex. It is more effective than a pill with levonorgestrel at
preventing pregnancy, and also more effective the sooner after intercourse it’s taken.
 Emergency Contraceptive Pill with the hormone levonorgestrel – a tablet which has a type of
progestogen hormone similar to that produced by the ovaries which should be taken within 3
days of having unprotected sex. It is also more effective the sooner after intercourse it’s taken.
The emergency IUD is the most effective form of emergency contraception.41
In 2017/18 in the UK, 93,000 emergency contraception items were provided by SHS and 154,000
were dispensed in the community. This represents a 3% decrease in SHS and 8% decrease in
community dispensed items from the previous year. Over the last 10 years requests for emergency
contraception have fallen by 32% in SHS and 44% in the community.26 Women aged 18-19 were
most likely to use an SHS to obtain emergency contraception within the last year (22 per 1,000
female resident population), followed by 16-17 year olds (18 per 1,000) and 20-24 year olds (14 per
1,000). 5 per 1,000 13-15 year olds were provided with emergency contraception by a SHS (4,250
females) in 2017/18, a 73% decrease from those provided emergency contraception in 2007/08. The
likelihood of 13-15 year old females using SHS for emergency contraception increased with the
deprivation level of their area of residence, from 2 per 1,000 population in the least deprived areas
to 8 per 1,000 in the most deprived areas of the UK.26

Contraception after pregnancy
It has been estimated that, in the UK, approximately 1 in 13 women presenting for an abortion or
delivery had conceived within a year of a previous birth.42 Timely and accessible contraception and
contraceptive information post-delivery will enable women to plan the number of children they
would like with optimum spacing between pregnancies, avoiding potential complications associated
with a reduced time period in between births such as low birth weight and increased chance of
preterm birth.43 When comparing the percentage of women experiencing an unintended pregnancy
during the first year of contraceptive use when the method is used ‘typically’ (which includes both
incorrect and inconsistent use) or ‘perfectly’ (correct and consistent used), with typical use, LARC
methods prevent greater proportions of unintended pregnancy than any method other than
sterilisation. Methods considered to be LARC are highlighted below.
Table 1: Percentage of women experiencing an unintended pregnancy within the first year of use
with typical use and perfect use
Method
No method
Fertility awareness-based methods
Female diaphragm
Male condom
Combined hormonal contraception
Progestogen-only pills
Progestogen-only injectables
Copper intrauterine device
Levonorgestrel-releasing intrauterine system
Progestogen-only implant
Female sterilisation
Vasectomy
44
Source: FSRH, 2017, modified from Trussell, 2011

Typical Use (%)
85
24
12
18
9
9
6
0.8
0.2
0.05
0.5
0.15

Perfect Use (%)
85
0.4-5
6
2
0.3
0.3
0.2
0.6
0.2
0.05
0.5
0.1
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Contraception after childbirth
The importance of contraception for women after childbirth is highlighted in national sexual and
reproductive health strategies in the UK45, particularly for more vulnerable women such as young
people who are at higher risk of future unintended pregnancy.46 Sexual activity and fertility may
return quickly after childbirth, and research indicates that a women’s need for effective
contraception after childbirth in the UK may be underestimated.47 Looking after a young baby can be
a barrier to accessing effective methods of contraception, and it has been suggested that almost 1 in
13 women presenting for abortion or delivery have a previous birth within a year48, which increases
the risk of complications including preterm birth, low birthweight, stillbirth and neonatal death.49
Currently, the World Health Organization (WHO) recommends a 24-month interval between
pregnancies.50

30

INDUCED ABORTION (TERMINATION OF PREGNANCY)
Induced abortion (also known as termination of pregnancy) is the use of medication or surgery to
induce the uterus to abort the foetus and thus end the pregnancy. It has been estimated that one in
three women will have an abortion in their lifetime.51 Abortion accounts for a significant proportion
of the workload of many gynaecologists, and the Royal College of Gynaecologists states induced
abortion to be a healthcare need, supported by the role of abortion services as an important public
health intervention to reduce the risk of repeat unwanted pregnancy and improve women’s sexual
health.52,1 The majority of women will not experience complications, but there is a small risk of
problems including: infection, some of the pregnancy remaining in the womb, excessive bleeding,
and damage to the cervix or womb.51 In 2017 there were 192,900 abortions for residents in England
and Wales, with an additional 4,600 for non-residents.53 This is a 4% increase since 2016 and
represents 16.7 abortions per 1,000 residents compared to 16 per 1,000 in 2016. However, despite
increases in the last year, the rate decreased from 17.9 per 1,000 in 2007.
Figure 11: Induced abortion rate per 1,000 women by age, England and Wales, 2007 and 2017
Since 2007, induced abortion rates have been
decreasing for women aged under 25 years, with
the 2017 induced abortion rate for under 18s at
8.3 per 1,000, less than half the rate in 2007
(19.8 per 1,000). Conversely, the induced
abortion rate for women aged 30 and over has
increased, particularly for those aged 30-34. 98%
of induced abortions in 2017 were funded by the
NHS, consistent with the previous 5 years,
although the proportion of these taking place in
the independent sector (70%) is increasing, by 2%
since 2016 and by 50% since 2007.
Source: DHSC, 2018
Of all induced abortions in 2017, 90% were carried out under 13 weeks and 80% under 10 weeks –
figures which have remained constant since 2007. 66% abortions were medically induced in 2017,
4% higher than in 2016 and almost double the proportion in 2007 (34%). 38% women who had an
induced abortion in 2017 had one or more previous induced abortions.

Contraception after abortion
Evidence indicates that provision of highly effective contraception at time of abortion is particularly
advantageous as women are known not to be pregnant, are already linked in with health services,
and are likely to be more motivated to use effective contraception. This is particularly relevant for
intrauterine contraception and implants which need fitting by a clinician.54 Women provided with
LARC immediately after abortion have been found to have a significantly lower likelihood of a future
abortion within 2 years of the first, compared with women provided with medium or short –acting,
or no methods.55,56,57
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SEXUALLY TRANSMITTED INFECTIONS (STIs)
The term sexually transmitted infection (STI), includes a range of clinical conditions acquired and
transmitted through sexual activity. This can include pathogens such as bacteria, fungi, viruses and
parasites. Early detection and treatment reduces the spread of infection and may avoid or delay
serious complications and consequences.58

Prevalence of sexually transmitted infections in England
In 2017, 422,150 sexually transmitted infections were diagnosed in England, similar to the number
reported in 2016. Between 2016 and 2017, there were large increases nationally in gonorrhoea and
syphilis diagnoses; a 10% decrease in diagnoses of non-specific genital infections (NSGIs) (from
37,000 to 33,500 diagnoses) and a 7% decrease in genital warts diagnoses (from 63,500 to 59,100).59
Figure 12: New sexually transmitted infection diagnoses in England, 2017
The most commonly diagnosed STIs in 2017 were
chlamydia (203,100; 48%), first episode genital warts
(59,100; 14%), gonorrhoea (44,700; 11%), and nonspecific genital infections (33,473; 8%).59 The rate of
STIs diagnosed in non-specialist sexual health
services has fallen from 181 to 166 per 100,000
population over the last year, while the rate
diagnosed through specialist SHS has increased from
585 to 597 per 100,000 population. This may be due
to national increases in both screening and
attendance.59
Source: Public Health England official statistics, June 2018

As part of the national evidence and resource pack, Public Health England outlines guidance to
whole system commissioning, which includes outlining values and principles to best deliver
services. Key messages include: putting people at the centre of service decisions; working in
an integrated, responsive way across services; basing provision on identified local need;
maximising opportunities to tackle wider determinants of health; commissioning informed by
professional and public expertise; collaboration; educated and trained workforce; and
60
consideration of new innovations. Clinical standards from the Faculty of Sexual and Reproductive
61
62
Healthcare and the British Association for Sexual Health and HIV further detail the ways services can adhere
to wider national guidance for service delivery.
A 2019 NICE report outlining the progress made by the health and care system in implementing NICE guidance
on sexual health is available here. There are also a number of resources available to help commissioners to
63
commission high quality STI testing and treatment services, including standards produced by BASHH.

Chlamydia
Chlamydia is a curable infection which can infect the urethra, uterus, cervix, ovarian tubes, testicles,
rectum, throat and eyes.64 It is the most prevalent STI in England and often has no symptoms
(approximately 50% men and 75% women have no symptoms).65,58 Chlamydia is passed on through
unprotected oral, penetrative and digital sex, or from an infected mother to baby during childbirth,
sometimes from genitals to fingers and eyes.64 Without adequate treatment infection can spread to
sexual partners and complications can develop such as reactive arthritis, pelvic inflammatory disease
(PID), ectopic pregnancy, infertility, epididymitis and prostatitis in men.58 Key risk factors for
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diagnosis include: people aged under 25 years, a new sexual partner, multiple sexual partners in the
last year, lack of consistent contraception use, social deprivation.66,67,58
In 2017 over 200,000 diagnoses of chlamydia were made in England, 126,000 among young people
aged 15-24 who are specifically targeted through the National Chlamydia Screening Programme. This
represents a decline of 2% (2,360 diagnoses) among 15-24 year olds since 2016.68
Figure 13: Rate of new chlamydia diagnoses in England, 2012-2017
In 2017, 360 per 100,000 people were diagnosed with
chlamydia in England. The rate of new chlamydia diagnoses in
specialist SHS has been increasing steadily since 2012 from
188 to 220 per 100,000 population. Conversely, diagnoses
through non-specialist SRS have declined from 206 to 148 per
100,000. Over 1.3 million chlamydia tests were undertaken in
2017, 8% less than in 2016 and a continuation of falling
trends nationally over recent years. The greatest decline has
been among testing in sexual and reproductive health (SHS)
services (61% since 2015), potentially reflecting a decline in
service provision, a rise in use of home testing kits and the
availability of testing in other settings. 59
Source: Public Health England, June 2018

Figure 14: Rates of chlamydia diagnoses in England per 100,000 popn by gender and age, 2017
It should be noted that the national chlamydia screening
programme targeting was based on the high female
prevalence of chlamydia in 15-24 year olds, with diagnosis
rates among females over twice that of both any other age
group and of 15-24 year old males. However, unlike females,
in 2017 the chlamydia diagnosis rate amongst 25-34 year olds
males (743 per 100,000) was similar to that of male 15-19
year olds (780 per 100,000), and exceeded the rate among 2534 year old females (683 per 100,000).
Source: Public Health England, June 2018

Gonorrhoea
Gonorrhoea is a bacterial infection found in the lower genital tract, pharynx or rectum. It is almost
exclusively sexually transmitted and is the second most common bacterial STI in the UK. It can be
passed on through unprotected sex or from an infected mother to baby at birth, or sometimes from
genitals to/from fingers and eyes.69 Most infections resolve by themselves, however, Gonorrhoea
can also cause tissue scarring, arthritis, pelvic inflammatory disease (PID), scarring of the fallopian
tubes, ectopic pregnancy, epididymitis and infertility. Key risk factors for diagnosis of gonorrhoea
include: being aged 15-24 years; being of black ethnicity; having a history of STI; multiple recent
sexual partners; inconsistent condom use; men who have sex with men; and the risk factors of
partner.58,70,71,72
In 2017, there were 44,700 diagnoses of gonorrhoea reported in England, a rate of 81 per 100,000.
This represents a 22% increase in diagnoses from 2016, and a 66% increase since 2012. This is of
concern given the recent emergence of extensively drug resistant Neisseria gonorrhoeae.
Gonorrhoea is the third most common STI diagnosed (11%) behind Chlamydia (48%) and first
episode genital warts (14%).59 The rate of new gonorrhoea diagnoses in specialist SHS in England
increased between 2012 and 2017 from 49 to 78 per 100,000 population. Diagnoses through nonspecialist SRS have also increased from 1 to 4 per 100,000 over the same period. 59 All those
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screened for chlamydia are screened for gonorrhoea, but while we know that diagnoses are
increasing, nationally there is no standard data collated on positivity rates of those being tested so it
is not possible to say whether the increase potentially correlates with an increase of people with
gonorrhoea, or whether it relates more closely to better screening.
Figure 15: Rates of gonorrhoea diagnoses in England per 100,000 popn by gender and age, 2017
In England in 2017, the rate of gonorrhoea diagnoses amongst
males (121 per 100,000) was three times that of the rate
amongst females (41 per 100,000). While one of the key risk
groups identified is 15-24 year olds, it looks like, as is the case
with chlamydia targeting, this is based on female rates of
diagnoses. Male rates are much higher than female rates
among 20-24 year olds, but are over 4 times higher than
females in the 25-34 age group, and among older age groups,
which are not being targeted under the National Chlamydia
Screening Programme (targets under 25s).
Source: Public Health England, June 2018

Syphilis
Syphilis is a curable sexually transmitted infection which can infect almost any part of the body, with
the most common signs being ulcers on the genitals or in the mouth, skin rashes and swollen lymph
glands. It is not common in the UK but if left untreated can cause serious health problems, including
risk of damage to the nervous system and heart.73 People at greatest risk include: men who have sex
with men, illicit drug users, commercial sex workers, those with multiple sexual partners74, people
engaging in unprotected sex, and people infected with HIV or other STIs.75,58,76,77
There were 7,137 diagnoses of syphilis (primary, secondary and early latent stages) reported
nationally in 2017, a 20% increase from 2016. The number of syphilis diagnoses in 2017 was the
largest annual number reported since 1949 and is consistent with the increasing trend seen in recent
years: since 2008, syphilis diagnoses have risen by 148% (from 2,874 to 7,137), mostly among gay,
bisexual or other men who have sex with men (MSM). 59 The rate of new syphilis diagnoses in
specialist SHS in England increased by more than double between 2012 and 2017 from 5.5 to 12.7
per 100,000 population. Diagnoses through non-specialist SRS increased marginally from 0.1 to 0.2
per 100,000 over the same period. 59
Figure 16: Rates of syphilis diagnoses in England per 100,000 popn by gender and age, 2017
In England in 2017, 93% of syphilis diagnoses were amongst
males (6,690) compared to 7% among females (430). Male rates
were highest among 25-34 year olds (85 per 100,000) and 35-44
year olds (51 per 100,000) and have consistently been so since
2013. Rates among men have been rising across all age groups,
more than doubling from 11.4 per 100,000 in 2013 to 24.5 per
100,000 in 2017
Source: Public Health England, June 2018

Genitally located symptomatic Herpes Simplex type 1 and 2
Genitally located symptomatic Herpes Simplex symptoms is one of the most commonly diagnosed
sexually transmitted infections in the UK (nearly a quarter of adults in the UK and US have
antibodies)78,herpes simplex commonly causes oral (cold sores), genital, anal , or ocular ulcers. Most
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people with herpes do not develop typical sores so do not realise they have been infected. Herpes
simplex spreads by skin to skin contact.79 Specific conditions may trigger an activation of latent
herpes simplex virus, including local trauma, UV light, immunosuppression, smoking, drinking
alcohol, and stress.78 Those at greatest risk of diagnosis based on symptoms include: people aged
15-24, previous history of STIs, high numbers of sexual partners, a recent new partner, early age at
first sexual intercourse, unprotected intercourse, men who have sex with men, female sexual
partners of men who have sex with men, people with HIV infection and those on
immunosuppressive medications.78,80,81,82
There were 32,750 new diagnoses of genital herpes infection in England in 2017; a 1% decrease from
2016. However, overall, the number of new herpes diagnoses per year is 18% higher than it was in
2008 (The rate of herpes diagnoses was 59 per 100,000 people in England in 2017, a gradual decline
from 62 in 2013).59
Figure 17: Anogenital herpes diagnoses in England per 100,000 popn by gender and age, 2017
In England in 2017, 36% of genital herpes diagnoses were
amongst males (11,710) and 64% were among females
(20,972), with female rates exceeding males in all age groups
with the exception of 65 year and over. Diagnoses rates among
15-19 year old females in England were 5 times that of 15-19
year olds males and rates in 20-24 year old females were over
double rates of males. Rates among males have decreased
across all age groups with the exception 65 year and over
where there has been a slight increase. Rate among females
have also fallen, from 77 per 100,000 in 2013 to 75 per 100,000
in 2017, but these have generally been more gradual and rates
among 25-34 year olds have slightly increased since 2013.
Source: Public Health England, June 2018

Genitally located warts
Genital warts are symptoms caused by some forms of the human papilloma virus (HPV infection).
HPV is transmitted through direct skin to skin contact. Genitally located warts is the most commonly
diagnosed STI caused by virus with most people who have sex thought to be at risk of catching HPV
at some time.83 Over time most warts will generally disappear without treatment but risk of
reinfection is high, and of the circa hundred HPVs which can infect humans, 13 are known to cause
cancer, although it is extremely rare for warts to become cancerous.83,58 Key risk factors include:
having intercourse at an early age84, having an increasing number of sexual partners, and being
immunocompromised.85
Between 2016 and 2017, there was a 7% decrease in the number of diagnoses of genital warts, from
63,500 to 59,100. The sustained decrease in genital warts is largely due to declines in younger
women, many of whom would have received the quadrivalent HPV vaccine when they were 12/13
years old as part of HPV vaccination programme started in September 2008. In England in 2017, the
rate of diagnoses of anogenital warts was 92 per 100,000 for females and 122 per 100,000 for males.
While the diagnosis rate among 15-19 year old females (287 per 100,000) is twice that of males (133
per 100,000), the rate among males is greater than females for every other age group.59
In 2017 there were 440 diagnoses of first episode genital warts in 15 to 17 year old girls, a 90%
decrease from 2009 which is largely due to the high coverage National HPV Immunisation
Programme in school-aged girls.68
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Hepatitis B
Hepatitis B virus (HBV) is an infection of the liver which is spread through blood and body fluids. It
can be self-limiting and asymptomatic, or can result in a chronically infected state. Complications of
Hepatitis B include cirrhosis, carcinoma or liver failure.58 Key risk factors for hepatitis B include:
perinatal exposure, multiple sexual partners, unprotected sex, men who have sex with men,
commercial sex workers, people with chronic liver or kidney disease, injection drug users, family
history of HBV, contact with an infected individual, and people born in a country where the infection
is common such as sub-Saharan Africa, East and Southeast Asia and the Pacific Islands.86,87 HBV
infection can be prevented by immunisation and in the UK immunisation is recommended for
individuals at high risk of exposure to the virus.88 In 2017 there were 445 confirmed diagnoses of
acute hepatitis B in England, a rate of 0.8 per 100,000 population. The rate of hepatitis B has been
falling since 2014 (0.91 per 100,000). The South East region reported the second largest increase in
incidence in the country from 0.49 to 0.68 per 100,000. The majority of confirmed cases are in males
(70%), with males aged 25-34 years having the highest incidence in 2017 of 1.97 per 100,000. 59

Human Immunodeficiency Virus (HIV)
HIV is a retrovirus that attacks and eventually depletes the ability of the immune system to respond
and control other infections. Transmission is mainly through sexual contact, but also before birth or
during delivery, breastfeeding, or contaminated needles and syringes and medical equipment. HIV
increases the risk of infections such as pneumonia, Tuberculosis, some forms of cancer, and
opportunistic infections due accelerated cell aging and a severely depleted immune response. AIDS
(a syndrome of a collection of infections, conditions, or malignancies often relating to a collapsed
immune response) normally occurs as a result of long standing untreated HIV infection. Key risk
factors include: unprotected sexual intercourse, HIV-infected blood transfusions, intravenous drug
use, and contaminated needles and medical equipment.58
In 2014, the Joint United Nations Programme on HIV and AIDS (UNAIDS) and partners set '90-9090 targets for 202089: aiming to diagnose 90% of all HIV positive people, provide antiretroviral
therapy (ART) for 90% of those diagnosed and achieve viral suppression for 90% of those treated.
In 2017 an estimated 101,600 people were living with HIV infection in the UK, 93,800 diagnosed and
approximately 7,800 undiagnosed. This equates to a rate of 1.7 per 1,000 in the UK: 3 per 1,000 men
and 1.3 per 1,000 women.90 These latest estimates for undiagnosed HIV infections indicate that the
UNAIDS 90:90:90 targets have been met both in the United Kingdom overall and in England:




92% of the estimated population living with HIV diagnosed
98% of those diagnosed were receiving treatment
97% of those receiving treatment were virally suppressed

Figure 18: New HIV diagnoses, AIDS at HIV diagnosis* and deaths: UK 1998 to 2017
In 2017 there were 4,360 new diagnoses of HIV
in the UK (3,235 men and 1,125 women), 230
cases of AIDS at diagnosis and 428 deaths in
people living with HIV. The overall total includes
people of all gender identities, and represents a
17% decline in reported diagnoses from 5,280 in
2016.90
*AIDS defining illness within three months of an HIV
diagnosis
Source: PHE, 2018

36

Figure 19: HIV diagnoses* by exposure group: UK 2008 to 2017
The decline in diagnoses in 2017 is due to a
sharp decrease in diagnoses in gay and bisexual
men, and a more gradual decline among
heterosexual men and women. 53% diagnoses
in 2017 were reported among gay, bisexual and
other MSM, 18% among heterosexual men and
24% among heterosexual women. 90 This
decline in HIV positivity accompanies a 9%
increase in testing activity at SHS in 2017
compared to 2016, largely among gay and
bisexual men, reflecting both declining
infection rates and changing testing routines.
Source: PHE, 2018

In 2017, only 12% SHSS met BASHH standards (testing 80% eligible attendees), with testing much
lower among heterosexual men (78%) and women (59%) than gay and bisexual men (89%). HIV
testing in SSHS were much higher than in non-specialist SHS. In 2017, 127,350 HIV tests were
obtained online or carried out in a community setting, with reactivity higher in tests carried out by
the targeted national HIV self-sampling service (1%) than in tests via community providers (0.4%).90
One of the greatest recent impacts on declining HIV diagnose, particularly through the development
of internet self-purchasing in 2015, is the use of Pre-exposure prophylaxis (PrEP), which, when used
consistently by individuals at risk of HIV infection is highly effective at preventing HIV acquisition.
Self-purchasing is thought to have quadrupled the numbers using PrEP in England in 2016, and this is
projected to increase further with the introduction of the PrEP Impact Trial in England and additional
programmes in Scotland and Wales in 2017. 90 Recent research has also added to increasing
evidence that taking antiretroviral therapy (ART) reduces the virus to such low levels in the body
that transmission among MSM who have anal sex (known to be have the highest rate of
transmission) is reduced to effectively zero.91 The population of people living with diagnosed HIV
infection is growing older and diversifying.
Table 2: Key changes in populations living with HIV in the UK
Population
2008
2017
Aged 50+
18%
39%
BAME gay and bisexual men receiving care
12%
14%
White heterosexuals receiving care
21%
26%
Source: PHE 2018

Late HIV diagnosis is the most important predictor of morbidity and premature mortality among
people with HIV infection, with those diagnosed late likely to have been living with HIV for 3-5 years.
92
Nationally in 2017, 43% of HIV diagnoses were made at late stage of HIV infection, although there
has been a significant decline in late diagnosis from 3,895 in 2008 to 1,880 in 2017. 31% of people
aged 15 to 24 years were diagnosed late compared to 55% among those aged 50-64 and 61% among
those aged over 65 years. The number diagnosed late among 50 to 64 year olds has declined by 15%
since 2008, while among over 65s there has been a slight increase in the same period. The decline in
rates of late diagnosis has been greatest in black African heterosexual women (82% decline since
2008) and black African men (79% decline), while rates among gay and bisexual men have declined
by 43% from 1,145 to 660. In 2017, 33% of gay or bisexual men were diagnosed late and this group
has the highest number of people diagnosed late of any risk group.93
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VULNERABLE POPULATIONS AND RISK FACTORS
The epidemiology of sexually transmitted infections (STIs) has changed markedly over the last two
decades, reflecting changes in demographics, individual behaviours, surveillance techniques,
diagnostics and treatments. There is wide variation across the country in new diagnosis of STIs.94
The latest data shows that the impact of STIs remains greatest in young heterosexuals aged 15 to 24
years; black ethnic minorities; and gay, bisexual and other men who have sex with men (MSM).28
This section outlines some of the populations most vulnerable to poor reproductive and sexual
health, and some of the key risk factors increasing sexual health inequalities. The epidemiology of
sexually transmitted infections (STIs) has changed markedly over the last two decades, reflecting
changes in demographics, individual behaviours, surveillance techniques, diagnostics and
treatments. There is wide variation across the country in new diagnosis of STIs.

Age and gender
Younger people
It is estimated that between a quarter and a third of all young people have sex before they reach 16,
with 7% males and 10% females reporting using no form of contraception at first intercourse. 16-24
year olds have significantly higher rates of poor sexual health, including STIs and abortions, than
older people. 106 However this age range is targeted for testing through the chlamydia screening
programme which may mask true rates in older age groups. Young people are also more likely to
become re-infected with STIs, contributing to infection persistence and health service workload.
Teenagers may be at increased risk of re-infection because they lack the skills and confidence to
negotiate safer sex.95Note; the National Chlamydia Screening Programme requires retesting at three
months post diagnosis in all 15-24 year olds diagnosed with chlamydia.
Young people experience the highest diagnosis rates of the most common STIs, which has been
linked to greater rates of partner change among 15 to 24 year old people96. Between 2016-2017,
there was significant increase in diagnoses of gonorrhoea (27%; from 8,887 to 11,261) and syphilis
(22%; from 228 to 278); yet syphilis is still rarely diagnosed in young people. Among 15 to 24 year
olds overall, there has been a sharp decline in the rate of first episode genital warts diagnoses. In
2017, the rate among females aged 15 to 17 years attending specialist SHSs (48.7 per 100,000
population) was 89% lower than in 2009 (436.5 per 100,000 population). Most 15-17 year olds
would have been offered the quadrivalent HPV vaccine (protecting against HPV types 16,18, 6 and
11) when they were 12-13 years old. A 70% decline (20.1 vs 66.7 per 100,000 population) was seen
in same aged heterosexual males, suggesting substantial herd protection.68 Young women in
particular are more likely to be diagnosed with an STI than their male counterparts. This is likely due
to: a greater uptake of chlamydia screening through the National Chlamydia Screening Programme
(NCSP) which targets those aged 15 to 24 years (originally intended for screening females only);
more opportunistic testing of women as they attend appointments for contraception and other
medical issues97; and sexual mixing between younger women and older males.98
Figure 20: STI rates among 15-19 year olds and 20-24 year olds, 2017

Source: PHE STI Annual data tables, 2018
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Among 15-19 year olds in the UK in 2017, the rate of all STIs was two or more times higher in
females than males, with the highest rates for: chlamydia 2,340 per 100,000 in females and 780 per
100,000 in males; and genital warts 287 per 100,000 in females and 133 per 100,000 in males,
followed by herpes and then gonorrhoea. Among 20-24 year olds, females still had higher rates of
chlamydia (2,671 per 100,000 compared to 1,713 per 100,000 in males) and herpes (359 per 100,000
and 154 per 100,000 respectively), but males had higher rates of genital warts (619 per 100,000
compared to 543 per 100,000 in females) and gonorrhoea (390 per 100,000 compared to 223 per
100,000 in females).99
HIV testing nationally is lower for young gay and bisexual men than other age groups, despite the
rate of STI transmission being higher amongst young gay and bisexual men. This may indicate a
higher need for testing or reflect the national trend of reducing HIV diagnosis connected to the
many HIV positive individuals now diagnosed and on effective treatment and easier access to Pre
exposure prophylaxis (PreP).173,100
As discussed previously, some younger people with: family poverty, persistent school absence by
age 14, slower than expected attainment between ages 11 and 14; and being looked after or a care
leaver may be at increased risk of unplanned pregnancy. Teenager mothers have been found to be
at higher risk of: smoking throughout pregnancy; having a low birth weight baby; infant mortality;
and poor mental health after birth.101
Evidence suggests that stigma of being seen as sexually promiscuous is a major barrier to young
102
people accessing sexual health clinics in order to plan for sexual activity. This stigma is
103
consistently gendered, being associated to a much greater degree with females than males.
This stigma has been found to be more pronounced in rural towns where the potential for
knowing someone in the local chemist/shop is greater. The issue of access is also a barrier for
some young people where stigma can deter them from local services, but larger, more anonymous chemists
are situated too far away to access. Similarly opening times for specialised sexual health services were a
102
barrier with many not open at convenient times for young people, for example within school hours.
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National guidance for interventions to address teenage pregnancy rates are described earlier
104
in the report, framed within PHE Teenage Pregnancy Prevention Framework and PHE
105
106
Framework for supporting teenage mothers and fathers. NICE guidance PH51 provides
recommendations for contraceptive services for under 25s, including: assessing local need
and service capacity; commissioning coordinated and comprehensive services; tailoring
services for those most at risk; providing school and education based contraception services; emergency
contraception; using a range of methods including communication technologies; and training for all those
supporting young people in health, education and social care. The Department of Health Framework for Sexual
Health Improvement in England sets out the different information, services and interventions needed as
107
people move through their lives:

Older people
In the UK, there is currently a small, but increasing, incidence of sexually transmitted infections in
people over 50.108 Sexual health continues as an issue in older ages, linked to factors such as people
exploring new relationships, the presence of psychosexual health problems as a result of ageing, or
long-term health conditions which can adversely affect sexual activity and satisfaction, for example,
erectile dysfunction is associated with cardiovascular disease (CVD) and diabetes.109, 110 There can
also be issues related to sexual consent, particularly for older people who live in care homes and
have cognitive impairment.111 It is therefore important to ensure the right advice and services are in
place and are accessible to support people in later life.
As previously outlined, there has also been a link identified between the proportion of late HIV
diagnosis increasing with age (Nationally in 2016, 31% of 15-24 year olds were diagnosed late
compared to 57% of those aged 50-64 and 63% of those aged 65 and over). 112 This has significant
implications as late HIV diagnosis is the most important predictor of morbidity and premature
mortality among people with HIV infection. 113
In East Sussex in 2016, 20-64 year olds made up
just over half of the population (53%), 0-19 year
olds just under a quarter (22%) and people aged
65 and over the final quarter (25%). By 2035 the
proportion of people aged 0-64 is predicted to
decrease by 8%, while the population aged 65
years and older is predicted to increase from
25% to 34%, meaning that the sexual health
needs of older people will likely become more
prevalent in East Sussex.
114

National research examining sexual health in those aged over 14 is poor but some suggests
that the known sexual health problems in people in older age groups may be underestimated
because of a reluctance to seek help, due to embarrassment or stigma. This underlines the
need for further study, to raise awareness to support adults in this age group seeking help for
115
problems related to sexual activity and function. A 2013 Age UK study concluded that: most
older people are keen to continue a fulfilling sex life but many view sex as a taboo subject and find it difficult
to discuss sex with their partner. Only around one in 6 felt comfortable talking about sex to a health
professional and many people were unsure where to go for help or advice, with 3 in 4 people not currently
getting sexual health advice and only 14% having sought sexual health advice in the last 20 years.
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Deprivation
The Indices of Deprivation 2015 provide a set of relative measures of deprivation for small areas
with an average population of 1,500 (called Lower-layer super output areas) across England. This is
based on 7 domains of deprivation: income deprivation (22.5%); employment deprivation (22.5%);
education, skills and training deprivation (13.5%); health deprivation and disability (13.5%); crime
(9.3%); barriers to housing and services (9.3%); and living environment deprivation (9.3%) The
domains were combined to produce the overall Index of Multiple Deprivation (IMD), a composite
measure of social deprivation. National research identified a strong association between social
deprivation and teenage pregnancy and poor social outcomes following birth.116 Women from areas
of high deprivation are found to have the highest rates of teenage pregnancies (up to ten-fold higher
rates than in the least deprived areas), with the overall reduction in teenage pregnancy rates in the
UK associated with progress in more affluent areas of the country. Teenagers becoming pregnant in
high deprivation areas are more likely to continue with a pregnancy than undergo a termination,
with only a quarter of teenage mothers in deprived areas terminating a pregnancy compared with
two-thirds of teenage mothers in the most affluent areas.116
Figure 21: Newly diagnosed STIs (excluding chlaymdia <25 years) by deprivation in England, 2017
As previously outlined, there is also significant
variation across the country in new diagnoses of
STIs, with the data consistently showing correlation
between higher rates of new diagnoses in more
deprived areas across the country.117 This does not
suggest a causal link between deprivation and
acquiring STI’s, but corresponds to evidence
showing those in more deprived areas to be at
higher risk of poorer health outcomes across a
variety of different factors negatively influencing
opportunities for good health, or potentially
skewed results due to much easier access to testing facilities.
Source: PHE ,10 Facts about the health of England, 2018

Since 2010, multiple deprivation appears to have fallen in most parts of East Sussex, but has
become more concentrated in others. 39% of neighbourhoods (LSOAs) rank in a better decile and
10% rank in a worse decile than in 2010. In East Sussex, 19 out of 329 LSOAs are among the 10%
most deprived neighbourhoods in England, three fewer than in 2010. Of these 19, 16 are in
Hastings, two in Eastbourne and one in Rother. Two of the LSOAs in Hastings are among the 1%
most deprived in the country, in Baird and Tressell wards, and another six are in the 5% most
deprived nationally, 5 of which are in Hastings. However East Sussex also has 22 out of 329 LSOAs
in the least deprived 10% of LSOAs in England, 14 of which are in Wealden. Income deprivation
affects 13% (69,500) of people in the county compared to 10% regionally & 15% nationally.118 On
national trends, we would expect higher prevalence of new STIs in particular in the most deprived
areas of Hastings and lower rates in the less deprived areas of Wealden. This is evident in the
latest data which shows that overall East Sussex has a significantly lower rate of new STIs (609 per
100,000) than nationally (794 per 100,000), yet while Lewes, Rother and Wealden have
significantly better rates than nationally, Eastbourne and Hastings have similar rates to England
overall.119
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Figure 22: East Sussex, Index of Multiple Deprivation, 2015

Local data120 for East Sussex supports the national suggestion of a correlation between rates of new
STIs and deprivation, with rates of new STIs generally decreasing from most deprived to least
deprived areas in the county. However, there are additional factors which could influence this
relationship. As previously outlined, national evidence identifies younger people to be at greater risk
of poor sexual health, and within East Sussex we know that the more deprived areas are the more
densely populated coastal areas, particularly around Hastings and Eastbourne. These areas also host
easier access to testing facilities for younger people compared to rural areas.
Figure 23: East Sussex population density for 15-24 year olds, 2011
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Figure 23 shows that within East Sussex, young people are also concentrated in LSOAs in the more
populated areas around Hailsham, Hastings and Eastbourne, but there are also concentrations in
LSOAs around the university areas of Falmer and the Brighton and Hove border. Of the 61 LSOAs
with over 12% of the population aged 15-24 years, 22 are in Eastbourne (5 in Meads and 4 in
Hampden), 18 in Hastings (4 in Hollington and 4 in Castle), 9 in Wealden, 7 in Lewes, and 5 in Rother.
As one of the key populations targeted for sexual health promotion, for example through national
screening for chlamydia and gonorrhoea, we would expect there to be higher STI rates in areas
where young people are being targeted for screening and other preventative interventions.
Therefore it is important to understand that there are wider factors which could be influencing rates
of STIs in more deprived areas. Some of these factors will be protective, such as the impact of
screening programmes and prevention work around teenage pregnancy, and some will be cultural,
social and environmental factors which increase risk, such as the impact of peer groups, family
circumstances, mass media, cultural beliefs, and stigma121 influencing attitudes and behaviours.
A report for the Department of Health122 looking at public health resource allocation, modelled
variables used to determine sexual health need based on key drivers highlighted in reports published
by Public Health England. Rather than including deprivation (overall IMD score) in the final model,
the report used the specific IMD environment score (inside and outside the home) as more relevant
to increasing target allocations per head, alongside several other influencing factors such as job
seekers allowance, particular ethnic group, sexual orientation, gender and age. If using this model
for our own population, the distribution of deprivation is significantly different to that shown by
overall IMD score, with the areas of greatest living environment deprivation concentrated in the
coastal regions of Hastings, Bexhill and Eastbourne, but also in areas of Plumpton, Herstmonceux,
Heathfield East, Crowhurst and Eastern Rother.
Figure 24: Living Environment Deprivation in East Sussex, 2015

Source: East Sussex in Figures
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Rural and urban areas
Rurality and large diverse geographies can pose a challenge to equity of access to services.123 Those
living in more rural areas may be disadvantaged because of remoteness, sparsity and for many of
the same reasons as more deprived people in urban areas.124 In rural areas where specialist services
may not be as accessible locally125, development of appropriate alternative services should be
addressed.126,127 For example, e-delivery of services is increasingly being used by Public Health as a
way to reach more remote locations, but this needs to account for differing internet access in more
rural areas and alternative routes to easier access should be considered.124
The landscape of East Sussex is predominantly rural, whilst nearly three quarters of the population
living in urban areas (58% live in the coastal urban areas and a further 18% live in market towns).
Four of our five urban centres (Hastings, Eastbourne, Bexhill, Newhaven and Hailsham) are located
on the coast, of which Eastbourne and Hastings are the largest and most densely populated.
Additionally, affluence in rural areas can disguise deprivation, for example in some areas of Wealden
and Rother. Given the dispersed nature of the communities, rural deprivation and inequality and
issues such as isolation, and transport and access difficulties are challenging to address.125
Figure 25: East Sussex, Rural and Urban areas

Source: East Sussex Public Health Intelligence

The above evidence highlights that, when looking at correlations between sexual health prevalence
and deprivation or rurality of an area, it is important to consider the wider factors which will be
impacting on the prevalence rates we are seeing, such as service availability, population density
targeted sexual health interventions, and wider social, cultural and environmental factors, and the
impact these wider factors may have on the sexual health of the local population.
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Lesbian, Gay, Bisexual and Transgender (LGBT) people
Research by Stonewall suggests that LGBT people may face particular barriers to good sexual and
reproductive health. For example, there is a perception that health professionals presume
heterosexuality which can make it difficult to disclose sexual orientation, which in turn can make
appropriate health information more difficult to access.136
According to the Annual Population Survey, in 2017 in the UK, 93% people identified as heterosexual
in the UK, 1.3% as gay or lesbian, 0.7% as bisexual and 0.6% as other. 4% did not answer the
questions. This was broadly similar in the South East, although a slightly higher proportion identified
as gay or lesbian (1.5%). The survey found that twice the proportion of males (1.7%) identified as gay
or lesbian in the UK than females (0.9%), although a greater proportion of females (0.9%) identified
as bisexual than males (0.6%).128
Figure 26: Sexual orientation in the UK by age, 2017
The proportion of people identifying as LGBT in the
UK decreases with age, from 5.1% 16-24 to 1.2% of
those age 65+, which is unsurprising given the
cultural changes in attitude towards different sexual
identities and the changing discourse over the last
few decades. A similar proportion of 16-24 year olds
identify as gay or lesbian to 25-24 year olds, but
over twice the proportion identify as bisexual, and
nearly twice the proportion as “other”. The
proportion of people identifying as heterosexual
has decreased across all age-groups since 2012,
although by a smaller margin among those aged
65+. There has been a corresponding increase
across all LGB identities, particularly for young
people identifying as bisexual or other.128
Source: ONS, 2019
In 2017, data suggests that females across all age groups are more likely to identify as bisexual than
males, while males are more likely to identify as gay than females as lesbian. The following sections
look in more detail at sexual health of women who have sex with women (WSW), men who have sex
with men (MSM) and Transgender people.
In East Sussex, a 2017 Community Survey of just under 15,000 residents found that 92% residents
described themselves as heterosexual, 2% as gay men, 1% as bisexual and 1% as lesbian. 5%
reported that their sexual orientation was not represented by these options.
Women who have sex with women (WSW)
As legal and cultural attitudes towards same sex relationships has transformed nationwide, the
unique social and medicolegal issues faced by individuals in same-sex relationships are evolving
rapidly. Medical issues for patients in same-sex relationships include higher rates of obesity among
women who have sex with women, and disproportionately high rates of mental health issues and
alcohol and drug use.129, 130, 131 Lesbian, bisexual and transgender women experience higher rates of
mood and anxiety disorders, suicidality, and substance use disorders than their heterosexual and
cisgender counterparts.132 Evidence indicates that a high proportion of lesbian and bisexual women,
have never been tested for STIs.133,134 Sexual health is not just the absence of STIs but also the ability
to be in a safe sexual relationship. LGBT women and men are more likely than others to feel unable
to express emotional intimacy in public due to fear of hate crime, and have been found to be at
higher risks of domestic violence in the past year compared to heterosexual people.135 Stonewall
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research has suggested that one in four lesbian and bi women have experienced at least one
incident of domestic violence or abuse since the age of 16.136

Research into use of reproductive health services is limited, but several small studies have
consistently highlighted heteronormative assumptions acting as a barrier for lesbian, bisexual
137
138,139
and other WSW in accessing sexual health , maternity
and infertility treatment
140
centres. Feeling uncomfortable and perceptions of a lack of understanding of LGBT sexual
health needs can reduce the likelihood of accessing appropriate health services until an issue
141
escalates. It has been suggested that around half of lesbian and bisexual women have
142
never had sexual health screening, the sexual and reproductive health needs of gay and lesbian women are
more likely to be invisible in health care settings unless practitioners ask every patient about sexual
143,144, 145
attractions/behaviours and identity.
Older WSW individuals in particular have been found to be less likely to be open about their sexual orientation
to health and social care professionals due to previous negative experience or perceptions of a lack of
146
acceptance of sexual identity. It has also been found that there is a need to tackle misinformation among
147
lesbians about the need for cervical screening, and that transgender people are also less likely to attend
148
screening for fear of negative attitudes. For younger LGBT people, sex education has been found to be poor
149
150
for young people around LGBT issues, with research by the Terence Higgins Trust suggesting that for
those schools currently teaching sex and relationship education, a very small minority include information
about LGBT sex and relationships, and broader issues such as consent are still missing from the majority of SRE
education. The report concludes that unless a broad range of topics with regards to LGBT-inclusive SRE are
covered at school, young people’s physical, sexual and mental health will continue to fall through the gaps,
both in the short and the longer term.

National organisations have published a companion for the Public Health Outcomes
Framework which makes recommendations for making clinical and educational environments
more inclusive of lesbian, gay, bisexual, and transgender individuals and their families. These
recommendations include sexual health strategies explicitly considering the needs of LGBT+
young people, same sex relationship and safe sex education in schools, improving uptake of
chlamydia screening among LGBT young people, sexual health providers better monitoring
sexual orientation and gender identity to better assess levels of need, increase staff training and awareness of
151, 152
LGBT issues,
and deliver patient-centred care where patients feel comfortable disclosing health-relevant
153
154
and personal information.
Public Health England evidence highlights the need to consider sexual and
reproductive health needs of lesbian, bisexual, and other WSW, particularly in local and national initiatives to
address access to sexual health services, and conception, among others.

Men who have sex with men (MSM)
Those who identify as gay or bisexual make up the majority of men who have sex with men (MSM),
but there are also subgroups who identify with different orientations, including men who identify as
heterosexual but report sexual encounters with men. Research has identified that the majority of
heterosexually identified MSM do not identify with the conventional identity categories of gay or
bisexual.155,174 There is even less consideration of the sexual health of other MSM, for example gayidentified men who have sex with women.156 MSM face specific and substantial health inequalities
in the UK today: compared with the general population, MSM have worse sexual health including
HIV and sexually transmitted infections (STIs); are at risk of worse mental health and wellbeing; and
are more likely to use alcohol, drugs and tobacco. These health inequalities frequently co-exist and
influence each other and are shaped by the socioeconomic and cultural context in which MSM live.
For example, the influence of family and friends, schools, workplaces, faith organisations, the media,
legislation and communities.157
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MSM who identify as bisexual (or who are behaviourally bisexual) have been identified as least likely
of all MSM to have had a sexual health check-up in the past six months, and most likely to feel that
local sexual health information was not appropriate to their sexuality.158 Black and Minority Ethnic
(BME) MSM have also been associated with lower use of sexual health services, with one study
relating this to greater worries about anonymity due to a greater degree of perceived social pressure
to avoid being seen as ‘out’ within their communities.159 MSM who reported having a steady female
partner, and older MSM have also been found to have stronger feelings of stigma and are thus less
likely to use sexual health services.160 Stigma and a lack of support from an individuals’ family can
also exacerbate young MSMs risk of unsafe behaviour, not only in their sexual relationships but also
in use of drugs and alcohol, and can lead to greater risk of homelessness.161,173 LGB people are less
likely to be in regular touch with their family, and living alone is most common for gay and bisexual
men. 162
A majority of MSM visit health services for a routine check-up, but a significant minority also use
sexual health services reactively or spontaneously, in response to a specific, risky sexual encounter
or the appearance of symptoms, which could prove to be an opportunity for services to engage
MSM with the adoption of a more pro-active approach to regular sexual health check-ups.160,159
Available (American) literature on heterosexual-identified MSM identifies engagement in high-risk
sexual practices, poor knowledge of safe sex, and potentially placing themselves and their male and
female partners at risk of STIs through concealment of sexual activity.163,164,165
Stonewall research suggests that MSM have high rates of being forced to have sex, and almost half
of all gay and bi men have experienced at least one incident of domestic violence or abuse since the
age of 16.166
Figure 27: New STI diagnoses for MSM attending sexual health services, 2008-2017, England
In 2017, there were 50,032 new STI
diagnoses in MSM nationally, of these
gonorrhoea (43%; 21,346) and
chlamydia (31%; 15,284) were the most
common, both is which have seen large
increases between 2016 and 2017 (21%
increase and 17% increase
respectively). There has also been a
17% increase in diagnosed syphilis
among MSM (17%; from 4,789 to
5,592). All of these increases continue a
trend over the last decade of increasing
diagnoses, in part due to better
detection of chlamydia and gonorrhoea
in the earlier part of the decade.167
Source: PHE, 2018

It is also thought that diagnoses have been increasing due to a change in sexual behaviours, for
example, an increase in the number of condomless, anal intercourse partners resulting from HIV
sero-adaptive behaviours, group sex facilitated by geosocial networking applications, and
‘chemsex’.168,169 Conversely, since 2015, there has been a marked decrease in new HIV diagnoses in
MSM as a result of improvements in HIV testing and time to treatment, as well as private access to
HIV pre-exposure prophylaxis.170,68
The Annual Population Survey171 reported that 1.9% of men in South East England identify as either
gay or bisexual, with a further 4.2% refusing to answer or indicating that they didn’t know. As this
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figure includes Brighton which has a higher than usual proportion of LGBT+ residents for the UK, the
exact figure for East Sussex may be lower. Based on estimates for the South East population172,
there could be approximately 5,100 self-identified gay or bisexual males in East Sussex out of a
total population of 267,000. Figures for the subgroup of MSM who do not identify as gay or
bisexual are inherently difficult to source accurately, but local data estimates that 3.5% of men
identifying as straight had had a sexual experience with another male in the past 12 months. As a
wider group MSM in East Sussex are disproportionally affected by STIs, particularly gonorrhoea
and syphilis, compared to the general population. Gay and bisexual men made up 79% of new
syphilis diagnoses and 52% of new gonorrhoea diagnoses in East Sussex clinics.173
While there is data available on sexual health of men who have sex with men (MSM), the
sexual health needs of heterosexual-identifying and other MSM are largely invisible. The
theory of sexuality recognises sexual fluidity and that sexual identity and sexual practice do
not always map neatly to each other, but there is a disconnect with the application of these
principles to sexual health systems requiring categorisation in order to understand ‘high
174
risk’. This reduces the opportunity to ascertain sexual health needs and ways to engage with services as
these men are falling through the gaps in the sexual health system. This can be exacerbated by health
175
promotion messages targeting mainly MSM who identify as gay as this risks alienating other subgroups.
Other identified barriers to sexual health services for MSM are negative first experiences of contact with
services, and financial insecurity, with MSM who feel less financially secure being more prone to risk taking
160
and less likely to testing regularly , stigma and discrimination leading to disempowerment, and pressure of
176
conforming to certain behaviours and norms within different MSM networks. Research in the US identified
that MSM are inhibited from HIV testing by a lack of safe sex knowledge, fear of positive test results, external
177
social stigma, and physical barriers relating to access to clinics providing the test.
68

Based on the latest national data on STIs, Public Health England recommend the need for :
strengthened 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, including MSM; immunisation for HPV, Hepatitis A and Hepatitis B in
MSM to reduce the risk of infection; annual testing for HIV and STIs for MSM, or testing every
three months if having condomless sex with new or casual partners, and open access to services providing
rapid treatment and partner notification for all. HIV prevention programmes for MSM have shown results
178
when such services are made available and community-led. The involvement of gay men and other men
who have sex with men in peer outreach and other community-level behavioural interventions could reduce
178
HIV risk behaviours by up to 25%.
179

The 2015-16 PHE Action Plan to promote the health and wellbeing of MSM pledged to: provide intelligence
and data to help understanding of the local picture of HIV and STIs among MSM; use social marketing to
encourage routine and regular testing; support evidence-based prevention interventions to reduce sexual risk
and increase condom access; disseminate best practice from community development programmes; support
commissioning of SRH services to encourage regular access; work with local authorities to increase HIV testing;
explore approaches to using PReP with ART by most at risk MSM; and monitor quality of care. Evidence of the
effectiveness of behaviour change interventions suggests that they are effective in changing behaviour
180
associated with HIV transmission, though further behavioural intervention trials are needed.
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Transgender people
Transgender describes individuals who self-identity as male, female, both, or neither (are gender
fluid) and do not match the assigned at-birth gender. 181 The UK Government Equalities Office
estimates that there are between 200,000 and 500,000 transgender people in the UK in 2018.182
Meeting the sexual health needs of transgender communities, including non-binary and gender-fluid
people, particularly around gender identity status/monitoring, testing services and vaccinations is an
emerging issue.
Along with general sexual health needs such as provision of appropriate contraception and screening
for sexually transmitted diseases, people who are undergoing or have undergone surgical male-tofemale or female-to-male procedures have unique health needs relating to their sexual and
reproductive health. For example, counselling for cardiovascular health risks linked to sex steroid
hormones181, loss of fertility due to treatment, or the need for continues cervical cancer screening
for the majority of female-to-male transgender men who retain their cervix.183,184 There have also
been found to be risks regarding the acquisition and prevalence of STIs and HIV, particularly
amongst transgender women who have been suggested to be 49 times more likely to be living with
HIV that other adults of reproductive age, 185,186 although a lack of standardised data collection in the
UK means true prevalence is still unknown.
Transgender and gender-non-conforming individuals have also been found to have greater likelihood
of using drugs, alcohol, smoking, and greater risk of depression or attempt suicide. Anecdotal
evidence also suggests sex work to be more prevalent across the trans community compared to
others, although there is no evidence of the potential size of the trans sex working population.187
Transgender women in particular can also face additional issues around sexual violence,188 with
research suggesting that male-to-female transgender women have high rates of being forced to
have sex.189 While there is limited research on how many transgender people experience domestic
abuse in the UK, figures suggest it is a significant issue, with one study suggesting that 80% of
transgender people had experienced emotional, sexual, or physical abuse from a partner or expartner.190 Applying estimates of the transgender population to East Sussex would equate to
between approximately 1,660 and 4,160 transgender people in the county, although this is based
on national estimates and doesn’t account for local demography.

Evidence suggests it is important for health and education professionals to understand the
191
physiological changes of transgender adolescents as they mature into young adults, yet
health professionals currently have limited knowledge of transgender health and the transition
192
process, and many transgender people experience discrimination in the health care system.
Findings from a survey by the Scottish Transgender Alliance Development found that while
respondents described their experiences with NHS SHS favourably and praised the non-judgemental nature of
the service, they recognised the gender-binary delivery and struggle to accommodate trans people within
193
them. The intimate physical examinations sometimes required also act as a barrier to service access.
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194

National guidance from the Faculty of Sexual and Reproductive Healthcare recommends
that, with regards to contraception, no method should be restricted for people assigned
female at birth on account of their current gender identity and accurate medical information
about all methods for which a person is medically eligible should be provided; an individual’s
personal characteristics, existing medical conditions and drug therapies should be considered
when addressing eligibility; and condoms are advised for protection against STIs. Contraception is
recommended for trans men and non-binary (assigned female) people, if they have not undergone surgery and
are having vaginal sex with a risk of pregnancy and do not wish to conceive. A trans man or non-binary person
who is taking testosterone should be aware that if pregnancy does occur, testosterone treatment can be
associated with masculinisation of a female fetus. IUDs do not interfere with hormone regimens, although the
use of combined hormonal contraception is not recommended. Emergency contraception will not interfere
with hormone regimens. For trans people assigned male at birth, contraception is advised if they have not
undergone a vasectomy and are having vaginal sex where their partner does not wish to conceive.
Transgender women should be advised that hormone therapy cannot be relied upon for contraceptive
protection in relation to reducing or blocking sperm production. Further evidence suggests that treatment by
multidisciplinary teams can provide a strong emphasis on mental health and well-being with regards to the
reproductive potential of people who are transgender. Detailed information about options, an absence of any
coercion and enough time are all needed in order to make complex, life-changing decisions. A safe and
affirming space for transgender patients is also important, including use of forms that ask about current
gender identity and birth-assigned sex, provision of gender-neutral toilets, and staff training in use of
195
appropriate language.
196

In 2018, PHE released a new screening leaflet for trans and non-binary people to improve awareness in line
with its commitment to make screening accessible for everyone, as well as improving staff support and
training to enable all patients to feel safe and secure enough to disclose their gender identity. This is
accompanied by LGBT awareness training for professionals. Research by the LGBT Foundation on outcomes for
197
Transgender people is informing the national agenda, and recommends: educating all staff on trans
awareness; including trans people in the design and delivery of services; targeting trans people with specific
information and campaigns to remove barriers, including in employment and public life; develop holistic and
person-centred services, challenge all transphobia and discrimination; and monitor gender identity and trans
status as part of equalities monitoring. HIV prevention programmes for transgender people have shown
results when such services are made available and community-led. The involvement of gay men and other
men who have sex with men and transgender people in peer outreach and other community-level behavioural
178
interventions could reduce HIV risk behaviours by up to 25%.

Ethnicity
Figure 28: Rates of STI diagnoses by ethnic group: England, 2017
The United Kingdom’s black and minority ethnic
populations continue to be disproportionately
affected by poor sexual health. In England, the
highest population rates of STI diagnoses are
among people of black ethnicity, but this varies
considerably among black ethnic minority (BME)
groups. People of Black ethnicity in 2017 had the
highest rates of gonorrhoea and genital herpes of
any ethnic group, while those of Mixed ethnicity
had the highest rates of genital warts and syphilis
in the UK. Black Caribbean and black nonCaribbean/non-African people have the highest
diagnosis rates of many STIs of all ethnic groups,
while black Africans have relatively lower rates.
Source: PHE, 2018

In addition to this, national data indicates the increase risk of HIV among minority ethnic groups in
the UK.45 In 2017, 14% of gay and bisexual men receiving HIV treatment in the UK were from BME
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groups, and 57% of heterosexual men and women receiving treatment were Black African.90
Estimates of BME MSM who are living with HIV are likely to be affected by their lower likelihood of
identifying as gay men or disclosing their sexuality to others. BME MSM in the UK have also been
found to be more likely than MSM to test HIV positive or ever have an STI and to be more likely to
have a history of substance misuse.198 Variation in the burden of STIs amongst BME groups has been
found to be influenced by: diverse sexual attitudes and behaviours; patterns of sexual mixing;
language barriers, social deprivation and access to sexual health services.199
There has been found to be low uptake for contraceptive advice and treatment, less likelihood of
using permanent or hormonal methods of contraception, and higher risk of repeat termination
among BME groups, particularly among Indian, Pakistani, Black Caribbean and Black African women
compared to White women.45,200
People from Gypsy and Traveller societies are also particularly vulnerable to poor sexual health. The
highly ‘gendered’ nature of some Gypsy and Traveller communities meaning that there are
significant taboos exist around sexual health, gynaecological matters and pregnancy related issues
especially if women are being cared for by male staff. 201 An estimated 200,000 and 300,000 Gypsies,
Roma and Travellers live in the UK: two thirds are settled in homes rather than travelling.202 Low
rates of cervical and breast screening have been found amongst these communities, with women
expressing particular reluctance to attend clinics with no guarantee of female staff. Most are also
opposed to sex education and information about contraception at school. Inclusion of sex education
in the school curriculum is cited by parents as a reason for non-attendance or early school leaving.
In East Sussex 8% of the population describe themselves as Non-White-British or Northern Irish,
ranging from 13% in Hastings to 6% in Wealden and Rother.203 Of the 8% identifying as BME, 3.4%
identify as Other White (17,872) 1.7% as Asian or Asian British (9,143), 1.4% as Mixed Ethnicity
(7,473) and 0.6% as of Black ethnicity (2,912). According to the 2011 census, an estimated 0.2%
(815) of the East Sussex population identified as Gypsy or Irish Travellers, compared to 0.1% in
England and Wales.
Culture and language can be particular barriers to sexual health services for BME groups,
particularly around attending SHS clinics for contraception. There is also a stigma and medical
204,205,206
mistrust around sexual health services.
Gypsy and Traveller communities in particular
experience difficulties accessing healthcare and are often reluctant to seek treatment because
of their cultural beliefs about health or an underestimation of the seriousness of a condition.
When individuals do seek help from healthcare services; lack of cultural awareness, including
racism, perceived judgemental behaviours, or inability to ‘explain things properly’ often contributes to the
poor patient experience. The nomadic lifestyle complicates access to appropriate care: registration can be
207
difficult, information is not being shared, and patients may have difficulty articulating their needs.

UK guidance on safer sex advice suggests that holistic interventions that address multiple
208
modifiable behavioural factors associated with several sexual health markers , and these can
potentially reduce ethnic inequalities in multiple sexual health markers simultaneously. It has
been suggested that the increased likelihood of attendance at a sexual health clinic in ethnic
groups at risk of poor sexual health offers an opportunity for implementing such
209
interventions. Community based organisations have been shown to provide effective support for BME
210
groups and non-UK nationals. Research suggests a paucity of specific interventions to tackle sexual health
risk among BME populations, particularly MSM, and there is an identified need for future interventions to
acknowledge not only the cultural and linguistic specificities of the groups targeted but also the role of stigma
211
and medical mistrust. The Royal College of General Practitioners recommends that commissioners of health
services need to make healthcare accessible to members of the Gypsy, Roma and Traveller communities via
better: information sharing between different agencies, community engagement to establish a relationship
and develop accessible services and a sense of ownership; and reducing stigma within mainstream services.
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Sex workers
Sex work or prostitution carries a high risk of sexually transmitted infections for both the sex worker
and their clients, as well as greater risks of substance use, limited access to services, violence and
exploitation. Sex workers are also at particularly high risk of assaults.212,213 It is estimated that there
are about 80,000 sex workers in the UK up to 20,000 of which could be migrants.214 Street-based sex
work accounts for about one third of this number with indoor activity such as brothels, escort work
and ‘parlours’ accounting for the remainder. One to one contact with sex workers takes place in a
variety of settings: working flats or brothels; cafes or other public places; in a worker’s car; escort
agency base; clinic or other health service venue; sex worker’s own home; hotels; at social events;
lorry parks/truck stops and ‘dogging’ sites.215
According to national data from the Genitourinary Medicine Clinic Activity Dataset (GUMCAD), male
sex workers are more likely to be diagnosed with chlamydia, HIV and Gonorrhoea, and more likely to
have reinfection with chlamydia or gonorrhoea. Migrant (non UK born) male sex workers have been
found to be twice as likely to be diagnosed with chlamydia as UK born male sex workers216. Among
female sex workers, while there was no significant difference in the period prevalence of HIV or
syphilis, female sex workers were almost twice as likely to be diagnosed with chlamydia and three
times more likely to be diagnosed with gonorrhoea than other female attendees, and also had
higher rates of hepatitis B and C, scabies, bacterial vaginosis, candidiasis, pelvic inflammatory
disease and abnormal cervical cytology, and increase rates of chlamydia reinfection.217 According to
international research, the European Union estimates that 87% sex workers in Europe are women,
7% male and 6% transgender.218 HIV prevalence for transgender sex workers has been found to be,
on average nine times higher than for female sex workers and three times higher than for male sex
workers.178
There is little available information on sex working in East Sussex. The Specialist Sexual Health
Service uses a diagnostic code and a ‘notes warning’ for sex worker which is applied so that
anyone seeing the patient has an idea of the specific issues. However, it cannot be assumed that
all sex workers have a code applied. Between 2013/14 and 2017/18 there were 69 attendances at
SSHS for 46 people with a diagnosis code of sex worker. All but three patients were females.
Figure 29: SSHS attendances for patients in East Sussex with a note of Sex Worker, 2013/14-17/18
Between 2013/14 and 2017/18, there were 486
attendances at SSHS where 113 patients had a
‘notes warning’ for sex worker attached to their
care, 91% (103) of whom were female. Since
2016 the use of the “sex worker” warning marker
has doubled, with the number of patients also
almost doubling between 2015/16 (16) and
2017/18 (30). This may be due to improvements
in reporting note warnings over the last couple of
years to enable sex workers to better access a
health adviser.
Source: East Sussex Specialist Sexual Health Services, 2019
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Engaging those involved in sex work with services is not easy due to the legal issues associated
with prostitution and their fears around disclosure, as well as the difficulty for some sex
11
workers to adhere to standard opening hours for services. This can lead to sex workers being
marginalised, leaving them vulnerable. Repeat contact with individual sex workers can be
challenging as they are often transient, not resident in the area, under the control of another
215
person or lead very chaotic lifestyles. The changing, more transient nature of sex working has been captured
by a study of sex working in Surrey where two new ways of working were observed in the emergence of “popup” brothels which are running for only a month or two, and “tours” where sex workers advertise online that
they will be in a particular town on a particular day and individuals book an appointment to visit them at a
hotel. These new ways of working make contact with sexual health services more difficult, and also make it
215
more difficult for services to contact sex workers.
219

220

The profile of prostitution has been raised through government and police strategy.
11
The Department of Health, identifies those involved in prostitution as a specific target group
in need of specialist sexual health services. The strategy recognised the particular risks
inherent in this group, their vulnerability and their particular access requirements. It
recommends that specific local services should be provided to address their sexual health
needs; and that commissioners and service providers should work together to overcome the common barriers
that those involved in prostitution face when accessing services, including stigma, discrimination and social
exclusion. HIV prevention programmes for sex workers have shown results when such services are made
178
available and community-led. With increased risk of sexual assault, there are specialist guidelines for the
management of sexual assault, which include enquiries about particularly vulnerable groups which might need
additional support, facilitating referrals to appropriate services, and access to interpreter and advocacy
221
services where necessary.

Looked After Children (LAC)
Children and young people who are looked after share many of the same health risks and problems
as their peers, but often to a greater degree: they often enter care with a worse level of health than
their peers due to the impact of poverty, abuse and neglect. Looked After Children (LAC) have been
found to be at greater risk of STIs, teenage pregnancy and abuse. 222,223,224,225 Risk factors associated
with poor sexual health among looked after children include: dislike of school and moving schools
leading to poor SRE knowledge, low educational attainment, socio-economic deprivation, lack of
consistent positive adult support, having a teenage mother and experience of sexual abuse.226
Looked after children are also at greater risk of poor mental and emotional health, including low
self-esteem and risk taking behaviours which make LAC extremely vulnerable to exploitation by
others227 or risk taking themselves.228 These compounding factors place them at high risk of
experiencing teenage pregnancy and poor sexual health.
Evidence suggests that perceived concerns among young people about confidentiality
regarding sensitive issues is a barrier to them seeking advice, even when there are no child
229,230
protection concerns.
Other perceived barriers to STI services include: embarrassment
regarding face-to-face consultations; the time-commitment needed to attend clinic; privacy
231
concerns (e.g. being seen attending the clinic). Other barriers include LAC having a higher
232
risk of missed schooling and the opportunity to gain knowledge about sexual health and relationships. LAC
have been found to be twice as likely as other children to be permanently excluded from school and three
233
times more likely to have a fixed term exclusion
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NICE guidance recommends an effective and responsive leaving care service for those aged 16
227
and 25, including services around life skills, personal relationships, and sexual health.
Guidance also recommends that GPs, nurses and other clinicians working in healthcare and
non-healthcare settings such as schools, provide information and one to one sexual health
advice where appropriate on how to prevent and/or get tested for STIs, how to prevent
unwanted pregnancies, all methods of reversible contraception, how to get and use
224
emergency contraception, and other reproductive issues and concerns. Evidence suggests that to date,
interventions have had little impact reducing rates of teenage pregnancy in LAC. Other interventions proposed
to address some of the sexual health risks faced by LAC include: Peer mentoring to address the increased risk
234
of teenage pregnancy in this group , modern methods of communication such as SMS [texting], web-based
235
desktop chat or mobile ‘phone based chat: , interactive web –based tools for promotion and prevention
236
strategies and linking youth to sexual health campaigns , and remote STI self-testing and online care to
237
address barriers associated with conventional STI services, earlier detection and treatment.

In 2018 there were 603 Looked After Children in East Sussex, an increase from 555 in 2017. This is
a rate of 57 per 10,000 under 18 year olds, compared to a national rate of 64 per 10,000.238 In East
Sussex, the LAC nursing team includes specialist nurses whose role includes to signpost young
people and any advocates for that child towards local sexual health services, or to refer them to
the SAS nursing team if they may not be able to access the sexual health clinic. The LAC nursing
team offers chlamydia screening and sexual health advice at point of contact if appropriate.

Child sexual exploitation
Child sexual exploitation is a form of child abuse which occurs where ‘an individual or group takes
advantage of an imbalance of power to coerce, manipulate or deceive a child or young person under
the age of 18 into sexual activity (a) in exchange for something the victim needs or wants, and/or (b)
for the financial advantage or increased status of the perpetrator or facilitator.’239 Sexual
exploitation can occur even if the sexual activity appears consensual and does not always involve
physical contact; it can also occur through the use of technology. Barriers to the disclosure of sexual
abuse may mean that abuse is not reported for many years, or at all, with a high number of incidents
of sexual abuse potentially unreported, undetected, unprosecuted and untreated.240
Children aged 12-15 years of age have been found to be at greatest risk of child sexual exploitation
although victims as young as 8 have been identified, particularly in relation to online concerns.
Those aged 16 or above can also experience child sexual exploitation, and this can be overlooked
due to assumed capacity to consent, despite known risks particularly among those without adequate
economic or systemic support. Child sexual exploitation may be most frequently observed amongst
young females, with boys potentially less likely to disclose experiences and less likely to have these
identified by others.233 The 2018 Newcastle Joint Serious Case Review identified that “approximately
85% of victims of sexual exploitation had received services from sexual health services.241
Child sexual exploitation rarely presents in isolation of other risks of harm, although it has been seen
in isolation in relation to cases of online abuse.242 Other factors which make children and young
people more vulnerable to child exploitation include: prior experience of neglect, physical and/or
sexual abuse; a lack of a safe/stable home environment, domestic violence or parental substance
misuse, mental health issues or criminality; bereavement or loss; social isolation; absence of a safe
environment to explore sexuality; economic vulnerability; homelessness/insecure accommodation;
connections with others who are being sexually exploited; connections with those involved in adult
sex work; having a physical or learning disability; and being in care.239 Child sexual exploitation can
also occur without any of these vulnerabilities being present.
The vast majority of child sexual abuse is familial and is perpetrated by people related to, or known
to the victim, and often goes unreported and undetected. As few as 1 in 8 victims of child sexual
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abuse are estimated to come to the attention of statutory authorities.243 In 2012/13, nearly half of
the young people who contacted the NSPCC’s ChildLine service about child sexual abuse said the
perpetrator was a family member.244 Children who have been sexually abused by a family member
have an increased vulnerability to child sexual exploitation, as well as other forms of abuse including
physical and sexual violence.245 They are also: more prone to sexually transmitted infections; at
increased risk of homelessness; at double the risk of suicide when they reach their late twenties; at
risk of ongoing health problems such as chronic pelvic pain and gynaecological problems; and at
greater risk of mental ill health including self-harm and depression, continuing into adulthood. 246
Childhood sexual abuse (CSA) has also been identified as a potent risk factor for sexual dysfunction.
A lack of positive emotions related to sexuality, rather than greater negative emotions, appears to
be more relevant to the sexual health of women with CSA histories. The physical, sexual and mental
health impacts of child sexual exploitation are complex and long lasting. These include: Sexually
Transmitted Infections (STIs) and gynaecological problems, drug or alcohol problems, depression,
post-traumatic stress disorder, self-harm or suicidal ideation247,254, higher rates of youth offending,
risk of forced marriage, involvement in adult sex work, poor educational prospects and risk of revictimisation.254,248 Child sexual exploitation can also have wider implications for family cohesion,
health, social life and economic stability.249
A 2018 national report into the characteristics of children in need250 identified a 4% increase in the
number of children in need from 389,040 in 2017 to 404,710 in 2018. Of the 631,090 assessments
between March 2017 and March 2018, 77% (482,750) had factors identified as contributing to the
child being in need. Of this number, 4.1% had child sexual exploitation identified, with numbers
identified rising by 1,200 nationally from the previous year.

The signs and indicators of all forms of abuse can be difficult to detect. This could be due to a
lack of reporting these experiences of abuse, whether through fear, not feeling like a victim of
251,252,253,254
abuse, or because of receiving incentives in exchange for the abusive act.
Another
barrier to detecting abuse and supporting the child is that professionals may not always
identify or register their concerns. This could be due to a number of factors including
workload demands; no validated risk assessment tool; a focus on presenting behaviours (for example
educational disruption) rather than causal factors; and viewing victims as ‘problematic teenagers making
254
active choices’. Child sexual exploitation can occur in all communities and amongst all social groups and can
affect girls and boys. These barriers to support are compounded by a lack of definitional and data clarity.
Health care providers (HCPs) have been found to be often poorly prepared to respond to childhood sexual
255
abuse (CSA) survivors' needs in sexual and reproductive health care. Children who are victims of sexual
abuse have been identified as facing differential access to support, with barriers including: professionals failing
to recognise signs of abuse; long waiting times for therapy following abuse; lack of education in schools about
256
abuse; and being threatened and scared to disclose that they are victims of abuse. An independent enquiry
into child sexual abuse in custodial institutions outlines three main barriers to disclosure of child sexual abuse,
specifically for those in custodial institutions: children not understanding what sexual abuse is; children not
240
feeling safe to disclose abuse; and issues around avenues for disclosure.
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From a statutory perspective, child sexual exploitation has traditionally been responded to as
257
a child protection concern. National guidance makes clear the requirements for holistic,
child-centred approach due to the fact that sexual exploitation is often linked to other
242,258
issues.
Public Health England have published full guidance on best practice for tackling
254
child sexual exploitation. This guidance suggests that alongside this critical response there
needs to be concurrent investment in proactive prevention, prioritising awareness raising, early intervention
and targeted prevention work with children, and their parents and carers where appropriate. The existing
body of evidence repeatedly highlights the critical role of Personal, Social, Health and Economic (PSHE) and
254
Relationship and Sex Education (RSE) in addressing these issues. This would enable a collaborative and
254
multiagency approach to prevention, protection of the individual, and prosecution of known perpetrators.
259
Recommended prevention work with children and young people includes: ongoing awareness raising ;
260
education building up from primary school age ; supplementary targeted preventative work with groups who
are known to be at heightened risk because of a pre-existing vulnerability; and enhancing resilience and
strengthening protective structures around children to help mediate risk and risky behaviours which are often
a young person’s attempt to exert some power or control over circumstances in which they have little of
258
either. Interventions implemented with sexually exploited children and adolescents include: focused health
and/or social services; intensive case management models; psychoeducational therapy groups and residential
programs; and screening to identify sexual exploitation in A&E departments. Most programs were genderspecific, targeting girls and young women with just one being for boys and young men only. Studies reported
on a range of outcomes including psychosocial outcomes, reduced risky behaviours, trauma responses, mental
health, protective factors, and public health outcomes. Despite differences in delivery, most interventions did,
.261, 262
to some degree, appear to foster healing among sexually exploited children and adolescents
In May 2019 a new national “Tackling Child Exploitation Support Programme” was launched by the
government to improve how different local areas respond to child exploitation – such as gangs, ‘county lines’
drug dealing, online grooming, sexual exploitation, trafficking or modern slavery. The programme aims to help
equip professionals involved in the protection of young people to identify those most at risk from dangers in
their communities and online. All councils will be able to apply for bespoke support from the scheme to tackle
specific threats in their area, bringing social workers, police forces, schools, health services and charities
263
together to improve how they respond to cases of exploitation, and learn from previous intervention.

In East Sussex in 2015 work was undertaken to analyse local data using government identified
“warning signs and vulnerabilities”264 to identify the numbers of children and young people
potentially at risk of child sexual exploitation. This identifies those at risk and not necessarily
those who are victims of child sexual exploitation. In 2012, 140 young people in East Sussex aged
11 to 19 met three or more of the indicators: 40% female and 60% male, and over a third (39%)
had attended a Targeted Youth Support Service in the past year. Two thirds (94) of those
identified as at risk were aged between 15 and 17 years old. The three most common indicators
were: engagement in offending; missing from home or care; persistent absence from school. The
majority of young people were located in the coastal strip, with an estimated 3.8 per 1,000
population at risk in Eastbourne and 3.5 per 1,000 in Hastings. This follows the distribution of the
general population of East Sussex, although young people at risk appear in all Boroughs and
Districts. Of the 20 wards with an estimated 3 or more young people at risk, the top three
identified were in Eastbourne.265 There is no standardised way of reporting or recording child
sexual exploitation, or children at risk of sexual exploitation in East Sussex.

Prison population
The poor health of prisoners is often linked to early childhood experiences such as neglect and
abuse, social circumstances such as poor housing and unemployment, and higher rates of smoking,
alcohol, and substance misuse. 266 There are higher rates of blood-borne viruses and sexually
transmitted infections in the prison population. 267 Within the Lewes Prison population in 2018268:
 25% of all prisoners had experienced being in care as children
 58% regularly truanted from school as children
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65% had numeracy & literacy difficulties
67% were unemployed prior to sentencing
40-65% had alcohol & drug problems
34% are likely to be disabled
15% reported as being homeless prior to custody
40% of all prisoners had a form of mental disorder







Barriers to good sexual health include staff shortages and overcrowding which limit prisoners’
access to healthcare and compound a cycle of deprivation and health inequality. Improving
healthcare provision and workforce training improves prisoners’ health, increases safety in
270
prison and reduces reoffending. Challenges to good sexual health in Lewes prison include:
 Improving diagnosis of sexual health problems by assessing a prisoners risk of STIs,
based on their sexual history. This means they can receive the necessary testing and treatment.
Blood-borne virus testing is carried out when people enter or transfer between prisons, in line with
269
the national blood-borne virus opt-out policy.
Prisoners taking Novel Psychoactive Substances [NPSs].
Promoting self-management of long term conditions.
Mental health issues-a need for effective treatments & interventions.
High rates of complex problems that require effective and responsive joint working.
Under-diagnosed dementia / memory problems with an increasing older prison population.

A report by the Health and Social Care Committee of the House of Commons states that a
prison sentence is a deprivation of someone's liberty, not a sentence to poorer health or
270
271
healthcare.
NICE guidance recommends that people who are in prison should be
offered information about STIs and available sexual health services, and should have discreet
access to condoms, dental dams and water-based lubricants without the need to ask for
272
them. Guidance from the Department of Health on Public Health services for people in prison states that all
people in prison and other places of prescribed detention are entitled to: be aware of means of accessing
condoms in prisons; have access to social and life skills modules on relationship and sex education (RSE) or
similar; have access to a genitourinary medicine (GUM) service (either provided externally or in house); have
access to a chlamydia screening programme; have access to barrier protection and lubricants and for girls to
have access to Human Papillomavirus (HPV) vaccine.

HMP Lewes offers: first night general health assessment within twenty four hours for physical &
mental health needs; follow-up comprehensive assessment of physical and mental health needs; a
range of treatments and interventions aligned to a GP practice model; in-patient care (physical &
mental acute admission); mental health to the wider prison population including therapeutic
groups; and drug and alcohol services in partnership with Sussex Partnership Trust.268 On average,
HMP Lewes has around 642 people through the prison in a year. Currently a GUM in reach service
runs a clinic once a week in Lewes prison. Prison services are expected to screen all prison
entrants for chlamydia and blood borne viruses.

Vulnerable adults (including learning disabilities)
The sexual rights of people with learning disabilities are often overlooked and frequently only
become an issue to be discussed when a problem arises.273 Coping with puberty, sexual identity, and
sexual feelings can be much more difficult for people with learning disabilities who might be
struggling to understand their emotions and their bodies. People with learning disabilities have a
more limited and incomplete understanding of sexual health issues than others, and have an
identified desire to know about sex, friendship and relationships and sexual health as part of their
care and health action plans.274 Young people with learning disabilities in particular have not had
good access to sex and relationship education or information.275
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The Department of Health ‘No Secrets’ report defines sexual abuse as: rape and sexual assault or
sexual acts to which the adult at risk (anyone with social care needs who is or may be at risk of
significant harm276) has not consented, or could not consent, or was pressured into consenting.277
People with learning disabilities are less likely to be aware of abuse or to report it. A review looking
at prevention interventions for children and adults with learning disabilities (LD), found that along
with greater risk of: poor social skills and judgement; poor communication skills; physical
dependence; and a lack of education about appropriate sexual behaviour, people with a learning
disability are also more likely to have a lack of knowledge about how to defend against abuse,278 and
have been educated or reinforced to be compliant so can lack practice in making independent
decisions in everyday life. 279,280
People with learning disabilities found to be at particularly high risk of poor sexual health include:
 Deaf-blind people with learning disabilities are vulnerable to sexual abuse as a result of
having learnt touch as a method of communication.281 Highlighted are the risks of abuse
during intimate and personal care for people with learning disabilities and complex needs.282
 Women with LD who may have experienced a lack of loving relationships in the early life can
be targeted by men into coercive control and violence. Research suggests women with LD
have a lack of accessible information about contraception and a lack of control over their
reproduction and contraception.283,284
 LGBT people with learning disabilities are to some extent invisible in the learning disability
community and there is a lack of confidence in staff supporting LGBT people.285

Despite laws, policies and guidance it is clear that people with learning disabilities continue to
286
face barriers to building and developing relationships. There have been identified two main
types of barrier people with learning disabilities face with sexual health and relationships:
- Attitudinal barriers – meaning that people with learning disabilities tend to be desexualised,
de-individualised or treated like a child, with the label of learning disability dominating sexual
identity. In addition to these general attitudes, parents, teachers and staff have also been found to be resistant
to people with learning disabilities having sex or relationships, and professional views of homosexuality among
286
people with learning disabilities have been found to be conservative. Most professional carers acknowledge
that people with learning disabilities have the right to sexual expression but it is reported that staff feel under
287
pressure to supervise the sexual expression of people with learning disabilities.
- Information and education – there is an identified lack of accessible information for those with a learning
disability, their families and within the education sector which means that there are gaps in appropriate sex
education, for example looking at sexual relationships as well as focussing on what sex is. There is an identified
lack of clear polices around relationships.
All the above barriers influence practical issues facilitating a relationship for people with learning disabilities,
for example a lack of support and places to meet people, a lack of independence due to difficulties using
286
transport, a lack of privacy, a lack of suitable space, and dependency on others to fulfil sexual desires.

National guidance emphasises the right for people with learning disabilities and/or autism to
the same opportunities as anyone else to live satisfying and valued lives including being able
288
to develop and maintain relationships , including: positive and supportive person-centred
approaches, having appropriate policies in place; staff committed to providing accessible
information; and support to explore sexual identity. More accessible information, support
and ongoing and specialist sex education for young people with learning disabilities and for
289
their parents is recommended. This needs to include information about sexuality, abuse and consent, and
practical information about contraception and safer sex where appropriate. Paediatricians are encouraged to
290
ask adolescents and young adults about their understanding of, and engagement in, health risk behaviours.
Social workers and care providers should have training to support LGB&T identified adults with learning
291
disabilities and provide opportunities for them safely to express their sexual and gender identities.
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In East Sussex there are an estimated 10,800 people with a learning disability (all levels of need):
approximately 6,300 of are aged 18-64. There are significantly higher estimates of males aged
between 10 and 19 with learning disabilities than any other age group.292 One of the roles of the
East Sussex Community Learning Disability Team is to identify the needs of people with learning
difficulties through a core assessment of their housing, activities of daily living (ADLs),
extracurricular activities, physical health and sexual health (relationships and screening).
Assessment of sexual health, includes an individual’s knowledge of sex and relationships.

Physical disability
Sexual health and sexuality of people with disabilities is often ignored or stigmatised by society. 293
Some people wrongly regard disabled people as not developing sexually in the same way as nondisabled people, and being less sexual than people without disabilities. Even if a disability does affect
sexual function, the physical and emotional aspects of sexuality are as important for disabled people
as for non-disabled people. 294 Some disabled people may have physical problems that can
contribute to erectile dysfunction or to sexual arousal disorder. Pain, neurological damage or
dysfunction or limitation of motion from injuries may depress interest in sex or sexual performance.
The dysfunction also may be of psychological origin e.g. negative emotions may inhibit arousal; or
low hormone levels might delay puberty, or affect sexual performance, or arousal.295
People with both physical and learning disabilities are more vulnerable to sexual abuse. A Freedom
of Information request using information across 106 councils between 2013-2015 found 4,750
reports of sexual abuse against adults with disabilities: 63% with a learning disability and 37% a
physical disability296, while the NSPCC reports disabled children to be at three times greater risk of
abuse than non-disabled children.297 This can be exacerbated by poor staff training and
stigmatisation of the sexuality of people with disabilities.
Opportunities for sexual relationships among disabled people, particularly the young, are very
limited. Times of privacy might be rare, and disabled young people are much more likely to
receive a negative reaction from adults if they are discovered. The need for privacy needs to be
acknowledged and addressed, even if care needs make this inconvenient, as some people with
disabilities are dependent on their families or carers in order to have relationships or engage in
293 ,298
sexual activity.
People with physical disabilities may also find communication a barrier to good sexual
health if they experience problems communicating their needs or desires as this can be taken as a lack of
293
capacity to consent.
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A 2017 policy statement by the Family Planning Agency recommends that: ongoing, relevant
and practical sex and relationship education for people with disabilities is crucial for sexual and
emotional development; resources should be available to empower people with disabilities to
make informed choices about their sexual health, including practical information and access to
contraception methods and availability and signposting to sexual health screening, diagnosis
and treatment; there needs to be clear guidance for professionals working with people with disabilities around
sexual health; carers of those with disabilities should respect confidentiality and privacy of the individuals
sexual expression as far as possible and should take a holistic view on the intimacy needs of the individual; and
people with disabilities should be fully consulted on the development of sexual health services.
Disabled people have the right to accurate and complete information that will enable them to make choices
about their sexual health and relationships. They require full and open education about sexuality, sexual
development and safe sex; and support around issues of communication, self-image and self-esteem,
relationships, and boundaries. Young disabled people need to prepare for adulthood and parents of young
disabled people need to be ready to accept the upcoming adulthood of their child. The sexual and social
development process should not be denied or inhibited, and where necessary, specialist information should be
298
available for specific physical conditions.
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In East Sussex, approximately 20% of adults have a long-term limiting
illness or disability which limits their daily activity a lot, compared to
18% in England. This incorporates 5% 0-19 year olds; 15% 20-64 year
olds and 50% people aged 65 years and over. In 2017 an estimated
93,100 people aged 10 years and over had a disability in East Sussex (19
per 100 people). It is projected that this will rise to an estimated
105,000 by 2025 (20 per 100 people), with the largest increase in people
aged over 65 years.300

Mental health
The physical and sexual health needs of people using mental health services have been overlooked
and there is an urgent need to understand and address the physical health needs of this population
in order to improve life expectancy, quality of life and overall recovery.301 People with ill mental
health are at greater risk of intimate partner violence and exploitation, as well as unplanned
pregnancies and sexually transmitted infections302, and may require additional community or
outreach support to access sexual health services. Research has identified that depression is strongly
associated with risky sexual behaviours, reduced sexual function and interest, and increased use of
sexual health services.303,303 Treatment for depression has been associated with reporting sex
without condoms with two or more partners in the past year, and a higher self-perceived risk of STIs.
Medications for mental ill-health can also limit sexual activity. Although there is limited data
available, psychological morbidity is associated with attendees of specialist sexual health clinics, with
one study finding that over half the patients had experienced symptoms of depression, anxiety, or
both in the past month.304
Mental illness can have an impact on sexual health, and sexual ill-health can also impact on mental
health and wellbeing. For example, sexually transmitted diseases can impact on relationships, lack of
trust, depression and stigma.305 Mental ill-health is not uncommon in pregnancy, even for women
who have never had an issue before: up to 20% of women experience mental health problems in
pregnancy and the first year after birth. It is also acknowledged that up to 10% of fathers will suffer
from postnatal depression. In addition to this, 1 in 7 couples experience difficulty conceiving which
can significantly impact on mental health and wellbeing.12
In East Sussex, 5% adults in 2016/17 had self-reported poor mental health compared
to 6% in England.

306,307

Individuals with sexual health problems often do not seek help
, and research suggests
that attending specialist sexual health clinics can evoke a range of psychological symptoms and
308
concerns .

Local Government and the voluntary and private sectors have key roles in addressing some of
the wider determinants of poor sexual and reproductive outcomes, including mental health.
Such higher risk groups are less likely to be well reached by mainstream services and the
impacts of poor outcomes can tend to be greater, requiring a multidisciplinary approach to
12
309
support. PHE guidance states that services need to recognise the importance of the
mother-baby relationship and relationships with partners and the wider family in relation to mental health,
and should focus on: promoting healthy pregnancies; promoting healthy lifestyles; primary and secondary
prevention; early identification and timely provision of quality specialist care. Screening and interventions with
young people for mental health disorders or health compromising behaviours in primary care can improve
310
health outcomes.
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People with serious mental illness
Severe mental illness (SMI) describes a wide range of major psychiatric disorders (including
schizophrenia and bipolar disorder) which persist over time and cause extensive impairments in
social and occupational functioning.311 Whilst recognising that there is variability in sexual activity,
people with SMI are more likely to engage in high-risk sexual behaviour (e.g. unprotected
intercourse, having multiple partners, involvement in the sex trade and illicit drug use), putting them
at risk of poorer sexual health outcomes, including sexually transmitted infections (STIs), e.g. HIV.
HIV risk among people with SMI is particularly high for those with substance abuse and those who
are homeless. 312,313, 314 People with ill mental health are also at greater risk of intimate partner
violence and exploitation, as well as unplanned pregnancies315, and may require additional
community or outreach support to access sexual health services.
Childhood maltreatment appears to be an independent risk factor for adulthood victimisation
(domestic and sexual violence) among men and women with SMI. Repeated sexual abuse during
childhood and adolescence is associated with 15x higher risk of probable psychosis.316 Adults
subjected to childhood physical and sexual abuse are more likely to be admitted to a psychiatric
hospital, have longer and more frequent admissions, take more psychiatric medication, have more
severe symptoms, self-harm and commit suicide.317,318,319 Women with a psychiatric diagnosis are
identified as being at particularly high risk of sexual abuse.320,321 LGBT people in England are also at
4x greater risk of severe mental illness than the general population; adults with learning disability
have 3x the risk of schizophrenia and 2x the risk of depression; BME groups are at higher risk of nonaffective and affective psychosis and schizophrenia; prisoners are at higher risk of psychotic and
personality disorder; and homeless people are 4-15x at greater risk of psychotic disorder.322
Sexual dysfunction often accompanies severe psychiatric illness and can be due to both the mental
disorder itself and the use of psychotropic treatments.323 Many sexual symptoms resolve as the
mental state improves, but treatment-related sexual adverse events tend to persist over time.
Treatment-related sexual dysfunction adversely affects quality of life and may contribute to reduce
treatment adherence. 324 The adverse effects on reproductive system can be reduced.325
There is little recognition of the barriers to sexual health intervention for those with mental
health issues in the UK in national research, although there is an acknowledgement that the
sexual health needs of people with mental illness is commonly inadequately addressed in
326
mental health care.

There is relatively little evidence on the effectiveness of sexual health interventions for people
with SMI. Sexual health risk reduction interventions for people with SMI, including nurse-led
and peer-support services, may improve participants' knowledge, attitudes, beliefs behaviours
or practices (including assertiveness skills) and could lead to a reduction in risky sexual
327, 328
behaviour, although evidence for the effectiveness is inconsistent.
Given the key role of
sexual satisfaction in quality of life and the high rates of sexual risk behaviour in this population, it is important
that clinicians systematically assess mastery (perception of control of one's life and future), sexual self-esteem
(perceptions of one's capacity to engage in healthy sexual behaviour), perceived importance of
relationships/sexuality and number of sexual partners, and attitudes (permissive ideas about sexuality) when
329
working with people diagnosed with a severe mental illness. NHS England Guidance for CCGs recommends
that NHS Health Check assessments for people with SMI should include: relevant national screening and
immunisation programmes, medicines reconciliation, and additional general physical health enquiry into
330
sexual health, oral health and substance misuse.

In East Sussex in 2016/17 the GP recorded prevalence of severe mental illness was 1.1% in East
Sussex compared to 0.9% in England. This varied from 1.2% in HR CCG to 0.9% in HWLH CCG.
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Homelessness
People who are homeless are at higher risk of impulsive self-harm, self-neglect of their health, and
harm from others. They also are at higher risk of multimorbidity – mental health, substance misuse
and physical health issues.331 There is little evidence of the sexual health needs of homeless people
in the UK, although there is acknowledgement of the increased risk of STIs and unwanted
pregnancies, and pressure to exchange sex for food, shelter, drugs and money.11,332,333 Sexual assault
has also been found to be under-reported or not captured at all in official statistics due to a number
of reporting issues.331 This makes it vital to not only address the health needs of this group, but to
better understand the risks of poor sexual health. Homeless older persons (those over 50) have
additional health problems: cognitive impairment, mobility, urinary problems, and traumatic brain
injury which can affect their sexual health. 334
Homeless people are more likely to have limited knowledge of and access to sexual health
services and homelessness can prevent people accessing health services of an equal quality to
11
others. Barriers to accessing services and support include: high risk drug use; poor mental
331
health, avoidance and fear; myths and low awareness; and negative staff attitudes. A local
homelessness audit found that there is uneven provision of homeless health primary care
services, and homeless people do not always receive an annual assessment of their care and
335
support needs.
GP practices are not necessarily up to date with NHSE guidance on requirements for
registering patients who are homeless.

The FPA Sleepin’ Safe, Sexin’ Safe project increased and improved homeless young people’s
knowledge of sexual health, working in partnership with the youth homelessness charity
Centrepoint and other youth homelessness organisations to provide holistic outreach health
336
and wellbeing support. An outreach sexual health screening project by the Terence Higgins
Trust also found outreach support to be highly effective and appreciated among homeless
people, both for being able to reduce anxiety by accessing screening in familiar surroundings,
337
and for strengthening links to mainstream services.

In East Sussex in 2017 there were 90 rough sleepers identified in
East Sussex, 4.5 times the number identified in 2010. 1.6 per 1,000
households (1,180) locally are in temporary accommodation
compared to 3.4 per 1,000 in England, although rates have been
rising locally since 2010/11, with sharp increases since 2014/15. The
greatest increases in households placed in temporary
accommodations has been in Eastbourne (from 0.6 per 1,000 to 2.4
per 1,000) and Hastings (from 0.3 per 1,000 to 2.2 per 1,000).
Wealden is the only area of East Sussex where there has been a
decline in households placed in temporary accommodation.

Sexual assault and violence
Sexual assault is a significant public health problem, affecting women disproportionately. This can
include physical violence, sexual violence, stalking, and psychological aggression and has a
substantial impact on physical and mental health. Physical disorders include the direct consequences
of injuries sustained after physical violence, such as fractures, lacerations and head trauma, sexually
transmitted infections, unintended pregnancies as a consequence of sexual violence, and various
pain disorders. Mental health impacts include an increased risk of depression, anxiety, posttraumatic
stress disorder, and suicide. These adverse health effects are amplified in pregnancy, with an
increased risk of preterm birth, low birthweight, and small for gestational age babies.338 Only about
11% of sexual abuse is thought to be reported to the Police.339 Dating violence (also known as
adolescent relationship abuse) and sexual violence are most prevalent from the middle school years
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throughout adolescence. 340 Around 1 in 5 women in Britain report attempted non-consensual sex
and 1 in 10 report non-consensual sex since the age of 13 years.13 The adult psychiatric morbidity
survey showed that 5% of people had experienced sexual violence in childhood, 3% in adulthood and
a further 4% in both childhood and adulthood.341 Groups vulnerable to sexual violence include the
young and elderly, those with mental health problems, learning difficulties/disability, victims of
domestic violence, asylum seekers, LGBT people, ethnic minorities, trafficked women/commercial
sex workers and alcohol and/or recreational drug misusers.221,13
The Crime Survey of England and Wales (CSEW) is an annual survey of people aged 16 to 74. In 2018,
the proportion of people exposed to any sexual assault (excluding stalking) since the age of 16, were
4% of men and 24% of women. The proportions subjected to any sexual assault in the past year
were 1% of men and 3.5% of women.342 By applying these rates locally, we would expect there to be
about 8,000 men and 48,000 women in East Sussex who have been subjected to a sexual assault
since the age of 16, and about 1,900 men and 7,000 women have been sexually assaulted in the past
year. The CSEW does not include homeless people or prison populations so the proportions reported
are likely to be under estimates. In terms of historical abuse during childhood reported by adults in
the CSEW in 2016, 2.6% of men and 10.5% of women had been abused under the age of 16.This
would amount to about 3,600 men and 15,000 women in East Sussex in the age group 16 to 59
who have been sexually abused as a child.343
LGBT people and heterosexual men face specific barriers to support against domestic and
sexual violence, not least because services are primarily designed for heterosexual women who
have been abused by men. Additionally their own perception of self and abuse may act as a
barrier to support, fear of losing connection to their LGBT community, fear of discrimination
344
from services, and a lack of outreach provision. Many adults at risk are reluctant to do
345
anything about abuse if family members are responsible for fear of losing contact with their family.
346
Women’s Aid describe a similar situation for disabled women who do not report abuse.

Sexual Assault and Referral Centres (SARCs) aim to promote recovery and health following a
rape or sexual assault, whether or not the victim wishes to report it to the police. A SARC
typically provides specialist clinical care and follow-up to victims of acute sexual violence,
including sexual health screening and emergency contraception, usually in one place,
regardless of gender, age, ethnicity or disability. In addition, victims can choose to undergo a
347
forensic medical examination if they wish. Recommendations for tackling child sexual abuse from the
345
Children’s Commissioner include: supporting professionals and other adults to develop the knowledge and
skills to recognise signs of child sexual abuse; better education from an early age about recognising, talking
about and seeking help for abuse; support for victims and non-abusing family members in the family
environment; supported access to pre-trial therapy; faster and better quality decision making in criminal
investigations of child sexual abuse; and professionals supporting children to build their own resources and
resilience to develop their wider identity beyond that of ‘victim’.
Understanding the role of institutions in sexual abuse of minors and psychological distress following these
348
experiences is necessary in order to improve prevention and intervention strategies. Universal education
and brief anticipatory guidance with all adolescent patients about healthy and unhealthy relationships and
sexual consent, health care providers can help promote healthy adolescent sexual relationships, ensure young
people know about available resources and supports for relationship abuse and sexual violence (including how
to help a friend), and facilitate connections to victim service advocates, both for prevention and
349
intervention. Recommended interventions also involve awareness raising, improving mainstream services
to be more inclusive to all victims of sexual assault, provisions for less visible groups affected by sexual assault,
344
and routine risk assessment. Treatment research for child sexual abuse has indicated that mindfulnessbased sex therapy and expressive writing treatments are particularly effective against later life sexual
dysfunction, but further research is needed to clarify the mechanisms that lead to sexual dysfunction for
350
women with abuse histories to provide more targeted treatments.
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Female Genital Mutilation
Female genital mutilation (also referred to as FGM, female circumcision or cutting) is defined as all
procedures involving partial or total removal of the external female genitalia or other injury to the
female genital organs for non-medical reasons. 351 There is no comparison for men who are
circumcised. FGM is a practice which takes place in many African countries and in parts of the
Middle and Far East. It is believed to be a way of ensuring virginity and chastity, and is used to
safeguard girls from sex outside marriage or from having sexual feelings.352 It is estimated that
approximately 60,000 girls aged 0-14 were born in the UK to mothers who had FGM, and about
10,000 who have had FGM have migrated to the UK. Approximately 127,000 women aged 15 and
over who have had FGM have migrated to and are living in the UK.353
The Government has issued multi-agency practice guidelines on FGM and it is a criminal offence
under the Female Genital Mutilation Act 2003 to subject a girl or woman to FGM or to assist a nonUK person to carry out FGM overseas on a UK national or permanent resident. However, no offence
is committed by a specified approved person who performs a surgical operation that is necessary on
physical or mental health grounds or is for purposes connected with childbirth. The following
additional sexual health problems may arise as a result of FGM:
 Problems with gynaecological health - Women who have had FGM may experience
complications such as being unable to fully pass menstrual blood (causing severe pain) or
repeat infections. It can also be hard for a health care professional to examine a woman
properly if she has had a more severe form of FGM. For example, routine medical
equipment cannot be used to perform cervical screening or an internal examination.
 Increased risk of sexually transmitted infections (STIs), including HIV - Damage to the
female sex organs during FGM can make the tissue more likely to tear during sex, which
could also increase risk of infection with STIs or HIV.
 Problems getting pregnant, during pregnancy and labour - Infertility may be a problem
among women who have had FGM and is possibly related to difficulties in achieving sexual
intercourse due to scar tissue in the vaginal area.351
352

Guidance from the Home Office recommends: Local Authorities work as part of a multi-agency approach
with voluntary and community sector organisations; improvements are made to interpreting, awarenessraising and advice; and that the midwife and GP work closely together. The guidance highlights a lack of proper
training for midwives in FGM, a lack of referral procedures among services and a lack of general health and
support for females with FGM. This resource also covers best practice and roles and responsibilities of all
agencies.

In 2017/18 there were 20 NHS attendances in East Sussex where FGM was identified or a
procedure for correcting FGM was undertaken.354

Substance misuse
Drug users are an at risk group due to their sometimes chaotic lifestyle which makes them
vulnerable to a range of health problems including poor sexual health and unwanted pregnancies.
They may also be less likely to be able to use services when they need them. People who misuse
drugs may become involved in the sex industry to fund their addiction.355 There are many complex
interacting factors leading to poor sexual health amongst drug users. These include: history of sexual
abuse; low self-esteem; domestic abuse; multiple often unstable sexual relationships; sex work
(often opportunistic and without condom use); increased risk taking (due to coercion, domestic
abuse or the need for money); sexual partners also being high risk substance users; increased
exposure to BBVs through injecting.356, 357 Women who are high risk substance users have additional
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sexual health issues such as: stopping of the menstrual cycle leading to the (incorrect) assumption
that they are infertile-and not needing contraception; increased risk of some STIs or complications of
STIs (pelvic inflammatory disease, HPV, genital herpes); increased incidence of cervical intraepithelial
neoplasia (CIN), a precancerous condition. Illicit drug use also adversely affects male fertility.358
Pregnancy in unstable drug users leads to unfavourable outcomes for the mother and the baby and
requires significant resource deployment by health and social care services. Effective contraception
is readily available at GPs and local sexual health services but this client group are poor at accessing
it, even when supported to do so.
New Psychoactive Substances (NPS) & chemsex
The use of NPS (e.g. synthetic opioids) is low in the UK (0.7% of 16-59 year olds reported having used
a new psychoactive substance in 2015-2016359) but they are appearing rapidly on the market in the
UK, particularly among the homeless and prison populations, and the contents and harm are not
known due to their rapidly changing make-up and novel patterns of use. NPS are primarily imported
from China and India. 359
Chemsex is a term commonly used to describe sex that occurs under the influence of drugs, which
are taken immediately preceding and/or during the sexual session. The use of social media and
dating apps has made it easier to arrange private parties and source sexual partners with the explicit
intention to use drugs together. People who engage in chemsex are often in full-time employment,
use drugs intermittently and often generally function well in life.360 The drugs most commonly
associated with chemsex are crystal methamphetamine, GHB/GBL, mephedrone and, to a lesser
extent, cocaine and ketamine. Chemsex carries serious physical and mental health risks including the
spread of blood borne infections and viruses359 and is an emerging trend, particularly in the LGBT+
community which can lead to unprotected sex, sexual violence, overdose and addiction.361 There is a
particular identified association between substance use and sexual risk behaviour among MSM.362
There is also evidence of chemsex and NPS as an emerging issue for national sexual health services.
During 2017-18 in England, 20% of gay or bisexual men presenting to drug treatment
reported problematic use of one of the three substances most commonly used in relation
to chemsex (GBL, methamphetamine and/or mephedrone). This compares to 1.4% of
heterosexual men (0.4%). Among individuals who used these drugs, rates of current
injecting were also much higher among gay/bisexual men than among heterosexual men
(37% compared to 19%).363 In 2017/18, 7 gay or bisexual men presented to drug treatment in
East Sussex upper tier local authority (UTLA). Of these, none cited use of one of these drugs.
It is important to note that this data may be a reflection of the effectiveness of treatment
pathways and there may be unmet need not reflected in the data.

Substance use disorders are associated with delays in seeking medical care, poor engagement in
treatment, reduced adherence to medical treatment and antiretroviral therapy,
384
immunosuppression, and increased HIV transmission through risky sexual behaviours.
National guidance for integrated sexual health services has identified that people who misuse
substances: who present to services and require support for chemsex may not consider that
they have a drug problem or may not present the problem in typical substance misuse terms;
may not present to SHS for fear of stigma and that the service is not equipped to help them; and may be
364
unaware of safer practices, services and equipment to reduce sexual health risks.
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BASHH has published a statement on recreational drug use. The purpose of is to raise
awareness and assist clinicians in genitourinary medicine (GUM) services to identify and
manage (primarily by signposting and referral) patients who may have problematic substance
misuse, particularly when it is having a negative impact on their (or others’) sexual health or
365
364
HIV medication adherence. Guidance from the Department of Health recommends that
commissioners of drug and alcohol services and sexual health commissioners should work together through
joint strategic commissioning plans to commission integrated care pathways for people engaged in chemsex.
HIV prevention programmes for people who inject drugs have shown results when such services are made
available and community-led. A study in south London explored drug use in sexual contexts among gay men
366
and bisexual men, and concluded that targeted clinic-based and community-based harm reduction and
sexual health interventions are required to address the prevention needs of gay men combining psychoactive
substances with sex.

In East Sussex, 34% alcohol users completed treatment for
substance misuse in 2016, 28% of non-opiate users and
5% of opiate users. This was a lower completion rate for
all types of substance misuse compared to England.
There were 8 per 100,000 drug-related deaths in 2015/17
compared to 6% nationally. This ranged locally from 15
per 100,000 in Hastings and 11 per 100,000 in Eastbourne,
to 6 per 100,000 in the rest of the county. East Sussex has
a comprehensive local strategic approach to reducing
alcohol and substance misuse related harms. For injecting
drug users this includes a network of needle exchange
schemes in community pharmacies
Local data from PHE367 suggests that in East Sussex, an estimated 47% opiate users and 63% crack
users are currently not in treatment: around 53% of unmet need is for males and 29% for females.
In 2017/18, 1,530 people were in treatment in East Sussex, a fall of 4% from 2016/17, although the
number of new presentations (620) went up 3% compared to 2016/17, mainly due to a substantial
increase in non-opiate users in treatment. 100% of people received interventions in the
community, and additionally 10% received treatment from primary care, 4% in an inpatient unit,
and 2% received support in a residential setting. 46% of eligible clients in treatment accepted an
HBV vaccination (170 people) but of this number just 15 completed the course. 122 people in
2017/18 received a Hepatitis C test: 25 tests were positive.
In 2018/19 281 people were screened for blood borne viruses, 48% in Hastings, and 41% in
Eastbourne. Of this number 15 were HIV positive (identified either by testing or self-declared).368

Alcohol misuse
The association between alcohol use and risky sexual behaviour is complex, with alcohol use shown
to increase sexual risk and potentially affect factors such as partner selection and the likelihood of
unprotected sex.369 Evidence suggests that greater quantities of alcohol consumed, rather than
frequency of drinking, could predict higher sexual risk370. The Chief Medical Officers alcohol
guidelines371 state that, to keep health risks from alcohol to a low level it is safest not to drink more
than 14 units a week on a regular basis, and to spread this evenly across the week. The guidelines
suggest that greater consumption in a single occasion leads to greater risk of misjudging risky
situations. In England, an estimated 26% adults drink more than 14 units of alcohol per week.372
Alcohol consumption and/or drug use can result in lower inhibitions, chaotic lifestyles and poor
judgements regarding sexual activity, vulnerability and risky sexual behaviour (not using
contraception or condoms)373 and has been identified as a causal factor for depression, disinhibited
behaviour, unplanned pregnancy, impotence in men (dose-dependent),374 domestic violence, and it
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affects inter-personal relationships. Alcohol dependency also causes liver disease which can impact
on the safety of using oral contraception, pancreatitis, and hormone (endocrine) disturbances which
can affect fertility in men and women.375,376 Alcohol consumption has also been shown to increase
the risk of HIV/AIDS by increasing the risk of transmission (resulting from an increased risk of
unprotected sex)377. When taken in combination with drugs, (particularly in certain commonly used
combinations such as alcohol and cocaine) alcohol is also linked to: a greater number of sexual
partners; more regretted or coerced sex; increased risk of sexual aggression, sexual violence and
sexual victimisation of women.378
MSM are more likely to be dependent on alcohol compared with the rest of the male population, as
are sex workers11, and young LGBT people are almost twice as likely to use drugs and alcohol
compared to their heterosexual peers.157 Young people are also more at risk of alcohol dependency
than the wider population, leading to increased likelihood of having sex at a younger age. Research
suggests that generally young people are knowledgeable about contraception and how to access it,
but their decision to use contraception is likely based on social and circumstantial influences,
including alcohol or drug use.379 When drinking, teenagers report being more likely to take sexual
risks and not use contraception, feel more confident and see the role alcohol plays in facilitating
sexual encounters as a reason to drink. Conversely, it is felt that drugs may inhibit sexual activity.380
There is unsurprisingly an association between alcohol use and teenage pregnancy; even after
controlling for the effect of deprivation (the same was true of the more common STIs). 381 People
aged 65 and over are also at increased risk of alcohol increasing the likelihood of risky sexual
behaviour. This is partly due to the ageing process reducing the ability to metabolise alcohol causing
it to have a stronger effect, and potentially leads to an underestimation of the effect drinking the
same level of alcohol as they did at a younger age may have on their sexual behaviour.382,383
Alcohol misuse is under-identified by health and social care professionals, leading to missed
opportunities to provide effective interventions. Untreated alcohol and drug use disorders
384
among people living with HIV/AIDS contribute to worse HIV care outcomes. There has been
a fall in the numbers of people in treatment for alcohol problems in England in the past few
385
years with an estimated 4 in 5 alcohol-dependent adults not accessing alcohol treatment.

Public Health England recommends community engagement, behavioural insight and social
marketing approaches to alcohol, drugs and sexual and reproductive health and HIV priorities
10
among young people. A resource of local interventions to reduce harmful drinking is
386
available from PHE’s Alcohol Learning Centre. For those who need more specialist support,
referral pathways to alcohol services should be in place, and local areas should work in
partnership to support as much integration across clinical pathways as possible, maximising
11
the scope for early interventions and secondary prevention. Universal school-based intervention for multiple
risk behaviours can be beneficial for reducing alcohol use but the evidence is less certain for influencing sexual
387
risk behaviours. Youth-focused technology-based interventions have shown promise to improve safer sex
388
behaviour and cognition.

Local data suggests that in East Sussex 32% male drinkers and 10% female drinkers drink at high
risk levels.389 In addition to this, 28% of recorded serious sexual offences have involved either the
offender or victim under the influence of alcohol in East Sussex, with serious sexual offences
overall known to be under-reported.390 PHE391 data suggests that in East Sussex approximately 81%
(4,000) of those needing specialist alcohol treatment are not currently in treatment , compared to
82% nationally. Of those currently in treatment locally, 33% males and 21% females had a severe
dependence on alcohol in the 28 days before treatment, and 26% males and 32% females had a
moderate dependence. 99% of the 640 people in treatment received interventions within the
community, 7% also received care in an inpatient unit and 3% in residential settings.
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Online influences
Sexual partner numbers and sexual mixing patterns are important drivers of STI transmission and
persistence.392 It has been suggested that online venues for meeting partners provide new
opportunities to increase the rate of partner acquisition, and potentially enable individuals in
different social and sexual networks, with varying risk behaviour and STI prevalence to meet.393 Online social relationships are based on hyper-visibility of personal life: including posting private,
intimate pictures and information through digital media related to sexuality and the body. A study of
the third National Survey of Sexual Attitudes and Lifestyle (Natsal-3) in the UK identified that
between 2010 and 2012, 1 in 6 men and 1 in 10 women with at least one sexual partner in the last
year reported using the internet to find sexual partners.394 However, these may be underestimates
due to the considerable increase in the range and availability of opportunities for finding sexual
partners online. Finding sexual partners online was strongly associated with disassortative mixing
among MSM393, those reporting sexual risk factors for STIs, and those with a higher perceived risk of
HIV and STIs. It is unclear whether internet-use is the cause or a marker for increased sexual risk.

It has been suggested that these populations could be targeted for health promotion
campaigns and interventions through the same digital media used to access partners. Sexual
health information and advice is increasingly available online. A review of sexual health
395
promotion through interactive digital media found they were effective for improving sexual
health knowledge and behaviour and could usefully contribute to sexual education in schools,
although issues of equality of access to information technology and the quality and safety of interventions
396
need to be addressed. A review of the use of social media including Facebook, Youtube and Twitter found a
moderate effect on sexual health knowledge, an increase in STI testing, condom use and service utilisation in
the shorter term, and a potential reduction in chlamydia and gonorrhoea. Evidence of the effectiveness of
397
digital technology on STIs is continuing to emerge.

Sexting in under 18s
Sexting is considered to be ‘sending or posting sexually suggestive images, including nude or seminude photographs, via mobiles or over the Internet,398 although some consider it to include text
messages as well as images.399 A 2016 NSPCC/Office of the Children’s Commissioner England study
found just over one in ten boys and girls (13%) had taken topless pictures of themselves (around one
in four were girls) and 3% had taken fully naked pictures. Of those who had taken sexual images,
55% had shared them with others.399 Although most young people aren’t sexting, the potential risks
are significant and it is of equal concern for schools and parents than drugs, obesity and offline
bullying.400 The 2003 Sexual Offences Act defines a child as anyone under 18, and states that: It is an
offence to possess, distribute, show and make indecent images of children. This includes imagery of
yourself if you are under 18.401 The law criminalising indecent images of children was created before
mass adoption of the internet, mobiles and digital photography to ensure safety of children from
adults. Whilst young people creating and sharing sexual imagery can be very risky, it is argued that it
is often due to natural curiosity about sex and their exploration of relationships, requiring education,
support and safeguarding , not criminalisation, 400 and the National Police Chiefs Council primarily
treat incidents as safeguarding issues rather than criminal ones.402 A 2017 report by the UK Council
for Child Internet Safety400 provides guidance for dealing with sexting in under 18s.
In the Health Related Behaviour Survey (HRBS) for Year 10 pupils in East Sussex (2017)403, 7% of
males and 10% of females reported that they had sent a sexual picture of themselves to someone
they didn’t know. 12% of males and 30% of females had received a sexual picture from someone
they didn’t know with 16% of males and 25% of females having received a sexual picture from
someone they did know.
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COST OF THE ISSUE
According to the Department of Health (DoH)11, it was estimated that, based on 2013 spend, sexual
health services accounted for around a quarter of the funds transferred to local authorities in April
2013 for their new Public Health responsibilities.
Contraception 404,405



For every £1

spent, £11 is saved in other healthcare costs.
For every £1 spent on publically funded contraception, £9 is saved in public
sector spending (healthcare and non-healthcare) on pregnancies averted over 10
years,406 with a further



£2 saved on other healthcare costs. 407
Provision saved the NHS £5.7 billion in healthcare costs that would
have had to be paid if no contraception at all was provided.408





LARC is more cost effective than condoms and the pill.409
The IUD, IUS and the implant are more cost effective than
the injectable. 409
Among IUD, IUS and implants, IUS is least cost effective. 409

PHE estimates that the provision of LARC for one user over 5 years costs £514, and provision of the
oral contraception pill £456 over the same time period. It is estimated that if 1,000 women switch
from oral contraceptive to LARCs, 291 unplanned pregnancies could be avoided over 5 years. This
leads to average net saving to the NHS of £143 per woman over 5 years.414
In 2018, PHE published a return on investment tool to help estimate the return on investment for
publically funded contraception. The ROI tool estimates that 6,229,415 pregnancies are averted
annually under the current pattern of contraceptive use. The biggest cost saving categories were
ongoing child healthcare costs (£18,309 per live birth over 10 years) and education costs (£21,429
per live birth over 10 years). This analysis suggests that publicly funded contraception as a whole is
also highly cost-effective. When all costs are summed over a 10 year time frame, this is estimated to
save £23,909 per averted pregnancy over 10 years, across both healthcare and non-healthcare:
Table 3: Costs and savings for averted pregnancy and live births with current contraceptive us e
Cost saving over 10 years
Birth cost
Abortion cost
Miscarriage cost
Healthcare cost
Public Health cost
Education cost
Child benefit
Child Tax credit
Working Tax credit
Income support for lone parents
Housing benefit
Maternity allowance
Sure Start Maternity Grant
Children in Care
Total

Per averted live birth
£5,505
£18,309
£1,107
£21,429
£5,055
£7,938
£651
£499
£1,441
£426
£41
£2,876
£65,276

Per averted pregnancy
£1,982
£399
£78
£6,591
£398
£7,714
£1,820
£2,858
£234
£180
£519
£153
£15
£1,035
£23,976

Source: PHE, 2018
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The following table summarises the national return on investment (ROI) estimates based on a
number of different scenarios, healthcare and non-healthcare perspectives and 1,5 and 10 year time
periods. An ROI larger than £1 means that the benefits exceed the costs, whereas an ROI less than
£1 means that the costs exceed the benefits. The tool, and the model behind the estimates is
available at:
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file
/737814/contraception_ROI_model_SEPT18.xlsx
The estimates show that the ROI is cost-saving whether taking a healthcare or non-healthcare
perspective. These returns are shared across the NHS and the wider public sector, with healthcare
savings featuring more strongly in the short term, whereas non-healthcare savings are a more
important factor in the longer term. For example, if contraception were publicly provided, instead
of the alternative of LARC use being replaced by condom and pill use, there is a Return on
Investment across the public sector of £4.64 per £1 spent over 5 years, and £9.00 per £1 invested,
over 10 years.
Table 4: Estimated return on investment (ROI) for publically funded contraception in England
Hypothetic scenario

LARCs replaced by pill and condom
equally
LARCs replaced by pill, condom and no
method equally
LARCs replaced by 'no method'
All methods replaced by privately
purchased condoms
LARCs and sterilisation replaced by
condoms and pill

Time
horizon
1 year
5 year
10 year
1 year
5 year
10 year
1 year
5 year
10 year
1 year
5 year
10 year
1 year
5 year
10 year

Return on Investment for every £1 spent on publically
funded contraception against hypothetical scenario
Total public
Healthcare
Non-healthcare
sector
£1.51
£0.36
£1.86
£2.82
£1.82
£4.64
£3.68
£5.32
£9.00
£4.53
£1.08
£5.61
£8.46
£5.47
£13.94
£11.08
£15.98
£27.06
£10.57
£2.52
£13.09
£19.76
£12.78
£32.54
£25.86
£37.32
£63.18
£5.00
£1.19
£6.19
£9.35
£6.04
£15.39
£12.23
£17.65
£29.88
£2.01
£0.48
£2.49
£3.76
£2.43
£6.19
£4.92
£7.10
£12.02

Source: PHE, 2018
Healthcare costs include: Birth, abortion and miscarriage costs, and ongoing child healthcare costs
Non-healthcare costs include: Costs of education, child-related benefits, housing benefit, maternity
benefits, and children in care
Total public sector costs includes all the above.
It is important however to note that these are modelled estimates and as such should be used with
caution. The main limitation of this tool is the difficulty in establishing the hypothetic scenarios (if
contraception were not publicly funded) because it is not known how contraception behaviour
would change if people had to pay for it, or what the private market might look like if this were the
case. For this reason, the hypothetical scenarios reflect the assumptions that short acting
contraceptives would be more accessible and affordable than long acting contraceptives. However,
by providing different ROI estimates for healthcare and broader public sector perspectives, this tool
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indicates which scenarios might be more/less cost effective and allows focus on commissioning
decisions in different areas. It is already well established that individual contraceptive methods are
highly cost-effective410, with the importance of contraceptive choice well-established. Therefore this
tool is useful to allow commissioners to understand the cost-effectiveness of contraceptive services
as a whole rather than for individual methods.411
This analysis refers to direct savings to public sector budgets, and so gives a conservative estimate of
ROI, which does not capture the wider societal impacts of unplanned pregnancy on the outcomes of
the mother and child. Taken together, the analysis suggests that cuts to contraceptive services will
cost the government in both the short term and long term, through an increase in healthcare,
education and welfare costs from unplanned pregnancies.411
HIV


Early testing and diagnosis of HIV reduces treatment
costs – £12,600 per annum per patient, compared with £23,442 with a later
diagnosis.412



Early access to HIV treatment significantly reduces
the risk of HIV transmission to an uninfected person.
413

Treating HIV is estimated to cost the NHS £770m per year, with an annual per person cost of
providing HIV care estimated to be around £9,000 in 2014. A diagnosis of HIV can reduce onward
transmission through treatment and changes in behaviour. For example, individuals diagnosed with
HIV infection have been shown to demonstrate fewer risk behaviours, which contributes to a
reduction in the rate of onward transmission. HIV testing in acute medical admission units is
estimated to cost £12 per person, per test, and in GP settings £20 per person, per test. Care costs for
late stage diagnosis have been estimated at £12,800, and early diagnosis £10,500, meaning that
screening over a ten year period could potentially save £278 million. Preventing one UK-acquired
HIV infection would save approximately £0.36m in undiscounted lifetime treatment and clinical care
costs. 414
STIs


Improvement in rates of partner notification results
in reduced cost per chlamydia infection detected
Chlamydia screening men and women under 25
years old can be cost effective
415



416

Current evidence on the cost-effectiveness of chlamydia screening suggests that screening men and
women under 25 years old (as in the National Chlamydia Screening Programme) can be costeffective, although work is currently being undertaken to improve the assumptions used in costeffectiveness studies.416
In 2014, Public Health England developed the Spend and Outcome Tool (SPOT) to use previously
published data to give an overview of spend and outcomes across key areas for Local Authorities
(LAs). The tool splits sexual and reproductive health spending data from Local Authorities into:
‘Contraception’, ‘Sexually transmitted infection (STI) testing and treatment’ and ‘Advice, prevention

71

and promotion’, and uses local authority data and national data to compare sexual health spend and
sexual health and reproductive health outcomes.417
Table 5: Spend and Outcome Measures, East Sussex
Sexual Health Measures

Local Value

STI testing and treatment
(RO)
contraception (RO)

£3.95

Z score – local value

Nationa
l
Sexual Health Services spend

PHE Centre

ONS Centre

Deprivation
Decile

£7.49

£8.01

£4.69

£6.40

£3.71

£3.38

£2.78

£2.74

£3.73

Advice, prevention and
promotion (RO)

£0.43

£1.12

£0.95

£0.29

£1.05

Conceptions in those aged
under 18yr
Conceptions in those aged
under 16yr
Under 18s birth rate

16.1

19.6

15.9

16.2

18.3

3.6

3.3

2.6

2.9

2.9

4.7

5.9

4.5

4.7

5.2

Total abortions rate

16.0

17.7

16.0

14.1

17.3

Under 25s repeat abortions

29%

26%

26%

22%

26%

GP prescribed LARC rate

34

27

35

43

32

Chlamydia detection rate
(15-24yr females)
Gonorrhoea diagnosis rate

2291

2578

1982

2576

2544

48

93

53

25

63

HIV diagnosed prevalence
rate, adults
HIV testing coverage, MSM

2

3

2

1

2

81%

88%

89%

90%

88%

HIV late stage presentation
(15+yrs, persons)
PID admissions rate

44%

43%

41%

35%

48%

182

244

229

181

229

HPV vaccination (12-13yrs,
female)

74%

88%

89%

83%

88%

Sexual health Measure

NB: spend is as of 2018 but the outcome indicators may be older data.
Source: Public Health England, Spend and Outcome Tool, 2019

SPOT analysis for East Sussex shows that local spend on STI Testing and treatment and on advice,
prevention and promotion are both at the lower range of spend within the PHE South East Region,
and are below the national average, whereas spending on contraception is slightly higher than the
average both within the PHE South East region and nationally.
In relation to spend on STI testing and treatment and measures of sexual health outcome, HIV
testing coverage for men who have sex with men (MSM) in East Sussex has worse outcomes in
comparison to both the PHE South East region and nationally. As indicated by the SPOT tool, HPV
vaccination for 12-13 year old females in East Sussex had worse coverage when compared to local
authorities nationally. However, new data indicates that performance has improved and is now
similar to the national average.
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Local spend on sexual health services
In 2019/20, the overall spend for sexual health in East Sussex is £4,298,120. Of this spend, 60%
is on specialist integrated GUM/Contraception services (SHSS).

Of the remaining 40% (circa £1,700,000) of the spend on sexual health in East Sussex, the greatest
proportion is on GUM recharging (8%) Web testing kits (8%), and contraceptive coils and implants
(5%). PHLSAs account for 8% of total spend, the highest proportion of which is for the GP PHLSA for
IUCDs.

Source: ESCC Public Health Strategic Commissioning Manager
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CHAPTER 4: Local service provision and need
COMMISSIONING SEXUAL HEALTH CARE DELIVERY
There are three levels of intervention that healthcare professionals and service providers can impact
on sexual health improvement: population level interventions; community level interventions; and
family and individual level interventions418:

The importance of improving sexual health is also reinforced by the inclusion of the following
indicators in the national Public Health Outcomes Framework (PHOF):
 Chlamydia detection rate (15 to 24 year olds) (3.02)
 People presenting with HIV at a late stage of infection (3.04)
 Under 18 conceptions (2.04)
In East Sussex, Public Health have commissioned a fully integrated system of clinical sexual health
delivery including a specialist service where contraception provision and genitourinary medicine
(GUM) are provided together, online access to STI and HIV testing, GP provision of long acting
contraception and enhanced sexual health screening and treatment, workforce training to provide
contraception, EHC, chlamydia screening and condom availability through pharmacies and outreach
for those most vulnerable in society.
The East Sussex sexual health website http://www.eastsussexsexualhealth.co.uk/ has also been
redesigned to reflect the whole sexual health system and direct individuals to the nearest
appropriate service depending on need.
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DELIVERY ARRANGEMENTS FOR EAST SUSSEX SEXUAL HEALTH SERVICES
Clinical sexual health services in East Sussex operate at three levels:
Figure 30: Clinical sexual health services in East Sussex

Figure 32 illustrates the two hubs with attached spokes that operate at Level 3 Sexual Health service
provision; Level 2 Primary care Public Health Local Service Agreements along with two GP With
Special Interest Young People Sexual Health Clinics, and Level 1 community-based services.
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Figure 31: Current sexual health provision in East Sussex

Public Health Local Service Agreements (PHLSA’s)
Public Health commission a variety of sexual health services from GP Practices and pharmacies to
enhance access to condoms and increase take up of LARC (to reduce rates of unintended
pregnancies and terminations of pregnancies) plus testing and treatment for sexually transmitted
infections and testing for HIV (to reduce rates of STI’s among people of all ages, reduce the
prevalence of undiagnosed HIV by increasing testing for HIV and preventing late diagnosis of
HIV). These are known as Public Health Local Service Agreements (PHLSAs) and payments are made
based on activity delivered. Each of these will be looked at in more detail in this section.
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MOST PREVALENT SEXUALLY TRANSMITTED INFECTIONS IN EAST SUSSEX
Knowledge of the epidemiology of STIs in the UK is largely based on cases reported by Genitourinary
Medicine (GUM) to the Health Protection Agency (HPA). Diagnoses have been shown to be
increasing over the last decade, yet this routine surveillance gives only part of the picture of STI
epidemiology. It does not measure the true extent of STIs in the population or the prevalence of
asymptomatic infections. Only limited socio-demographic and behavioural information is collected
through this source.419 The data below mainly presents case information from GUM data. As such,
this is only a small part of the overall picture of sexual health and wellbeing in East Sussex and
should be read within the context of the broader evidence outlined in this needs assessment.
Within East Sussex in 2017, 3,052 sexually transmitted diseases were diagnosed. The most
commonly diagnosed STI’s locally across both GUM and non-GUM settings were chlamydia (1,576),
first episode genital warts (485), Herpes (292) and gonorrhoea (262).420 East Sussex has a
significantly lower rate of new STIs (543 per 100,000) than nationally (743 per 100,000), with all
areas in the county having significantly better rates with the exception of Eastbourne and Hastings
where rates are similar to nationally.421
In 2017, the rate of new STI diagnoses in Hastings and Eastbourne were the 9th and 11th highest of
the 66 local authorities in the South East PHE Centre, behind the main university cities and towns in
the area. Wealden has the 7th lowest rate of new STIs in the South East area.
Figure 32: Rates of new STIs per 100,000 for each local authority in the South East, 2017

Source: Data from GUMCAD, reported by PHE 2018
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Data showing new STI rates from 2017 at LSOA level (average population of 1,500) for Districts and
Boroughs in East Sussex shows the highest rates (over 1,500 per 100,000 population) to be
concentrated in one LSOA in Lewes Priory, Lewes, one LSOA in Devonshire, Eastbourne, and two
LSOAs in Castle, Hastings. Lewes Priory in Lewes District has the highest new STI rate of any LSOA in
East Sussex, but this is likely distorted by the fact that all non-registered patients at School Hill Circle
Room are recorded at the postcode of the clinic, as are those in HMP Lewes, accounting for the
higher numbers of STIs recorded.
Figure 33: Rates of new STIs per 100,000 population by LSOA, 2017

Source: Data from GUMCAD, reported by PHE 2018

Figure 34: STI rate per 100,000 population by STI, 2017
In contrast to national trends, the rate of herpes
diagnoses for East Sussex residents is greater than the
rate of gonorrhoea diagnoses. This relates to diagnoses
for East Sussex residents regardless of whether they are
diagnosed via East Sussex services or not. The rate of
gonorrhoea has fluctuated since 2012, but has increased
from a low of 237 per 100,000 in 2015 to 274 per 100,000
in 2017. The greatest increase in rate has been in syphilis
diagnoses, from 1.5 per 100,000 in 2012 to 4.7 per
100,000 in 2017. However, rates in East Sussex remain
significantly better than England (12.5 per 100,000).
Source: PHE Fingertips Sexual and Reproductive Health Profiles, 2018

In East Sussex the rate of gonorrhoea has increased since 2012 from 20 per 100,000 to 48 per
100,000, with the rate almost doubling between 2016 and 2017. However the local rate remains
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significantly better than nationally (79 per 100,000). Genital warts are the only STI which has seen a
decline in rate since 2012, falling from 131 per 100,000 to 88 per 100,000 in 2017, also significantly
better than nationally (104 per 100,000).
Local data suggests that there is a relationship between rates of new STIs and deprivation, with rates
of new STIs generally being higher amongst more deprived communities.422 The more populated
areas of Eastbourne and Hastings have the highest rates of new STIs amongst those in the most
deprived quintile, although some of the numbers of diagnoses used to calculate STI rates by local
level deprivation quintile are fewer than 100 and therefore some rates will be distorted by rounding
of figures. Access to screening, access to sexual partners, and wider factors which increase risky
sexual behaviours may be easier or more prevalent in more populated areas and may influence
increased STI rates in these areas.423 Links between STIs and deprivation are based on new STIs
diagnosed in each area which is likely to reflect a greater concentration of testing in these areas.
Higher STI rates will also be related to easier access to services, with the two main Specialist Sexual
Health Service (SSHS) clinics located in Hastings and Eastbourne, and a greater concentration of GP
practices and pharmacies in the more densely populated areas of the county. Sexual health service
provision in East Sussex targets areas with higher STI rates which are those areas with higher
population density and with younger population groups known to be at higher risk. While these
factors could increase STI detection rates in more densely populated areas, it also highlights that
some people living in more rural areas may be disadvantaged because of remoteness, and potential
poorer access to services which could influence: access to advice and information; contraception;
and availability of STI testing.424 The hub and spoke model of the integrated sexual health service in
East Sussex, outreach work, the development of online testing and support, and public health local
service agreements with pharmacies, GP practices and other settings works towards addressing the
issue of equitable access to sexual health support across the county.
Reinfection of STIs
Reinfection with an STI is a marker of persistent risk behaviour.425 Nationally, an estimated 7% of
women and 9.4% men presenting with a new STI between 2013 and 2017 became infected with a
new STI within 12 months.
Figure 35: Estimated proportion of those presenting with a new STI between 2013 and 2017
who became re-infected with an STI within 12 months
The estimated proportion of men who became reinfected
with an STI within 12 months in Eastbourne (9.3%) is similar
to England (9.4%), while Wealden (6.6%) has significantly
lower estimated proportions of male reinfection than both
nationally and other areas of East Sussex. Conversely,
Hastings (9.3%), Rother (8.4%) and Eastbourne (7.5%) all
have higher estimated proportions of females reinfected
with STIs than England (7%). In Hastings and Rother,
estimated reinfection is higher amongst females than males.
Source: PHE, LASERs, 2018

CAVEAT: The following data in this refers to STI diagnoses in Specialist (GUM) Services only and
not wider STI testing services, with the exception of chlamydia which relates to both specialist and
non-specialist sexual health services. This data relates to residents of East Sussex regardless of
where they attend/are treated, but closely reflects our service users given that 95% of those
attending East Sussex Specialist Sexual Health services (SSHS) are East Sussex residents.
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Chlamydia
In 2017, 30,562 people were tested for chlamydia in East Sussex, 6% of the population, compared to
5% of the population tested across the South East and 6% across England. However, testing in East
Sussex varies by gender and age. As would be expected given the focus of opportunistic testing of
females during other health consultations (for example gynecology and contraceptive
consultations), in 2017 over twice the proportion of the female population were tested (22,573, 8%)
than males (7,963, 3%). Of the total number tested, 26 had age or gender recorded as unknown. This
is unsurprising as men use health services less often and so are less likely to be available for
opportunistic testing.
Figure 36: Percentage of all chlamydia tests by age and gender, 2017
In 2017, a slightly higher proportion of chlamydia tests
for females were in the 16-19 age group (15%) than
males (12%), and a slightly lower proportion were in
the 20-24 and 35+ age groups (24% and 28%
respectively) compared to males (26% and 31%
respectively). Surprisingly given the targeted 15-24 age
range, the highest numbers of tests are among 25-34
and 35+ year olds for both genders.
Source: Data from CTAD surveillance, Public Health England, 2018

This difference in testing rates across the genders is consistent across all areas, although the overall
proportions tested vary: from lower rates in Rother and Wealden (2% male, 6% female) to higher
rates in Eastbourne, Hastings and Lewes (9% male, 10% female).
Out of the eligible population for each age group, the greatest proportions tested in East Sussex are
aged 20-24 (29%) and 16-19 (19%), although 17% of the 25-34 year old age group was tested in
2017, indicating that testing expands beyond the target 16-24 year olds age group. Given the higher
prevalence for males identified in the 25-34 age group compared to females, this may be effective in
reducing male chlamydia prevalence, although within this age group (as all others) the proportion of
eligible females tested (26%) are nearly three times that of males (9%). Across all age groups, the
proportion of females tested in East Sussex is markedly higher than the South East and England, with
similar proportions of males tested compared to regionally and nationally. This shows more
comprehensive testing coverage in East Sussex compared to the South East and England.
Figure 37: Proportion of the eligible population tested for chlamydia, 2017

Source: Data from CTAD surveillance, Public Health England, 2018
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As a proportion of the eligible female population, nearly a third of 16-19 year olds (30%), just under
half 20-24 year olds (44%) and a quarter of 25-34 year olds (26%) were tested in 2017, three times
the proportion of eligible males in these age groups (8%, 15% and 9% respectively). This indicates
that, following targeted testing criteria, higher proportions of 16-24 year old females are receiving
chlamydia tests than other age groups. For males, a slightly higher proportion of the 25-34 year old
population in East Sussex is tested (9%) than 16-19 year olds (8%). This age distribution of testing is
generally reflected across the districts and boroughs although the proportion of each age group
tested varies.
Among females, Hastings has the highest proportion of 16-19 year olds tested (38%) and Wealden
the lowest (23%). This is similar for males (10% in Hastings and 6% in Wealden). Nearly half of the
20-24 year old female population of Eastbourne (49%) and Lewes (48%) were tested in 2017,
compared to 44% in Hastings. Eastbourne and Lewes also had the greatest proportions of males
tested (17% in each area) compared to 15% in Hastings. The greatest proportion of female 25-34
year olds tested was in Eastbourne (30%) followed by Hastings (28% ) and Lewes (27%).
Of the 30,562 tests in 2017, 1,506 (5%) were positive and 29,056 (95%) negative. This compares to
6% positivity across the South East and England. Positivity across East Sussex varies by age and area,
particularly for testing among younger people.
Figure 38: Chlamydia positivity by District/Borough and by age, 2017

Source: Data from CTAD surveillance, Public Health England, 2018

Across all areas of East Sussex, the highest positivity is among 16-19 year olds, ranging from 11% in
Hastings and 10% in Eastbourne, to 7% in Lewes. Given the proportion of the populations tested,
this indicates a slightly lower than expected prevalence of chlamydia in Lewes. The greatest variation
in positivity in East Sussex is among those aged 15 years or younger, ranging from 0% in Rother to
10% in Hastings. However, this should be noted with some caution as the numbers of tests taken
among this cohort are much smaller than the other age groups (ranging from 66 <=15 year olds in
Rother to 107 in Hastings).
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Figure 39: Chlamydia detections rate: 15-24 year olds by District and Borough, 2012-2017
The rate of chlamydia detection in East
Sussex rose from 1,732 per 100,000 in 2012
for 15-24 year olds, to a peak of 1,948 per
100,000 in 2014. The rate then dropped
significantly to 1,640 in 2015 and has been
gradually rising to 1,723 in 2017. In contrast,
the rate for England has declined from 2,095
per 100,000 in 2012 to 1,882 per 100,000 in
2017. Hastings has the highest rate of
chlamydia detection (2,188 per 100,000),
markedly higher than the national average.
Source: PHE fingertips, Sexual and Reproductive Health Profiles.

The chlamydia detection rates for Hastings and Eastbourne have increased since 2016 to just below
the national benchmark rate, while rates for Lewes and Rother have been decreasing since 2014 and
are significantly lower than the benchmark.426 This could reflect higher detection rates in areas being
targeted by the National Chlamydia Screening Programme and in areas with good GUM access.
Within East Sussex in 2017, 1,506 new cases of chlamydia were diagnosed, a rate of 274 per 100,000
population. This is a 6% increase from 259 per 100,000 in 2012, and remains a significantly lower
rate than nationally (361 per 100,000 in 2017). Lewes (283), Rother (200) and Wealden (199) all have
significantly lower rates of diagnosis than nationally, while Eastbourne and Hastings have similar
rates to national figures. 426
Figure 40: New chlamydia diagnoses among 15-24 year olds in East Sussex and England, by gender
2012-2017
The rate of chlamydia in females aged 15-24 (2,291
per 100,000) is twice that for males (1,195 per
100,000), reflecting the targeting of the screening
programme to high prevalence among young
females. However, for both males and females the
rates in East Sussex are below national rates. Since
2012, the rate in females has fallen from 2,373 to
2,291 per 100,000, while for males the rate has risen
from 1,116 to 1,195 per 100,000 in the same period.

Source: PHE: STI annual data tables, June 2018

Among those aged over 25, the rate of chlamydia diagnosis has risen from 91 per 100,000 in 2012 to
129 per 100,000 in 2017 (an increase of 29%). This compares to a 2017 national rate of 189 per
100,000, although rates are increasing in East Sussex. The highest rates are in Eastbourne (170 per
100,000), Hastings (155 per 100,000) and Lewes (153 per 100,000). The greatest increase has been
in Wealden where the rate doubled from 41 to 88 per 100,000, and in Rother (from 56 to 106 per
100,000).426 This may be partly due to recent targeting of males in the rural areas of Rother and
Wealden.
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Figure 41: Number of chlamydia diagnoses in East Sussex by age and gender, 2017
53% chlamydia diagnoses were in females (610) and 47% in
males (530). Compared to national chlamydia diagnoses in
2017, this represents a slightly higher proportion of diagnoses
in males (43% nationally). Approximately two thirds of
diagnoses for both males (66%, 351) and females (61%, 373)
were in 20-34 year olds. Twice the proportion of 16-19 year
old females (32%, 198) than males (17%, 91) were diagnosed,
while two times as many men aged 35 and over (17%, 37)
were diagnosed than females (5%, 18). Similarly to nationally,
the number of diagnoses in males aged 25 and above
exceeded diagnoses among women in all age groups.
Source: GUMCADv2 surveillance, PHE, 2018

Of the 1,500 diagnoses in 2017, two thirds (66%) were in people identifying as heterosexual, and 8%
for gay males. However, a quarter (24%) of those diagnosed did not state their sexual identity so
numbers of diagnoses may be understated in some LGBT populations. 85% of chlamydia diagnoses
were for people identifying as White British, with the biggest BME group being Any Other White
Background. (6%)

Symptomatic Genital warts
In East Sussex, there has been a decline in the rate of diagnoses of symptomatic genital warts, from
107 to 88 per 100,000 population between 2016 and 2017, similar to the national trend. However,
the rate of diagnoses in East Sussex is significantly lower than nationally (104 per 100,000).
Figure 42: Rate of new symptomatic genital warts diagnoses by District and Borough, 2012-2017
In 2017 within East Sussex there is
substantial local variation. The diagnosis
rate in Eastbourne (105 per 100,000) and
Hastings Boroughs (140 per 100,000) are
significantly higher than Lewes (73) and
Wealden Districts (59). The rate of
diagnosis in Hastings is significantly higher
than nationally while Lewes and Wealden
have significantly lower rates than
nationally. All areas have had a notable
reduction in the symptomatic diagnosis
rate since 2012.
Source: Public Health England fingertips sexual health profiles, GUMCAD

The overall reduction locally may be related to the HPV vaccine in school-aged girls. However,
uptake is relatively low in East Sussex with 74% vaccinated in 2017 compared to 87% nationally and
a target of 90% or above. The government recently announced a new plan for HPV vaccination of all
12 and 13 year old boys from autumn 2019; this should further help to reduce the incidence of both
genital warts and cervical cancer. In 2016/17, 75% 13/14 year olds in East Sussex had HPV
vaccination coverage for two doses. This is significantly worse than nationally (84%) and is one of
only three areas in the South East region significantly worse than England (Brighton and Hove, 74%
and Surrey, 76%). The proportion of 13-14 year olds receiving two doses of HPV vaccination has
been significantly worse than England since 2015/16, but improved from 60% in 2015/16 to 75% in
2016/17.427
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Figure 43: Number of genital warts diagnoses by age and gender, 2017
Over half (53%) symptomatic genital warts diagnoses in
2017 were in males and 47% in females. This indicates the
importance of the new national directive to expand HPV
testing to 12-13 year old males as well as females. Of the
260 males diagnosed, a third (34%) were aged 20-34 years
and a third (34%) 25-34 years. This trend is similar for
females (32% and 29% respectively). Diagnosis of
symptomatic genital warts is over twice as prevalent in 1619 year old females (20%) than males (7%), while for all
other age groups diagnoses among males exceeds that
among females. This reflects national trends.
Source: GUMCADv2 surveillance, PHE, 2018* numbers under 5

Of the 485 diagnoses in 2017, 46% were in heterosexual females, 47% in heterosexual males, and 4%
in gay males. 86% of genital warts diagnoses were in people identifying as White British with a
further 9% identifying as Irish or Any Other White Background.

Genitally located symptomatic Herpes Simplex
In 2017 there were 292 new genitally located symptomatic herpes were diagnosed, a rate of 53 per
100,000 population. This is similar to the national rate of 57 per 100,000.
Figure 44: Rate of new herpes diagnoses by District and Borough, 2012-2017
According to local data, all areas within East
Sussex have had stable rates of herpes
diagnoses, apart from Eastbourne which has had
a spike in the last 12 months (increasing from 56
per 100,000 in 2016 to 73 per 100,000 in
2017).426 Hastings has a much higher rate of new
diagnoses than the rest of the county, with 93
per 100,000 people newly diagnosed in 2017.
Lewes has the lowest rates of herpes diagnosis
(32 per 100,000 in 2017). Both Lewes and
Wealden have significantly lower rates than
nationally, while the rates in Eastbourne and
Hastings are significantly higher.
Source: Public Health England fingertips sexual health profiles, GUMCAD

Figure 45: Number of symptomatic herpes diagnoses in East Sussex by age and gender, 2017
Similarly to nationally, in 2017, 39% of genitally located
symptomatic herpes diagnoses were in males and 61% in
females. Of females diagnosed, 52% were 20-34 year olds
and 12% 45-64 year olds. This compares to 60% aged 20-34
years and 25% 45-64 years in males. Five times the
proportion of teenage females (21%) than teenage males
(4%) were diagnosed with Herpes in 2017. The high
proportion of symptomatic herpes diagnoses in 25-34 year
olds is contrary to national evidence which suggests that
those most at risk are 15-24 year olds (which is the case
locally for females but not for males).
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Source: GUMCADv2 surveillance, PHE, 2018* numbers under 5

Of the 290 diagnoses in 2017, 58% were in heterosexual females, 29% in heterosexual males, and 7%
in gay males. 88% of herpes diagnoses were in people identifying as White British.

Gonorrhoea
Within East Sussex in 2017, 260 new cases of gonorrhoea were diagnosed: a rate of 47 per 100,000.
This is double the number of diagnoses in 2016, and a 139% increase in diagnosis rate from 2012.
However, this is significantly lower than nationally (79 per 100,000).
Figure 46: Gonorrhoea diagnosis rate per 100,000 population by District and Borough, 2012-2017
Similarly to chlamydia, the highest rates are in
Eastbourne (68 per 100,000), Hastings (62 per
100,000) and Lewes (62 per 100,000). The
greatest increase has been seen in Rother where
the rate has more than tripled from 7 in 2012 to
31 per 100,000 in 2017, and in Wealden (from 9
to 27 per 100,000). Only Hastings has seen less of
an increase (49% increase in diagnostic rate) than
nationally (62%) since 2012. 428 Despite recent
increases in rate, Rother and Wealden have
significantly lower rates than nationally.
Source: Public Health England fingertips sexual health profiles, GUMCAD

Figure 47: Number of gonorrhoea diagnoses in East Sussex by age and gender, 2017
Three quarters (74%) of gonorrhoea diagnoses were in
males in 2017 and 26% in females. In males 36% of
diagnoses were in 25-34 year olds while 20% were in 4564 year olds (compared to 1% in females). In contrast,
the greatest proportion of diagnoses in females in 2017
were in the younger age groups, with 16-24 year olds
accounting for 63% of all diagnoses (compared to 22% in
men). As part of the National Chlamydia Screening
Programme, gonnorhoea screening is included in the test.
With five times the numbers of 25-34 year old males
diagnosed as females, and significantly higher numbers of
diagnoses among older age groups than females this
indicates that targeting criteria for male and female
screening in East Sussex may need reviewing.
Source: GUMCADv2 surveillance, PHE, * numbers under 5

Of the 260 diagnoses in 2017, 45% were in gay males, and 39% in people identifying as heterosexual.
10% of those diagnosed did not state their sexual identity. 82% of gonorrhoea diagnoses were in
people identifying as White British.
Nationally, an estimated 3.7% of women and 11.1% of men became reinfected with gonorrhoea
within 12 months suggesting poor treatment choice, poor treatment adherence and/or poor partner
notification.
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Figure 48: Estimated proportion of those presenting with a gonorrhoea between 2013 and 2017
who became re-infected within 12 months
The estimated proportion of men who became reinfected with
gonorrhoea within 12 months in Rother (15.4%) is significantly
higher than England (11.1%) and all other areas of East Sussex,
while Hastings has lower estimated proportions of male
reinfection than both nationally and other areas of East Sussex.
Conversely, Hastings (4%), Lewes (4%) and Rother (4.5%) all
have higher estimated proportions of females reinfected than
England (3.7%). In Eastbourne and Wealden, there is no
estimated reinfection amongst females.
Source: PHE, LASERs, 2018

Syphilis
In 2017 there were 26 new diagnoses of syphilis in East Sussex, a rate of 4.7 per 100,000 population;
significantly lower than the average rate of diagnosis in England (12.5 per 100,000). The rate of
diagnoses has been gradually increasing (from 1.5 per 100,000 in 2012 to 4.7 per 100,000 in 2017)
and also reflects small local spikes in the Lewes and Havens district where the diagnosis rate in 2014
and 2017 was 11 per 100,000. These spikes may be linked to higher rates in London and in Brighton
and Hove. All of the 26 new cases of Syphilis in 2017 were in males. Nearly half (46%) new diagnoses
have been in 45-64 year olds, and over 4 in 5 (81%) are in people aged 35-64 years. 20 of the 26
syphilis cases in 2017 were in gay men (77%).
Lewes has the highest rate (11 per 100,000), nearly two times the rate of Eastbourne (6 per 100,000)
and 5 times the rate in Wealden (2 per 100,000). The greatest increase has been seen in Lewes,
(from 4 in 2012 to 12 per 100,000 in 2017), and in Eastbourne (from 1 to 6 per 100,000). The lowest
increases have been in Eastbourne and Wealden which have each seen a rise of 1 per 100,000 since
2012).429 Of the 26 cases in 2017, 25 were in people identifying as White British.
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MOST PREVALENT METHODS OF CONTRACEPTION IN EAST SUSSEX
Contraceptive services
Contraceptive services aim to help people choose a method that best suits their individual needs
and lifestyle, making it more likely that contraception will be used effectively. Contraceptive services
include those offered in education, GP services, pharmacies, maternity and postnatal care services,
walk-in centres, acute and emergency care, and the voluntary and private sectors. This includes
open access contraceptive services that are available to everyone and provide walk-in and
appointment clinics.31
Full provision of contraception in East Sussex, including long acting reversible contraception, is
designed for the East Sussex population but can currently be accessed by anyone regardless of
residency. Contracted contraception provision is available through all GPs (commissioned by NHS
England) and at specialist hub and spoke clinics: Hastings Station Plaza, St Leonards Arthur Blackman
clinic, Bexhill Health Centre, Hailsham Medical Centre, Eastbourne Avenue House, Uckfield Minor
Injuries Unit and Crowborough Memorial Hospital
Table 6: Contraception provided in East Sussex by setting and contraception type, 2017/18
Number of items
User Dependent
LARC
Methods
Primary Care
78,726 prescriptions 86%
14%
SSHS
7,925 attendances
67%
33%
BPAS (Termination of pregnancy)
485 patients
28%
72%
Sources: EPACT, SHRAD, BPAS, 2018

In 2017/18, 7,925 attended SSHS for reasons relating to contraception. Of this number, 67% were
using user dependent methods of contraception as their main method of contraception, and 33%
LARC. As we might expect, within primary care, a higher proportion of user dependent methods
(86%) were provided in 2017/18 than LARC (14%). This may be because of the lack of availability of
LARC through some primary care settings. In contrast, nearly three quarters (72%) women attending
termination of pregnancy services are provided with LARC and just 28% with user dependent
methods. Nationally, 41% of women were using LARC in 2017/18. Provision of contraception is
discussed in detail in relation to each different setting from page 116.
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UNDER 18 CONCEPTIONS IN EAST SUSSEX
In 2016, the under 18 conception rate in East Sussex was 16 per 1,000, similar to the national rate of
19 per 1,000.
Figure 49: Under 18 conceptions in East Sussex: 2002 - 2016
The under 18 conception rates in Eastbourne (12 per 1,000)
and Wealden (12 per 1,000) were significantly lower than
nationally. Hastings had a higher conception rate than any
other area in East Sussex (25 per 1,000). The conception
rate both locally and nationally has been decreasing since
2006.
The under 18 birth rate in East Sussex in 2016 (5 per 1,000)
was also similar to England (6 per 1,000), although Lewes (2
per 1,000) and Wealden (2 per 1,000) had significantly
lower rates. The highest rate was in Hastings (9 per 1,000).
The under 16s conception rate in 2016 in East Sussex (3.6
per 1,000) was similar to nationally (3 per 1,000).430
Source: PHE fingertips PHOF, 2019

Figure 50: Teenage conceptions 2014-16 by ward, benchmarked against England
Ward level estimates of teenage
conceptions between 2013 and 2015
show that, while the majority of East
Sussex teenage conception rates are
similar or lower than England, there is a
concentration of significantly higher
rates than nationally in Hastings (Central
St Leonards and Castle). There are also
individual wards in Lewes (Peacehaven
East), Eastbourne (Langley) and Rother
(Sidley) with significantly higher rates.
This variation is masked when looking at
County or district borough level variation
where, for example, Eastbourne as an
area is shown to have significantly lower
teenage conception rates than England.
Source: PHE, LASERs, 2018

Birth weight
Low birthweight (<2,500g) is an enduring aspect of childhood morbidity, a major factor in infant
mortality and has serious consequences for health in later life. In 2016, 6.3% of all births in East
Sussex were low weight babies (320 babies), significantly better than nationally (7.3%). The
proportion in EHS CCG (5.7%) is significantly better than nationally while HR CCG (6.7%) and HWLH
CCG (6.4%) have statistically similar rates to England. The proportion of babies born at very low
birthweight (<1,500g) in East Sussex (1%: 50 babies) is similar to England (1.2%), with similar
proportions across all three CCGs (EHS CCG, 0.9%; HR CCG, 1.1%; HWLH CCG, 0.9%).430
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INDUCED ABORTION (TERMINATION OF PREGNANCY)
In East Sussex, termination of pregnancy services are provided by the British Pregnancy and Advisory
Service (BPAS). The service is aligned to RGOC guidance and aims to:
 Provide impartial information and advice for unintended and/or unwanted pregnancy,
 Refer for termination of pregnancy,
 Pre- and post- termination advice and care, including STI and HIV testing and contraception,
 Ensure contraception availability
 Reduce unintended and/or unwanted conceptions and repeat terminations by improving
access to LARC and other contraception, and
 Increase the identification of chlamydia and HIV through screening as standard procedure.
Consultation and early medical abortion (EMA) services will be provided within the locality/service
network area, while late abortions (over 13 weeks) may be referred to services outside of the local
area. Termination of pregnancy services are available to all women where gestation is under the
legal limit of 23 weeks and 5 days. Referral to the service can be via self-referral or through a
clinician.431
BPAS is primarily an abortion provider with the main unit in Brighton and smaller units in Hastings
and Eastbourne. It offers early medical abortion (up to 10 weeks) and surgical abortion (up to 14
weeks and 6 days) under local or conscious sedation. The Eastbourne clinic provides consultation
and early medical abortion, while the Hastings clinic is a nurse-led service also providing consultation
and early medical abortion. The service can provide post abortion contraception and fit coil and
implant contraception.
Induced abortions in East Sussex
In 2017/18, there were 1,329 terminations of pregnancy for East Sussex residents, a rate of 16 per
1,000 women which is significantly lower than nationally (17.2 per 1,000). Of this number, 25% were
for residents in HWLH CCG, while 37% were in HR CCG and EHS CCG respectively. Since 2014/15 the
proportion of all clients completing an induced abortion has fallen from 42% of all terminations to
37% in HR CCG, while in EHS CCG it has risen from 34% of to 37% total terminations. In numerical
terms this is an additional 60 terminations for residents in EHS CCG in 2017/18 compared to
2014/15, and 30 fewer terminations for residents in HWLH CCG.
Figure 51: Terminations of pregnancy in East Sussex residents by key demographics, 2017/18

In 2016, the under 18 conception rate in East Sussex was 16 per 1,000, similar to the national rate of
19 per 1,000, a rate which has been broadly decreasing since 2006. Nationally, the under 18s birth
rate in 2016 was 5.6 per 1,000, with 52% of conceptions leading to abortions. Of the under 18
conceptions in East Sussex, 51% led to abortions in 2016. This varied across the county, although
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only Rother (26%) was significantly different statistically than nationally (52%). Lewes (69%) and
Hastings (67%) had the highest proportion of induced abortions and Rother (26%) and Eastbourne
(32%) the lowest.
Over three quarters of all terminations (79%) were in 18-34 year olds, with 16% in those aged 35 and
over, and 6% in those aged under 18. The under 18 abortions rate in East Sussex (7.8 per 1,000) is
similar to the national rate of 8.4 per 1,000. There is variation across the CCGs, with EHS CCG having
half the total proportion of terminations in young women aged under 18 years (4%) as HWLH CCG
(8%), and a higher proportion of terminations in 25-24 year olds (43% and 36% respectively). Across
East Sussex since 2014/15 there has been a rise in 25 to 34 year olds completing an induced abortion
(from 35% to 40% of all terminations), and a slight fall in 18 to 24 year olds (from 42% to 39% all
terminations). However, the abortion rate for over 25s in East Sussex (13.5 per 1,000) is significantly
lower than nationally (15 per 1,000).
Of all induced abortions in 2017, 90% were carried out under 13 weeks and 80% under 10 weeks –
figures which have remained constant since 2007. 66% abortions were medically induced in 2017,
4% higher than in 2016 and almost double the proportion in 2007 (34%). 38% women who had an
induced abortion in 2017 had one or more previous induced abortions.
Booking to treatment
A quarter (25%) of clients had pre-treatment within the target 7 days of booking, and three quarters
(73%) had treatment within the target 7 days from taking the decision to proceed. The local target is
for 100% clients having pre-treatment within 7 days of booking, and having treatment within 7 days
of proceeding. This data indicates that the services are significantly below target, particularly for
booking to pre-treatment. There were some clinic closures between 2015/16 and 2016/17 which
negatively affected access but which now have been addressed.
Figure 52: Percentage of people meeting 7 day local target from booking to treatment,
2014/15 to 2017/18

Source: BPAS, 2019

In 2017/18, 69% of clients were treated within 21 days in HWLH CCG, compared to 60% in EHS CCG
and 58% in HR CCG.432 Of those who attended a consultation and booked treatment in 2017/18, 9%
of clients did not attend for treatment: (from 8% in HWLH CCG to 11% in EHS CCG). The proportion
of clients not attending for treatment has been rising in EHS CCG and HWLH CCG since 2014/15,
while proportions in HR CCG have fallen.433
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Figure 53: Referral route to termination of pregnancy services, East Sussex 2014/15-2017/18

Of all terminations in 2017/18, 83% self-referred,
16% were referred by the GP and 1% were
referred through Sexual Health Services. The
proportion of self-referrals ranges from 78% in
HWLH CCG to 86% in HR CCG, while GP referrals
range from 12% in HR CCG to 22% in HWLH CCG.

Source: BPAS, 2019

Due to the increased availability of self-referral for terminations, and a resultant cultural change in
referral processes, there has been a marked increase in self-referrals from 59% (753) in 2014/15, to
83% (1,104) in 2017/18, and a corresponding decrease in GP referrals from 34% (429 referrals) in
2014/15, to 16% (207 referrals) in 2017/18. The proportion of referrals through sexual health
services (SHS) has also fallen from 6% (89 referrals) to 1% (18 referrals) in the same time period. This
pattern is seen across all three CCGs.
Type of termination
In 2017/18 there were 1,329 terminations of pregnancy in East Sussex. Just over half (56%) of all
abortions in East Sussex are Early Medical Abortions (EMA - non-invasive, non-surgical terminations
of pregnancy up to 9 weeks gestation) a significant increase from 2014/15 where under a third (31%)
of abortions were EMAs. There has also been a significant change in the proportion of surgical
terminations under conscious sedation (where an individual is given a combination of sedative and
anaesthetic but remains awake) which has increased since 2015/16. While there has been a change
in how this is recorded from ‘up to 24 weeks’ to ‘15+ weeks’, the legal limit for termination of
pregnancy is 23 weeks and 5 days gestation, and there were no surgical terminations under 14
weeks gestation in 2017/18. Conversely, those having surgical terminations under general
anaesthetic (where the individual is given drugs rendering them completely unconscious) when
under 14 weeks gestation has decreased from 36% in 2015/16 to 2% in 2017/18. This increase in
conscious sedation and decrease in general anaesthetic can be explained by a national move
towards conscious sedation as a safer method of termination with less clinical risk.
Figure 54: Proportion of terminations in East Sussex by type of procedure

Source: BPAS, 2019
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As a percentage of all terminations, the highest proportion of EMA’s was in HWLH CCG (59%) and
the lowest in EHS CCG (51%) in 2017/18. EHS CCG had a higher proportion of surgical terminations
with conscious sedation (24%) than HR CCG (18%) and HWLH CCG (21%), while HWLH CCG had a
lower proportion of surgical terminations at any gestation, under general anaesthetic.
In 2017/18, 1,329 clients completed an induced abortion, 88% of all clients seen for consultation (as
some people miscarry or decide not to proceed).
Figure 55: Proportion of clients treated at under 10 weeks gestation, by CCG
Of the number treated, 73% (972) were
treated at under 10 weeks gestation, a fall
from 80% in both 2016/17 and 2015/16, and
82% in 2014/15. This decrease in proportion
treated at under 10 weeks is evident across
all CCGs. HWLH CCG has the highest
proportion of clients treated at under 10
weeks (76%, 256 clients) and compared to
EHS CCG (72%, 360 clients) and HR CCG (72%,
356 clients). The proportion of abortions
under 10 weeks in East Sussex is significantly
lower than nationally (77%), and East Sussex
is the only area within the South East with
the proportion significantly decreasing since
2016.434
Source: BPAS, 2019

During the latest reporting period there had been significant service model changes that
negatively affected the reporting of ten week data. In some of these cases the service provider
erroneously recorded a longer wait than actually occurred. Therefore these figures must be
treated with extreme caution.
Figure 56: Gestation at time of termination by type of termination, 2018
As would be expected, of the 32
terminations over 19 weeks gestation in
2017/18, nearly all were surgical
terminations, as were the vast majority of
terminations at 10-18 weeks gestation. In
East Sussex, just over three quarters of
terminations at 0-9 weeks gestation are
medical terminations (76%), although
there is variation by CCG: 71% EHS CCG;
77% HWLH CCG and 81% HR CCG. The
proportion of surgical terminations for
gestations over 10 weeks has remained
consistent since 2015/16, but the
proportion of medical terminations for 0-9
week gestation has been increasing
steadily from 48% in 2015/16, to 67% in
2016/17 and 76% in 2017/18.
Source: BPAS, 2019
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Treatment units sent attended by clients for termination
In 2017/18, 70% of East Sussex women attending clinics for terminations went to Brighton Clinic,
and 14% went to Hastings DCU. Of the remaining 13%, the majority went to clinics in Richmond (7%)
and Streatham (5%) and 1% went to Bournemouth.

Figure 57: Treatment units attended for terminations 2017/18
There was variation in clinics attended across
the CCGs, with a much higher proportion of
people in HR CCG (26%) attending
the
East Sussex
Hastings clinic than EHS CCG (8%) or HWLH
CCG (7%) due to the proximity of the clinic,
but over half of those in HR CCG are still
attending the Brighton clinic. High attendance
Brighton Clinic
in the Brighton clinic could be in part due to
Hastings DCU
the service’s accessibility for East Sussex
Richmond Clinic
Streatham Clinic
residents who are employed in Brighton and
Bournemouth Clinic
Hove. Those with more complex terminations
are more likely to travel to Streatham and
Richmond clinics, indicating that there is a
higher proportion of more complex
terminations in HR CCG (14%) than EHS (12%)
or HWLH (10%), reflected in a very slightly
higher number of surgical abortions at
10+weeks gestation in HR CCG. Student residents of East Sussex who are studying in Bournemouth
are most likely to access the Bournemouth clinic for treatment.
Source: BPAS, 2019

Previous terminations
In 2017/18, 534 (40%) of the 1,329 women having a termination of pregnancy had at least one
previous termination. The proportion of women who had a previous termination in 2017/18
increased with age: 6% (n=5) under 18 year olds; 30% 18-24 year olds (n=153); 49% 25-24 year olds
(n=261) and 57% 35-44 year olds (n=108). This has been broadly consistent locally since 2015/16.
Figure 58: Number of previous terminations for those terminating pregnancy in 2017/18
In 2017/18 there was slight variation
across CCG, with 36% (121) residents in
HWLH CCG having a previous termination,
compared to 41% (203) EHS CCG and 42%
(210) HR CCG. A greater proportion of
people aged 18-24 (33%) and 25-34 (53%)
in HR CCG had previous terminations in
2017/18 than in HR CCG (30% and 50%
respectively) or HWLH CCG (24% and 41%
respectively). This pattern was also
evident in 2015/16 and 2016/17.
Source: BPAS, 2019

Chlamydia tests provided during termination consultation
Sexual health screening is offered when women arrive for consultation, both on site and for home
testing. HIV testing is done on site with a finger prick test. Home testing is sent to the lab who
contact the client directly if needed.
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Figure 59: Percentage of eligible people tested for chlamydia during consultation for termination,
2014/15-2017/18
In 2017/18, 445 chlamydia tests were provided
during consultation for termination, amounting
to testing for 33% of the eligible population.
264 of these were for under 25s, and 181 for
people aged 25 and over. This represents a
significant increase from the 72 tests provided
in 2016/17. The proportion of eligible people
being offered tests has increased across all
CCGs from one in five in 2014/15, to one in
three in 2017/18.

Source: BPAS, 2019

Clients who have been prescribed contraception
Contraception leaflets are provided on all types of method when someone attends a consultation,
and condoms are given to all clients who are given antibiotics. In 2017/18, 485 people were
prescribed contraception when in contact with services for termination of pregnancy: 179 residents
in EHS CCG; 172 in HR CCG and 134 in HWLH CCG.
Figure 60: Prescribed contraception through BPAS by type, 2014/15 to 2017/18

Since 2014/15, prescriptions for
contraception through termination services
have steadily decreased by 30% from 700 to
485 in 2017/18. In relation to numbers of
prescriptions, the biggest decrease is in
implants (from 221 in 2014/15 to 108 in
2017/18), although this remains the second
most commonly prescribed method.
Prescriptions for all

Source: BPAS, 2019

LARC methods declined markedly between 2014/15 and 2016/17, with the exception of the injection
which increased slightly. However, between 2016/17 prescriptions for the injection nearly halved
(from 105 to 58), while all other LARC methods saw a slight increase. As a proportion of all
prescriptions, the greatest decrease has been the implant (from 32% to 22% between 2014/15 and
2016/17), while user dependent methods (combined pill and PoP) have increased from 15% to 29%
of all prescriptions.
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Figure 61: Proportion of people prescribed contraception through BPAS by type and CCG, 2017/18
In 2017/18, 72% (350) of the prescribed
contraception were LARC (injection, implant, IUD
or IUS), and 28% (140) user dependent methods
(combined or progestogen only pill (PoP)). No
prescriptions were made for the patch, vaginal ring
or emergency contraception. Methods of
contraception prescribed varied by CCG, with
HWLH prescribing a lower proportion of implants
(16%) than the other CCGs, and a higher
proportion of PoP (20%). Conversely, HR CCG
prescribed a higher proportion of implants (27%)
than the other CCGs and a lower proportion of
IUDs (6%). Across all three CCGs, the IUS was
prescribed in approximately a quarter of cases.
Source: BPAS, 2019

Proportionately, the numbers prescribed contraception reflects the different numbers attending for
termination from each CCG, with fewer prescriptions for people from HWLH CCG.
Figure 62: Contraception prescriptions through BPAS by CCG, 2014/15 to 2017/18
Since 2014/15, the greatest decline in
contraception prescriptions through
termination services has been in HR CCG,
where both LARC and User dependent
prescriptions have declined. However, total
prescriptions in HR CCG (304) were higher
than either EHS CCG (240) or HWLH CCG
(154) in 2014/15, and are now similar to EHS
CCG (179 and 172 respectively) which
reflects similar numbers attending for
termination. Both EHS and HWLH CCGs have
seen decreases in LARC prescriptions since
2014/15, and increases in USD methods.
Source: BPAS, 2019

The 350 people receiving LARC through termination services in 2017/18 represent approximately
one quarter of those eligible to receive it for each CCG (30-31%). As previously mentioned, numbers
receiving LARC through the abortion service have fallen significantly since 2014/15, and this is
reflected in a decrease of those eligible to receive it from 45-49% across the CCGs in 2014/15. In EHS
CCG and HR CCG, LARC is most prevalent among people aged 25 and over (53% and 55%
respectively), while for HWLH most LARC is provided to 18-24 year olds (58%). Approximately 6%
prescribed LARC is for under 18s.
Patient Satisfaction
The proportion of clients providing feedback for BPAS services in 2017/18 varied slightly across the
CCGs, from an average 27% of service users in HWLH CCG and 28% in HR CCG, to 33% in EHS CCG.
However, for all CCGs the response rate approximately halved in Q4 compared to the other
quarters. The average satisfaction score across all CCGs in 2017/18 was 9.4/10. 96% of patients or
above across all CCGs were satisfied with the initial call, and 95-100% were satisfied with all aspects
of the appointment. All those who submitted feedback felt confident that their personal data would
be treated confidentially, and while just under 10% reported that they weren’t informed about how
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their personal information would be used by BPAS over the first three quarters of the year, this
improved to approximately 2% across the CCGs in quarter 4.
Satisfaction was slightly lower in relation to waiting times in 2017/18. Across all CCGs the proportion
of people reporting they waited 14 days or less has increased throughout the year, with the
proportion almost doubling in HWLH from 39% in Q1 to 82% in Q4. Similar increases were seen in
EHS CCG and HR CCG between Q1 and Q3 of 2017/18, although the proportions reporting that they
were seen within 14 days fell in Q4. However, this may be slightly misleading due to the large fall in
response rate for this quarter. This pattern can also be seen for those reporting that the waiting time
to treatment was acceptable, with sharp rises seen across all CCGs in Q1 to Q3, and decreases in Q4.
Figure 63: Satisfaction with waiting times, BPAS 2017/18

Source: BPAS, 2019

Across the year, approximately three quarters (73%) of respondents thought their waiting time was
acceptable in EHS CCG, compared to approximately two thirds in HR CCG (63%) and HWLH CCG
(65%). Across the year the proportion of those reporting that they were seen within 30 minutes of
their appointment generally rose in EHS from 71% in Q1 to 83% in Q4, while in HR CCG it fell over
the same time period from 89% to 74%. Proportions were lower in HWLH CCG than the other two
CCGs (average 65% across the year).
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SEXUAL ILL HEALTH PREVENTION AND HEALTH PROMOTION
Sexual health improvement aims to help people to make informed and responsible choices, with an
emphasis on making healthy decisions. Effective health improvement addresses the prejudice,
stigma and discrimination that can be linked to sexual ill health. However, service provision and
treatment can also play key roles in prevention, in diagnosing STIs and HIV and preventing their
onward transmission and in providing contraception to prevent unwanted pregnancies.
Relationships and sex education
Relationships and sex education (RSE) is learning about the emotional, social and physical aspects of
growing up, relationships, sex, human sexuality and sexual health. It should equip children and
young people with the information, skills and positive values to have safe, fulfilling relationships, to
enjoy their sexuality and to take responsibility for their sexual health and well-being. According to
the Sex Education Forum435, all children and young people are entitled to good quality RSE which:
 Is accurate and factual, and includes a range of information about sex, relationships, the law
and sexual health, so people can make informed choices;
 Is positively inclusive in terms of gender, sexual orientation, disability, ethnicity, culture, age,
religion or belief or other life-experience particularly HIV status and pregnancy;
 Includes the development of skills to support healthy and safe relationships and ensure
good communication about these issues;
 Promotes a critical awareness of the different attitudes and views on sex and relationships
within society such as peer norms and those portrayed in the media;
 Provides opportunities for reflection in order to nurture personal values based on mutual
respect and care;
 Is part of lifelong learning, starting early in childhood and continuing throughout life. It
should reflect the age and level of the learner;
 Ensures children and young people are clearly informed of their rights such as how they can
access confidential advice and health services within the boundaries of safeguarding;
 Is relevant to local needs, and actively involve children and young people as participants,
advocates and evaluators in developing good quality provision;
 Is delivered by competent and confident educators;
 Is provided within safe learning environment and based on the principle that prejudice,
discrimination and bullying are harmful and unacceptable.
Figure 64: RSE Support Programme, East Sussex
Between 2016 and 2018, Public
Health Commissioned a
secondary RSE support service to
provide a tiered programme of
both universal and targeted
support for schools. The aim of
this was to facilitate the delivery
of high quality relationships and
sex education (RSE), enable
improved health and wellbeing
outcomes for children and young
people across East Sussex, and to
prevent unwanted pregnancy.
This service was provided by the
Sex Education Forum.
Between September 2016 and March 2018:
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38/39 schools received membership benefits
118 staff subscribed
178 staff from 38 schools attended training and events
11 schools completed the targeted RSE support programme
o 9 updated their RSE and related policies
o 5 have a named governor for RSE
o 10 have changed their curriculum content
o 7 have completed parent engagement activity
13 schools attended “outside the box” targeted RSE group work support programme
training to prevent child sexual exploitation.

The service pupils survey ‘RSE – Have your Say!’ was open to all schools from May 2017 and was
promoted to all secondary schools RSE Leads. By April 2018, five schools had submissions from more
than 30 pupils with 377 responses in total. This survey was undertaken at the same time as the 2017
Health Related Behaviour Survey (HRBS) which provided further insight into RSE among 3,260 year 6
(10-11 year old) pupils and 3,090 year 10 (14-15 year old) pupils in East Sussex:
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Key findings include:

The full final evaluation report from the East Sussex County Council and Sex Education Forum can
be found at https://www.eastsussexsexualhealth.co.uk/documents/East-Sussex-RSE-SupportService-2016-18---Final-Evaluation.pdf
The full final HRBS report and reports by District and Borough can be found at:
http://www.eastsussexjsna.org.uk/evidencelinks/surveys
Revised government guidance on Relationships Education (RE), Relationships and Sex Education
(RSE) and Health Education was published on 25 June 2019. The revised guidance, developed after
extensive consultation, has been broadly welcomed by teaching unions, subject associations and
leading charities. From September 2020 schools will be required to provide relationship education
(RE) in primary and RSE in secondary. It applies to all schools in England, including academies, free
schools, independent schools and special schools.
Public Health has commissioned a service to provide a needs-led programme of universal and
targeted support for state funded schools (and wider stakeholders) which will facilitate the delivery
of high quality Personal, Social, Health & Economic (PSHE) Education and Relationships and Sex
Education (RSE), and enable improved health and wellbeing outcomes for children and young people
across East Sussex. This service will run until December 2020.

99

Early Help
Targeted Early Help, offered by Family Keyworkers in East Sussex is an approach to improving
outcomes for families with multiple and complex problems. Family Keyworkers work in partnership
with the family for an extended period of time to identify strengths and issues, agree priorities for
change, and provide support and challenge. This involves two targeted services: 0-5 years; and 5-19
years. Included in the Early Health key work is open access and targeted youth work for young
people aged 11-19, which includes sexual health. The Early Help keywork team deliver outreach
sexual health services from mobile vehicles in targeted places within towns and rural areas where
young people meet and where evidence indicates there are greater numbers of teenage pregnancies
and sexually active young people. This also includes drop-ins at youth centres, C-Card and condom
distribution, advice on sex and relationships, chlamydia and gonorrhoea testing, promotion of
healthy sexual relationships, and signposting to other services. The service also offers specific
support for teenage pregnancy through an allocated key worker, and targeted work around sexual
health support and information provision for specific groups, including LGBTQ+ young people, 14-25
year olds with disabilities and young people with a learning disability, including information for
parents and cares of these young people.436
Sexual health promotion services are provided at the University of Brighton through the Student
Union. This includes provisions, onsite testing for chlamydia and gonorrhoea, and awareness raising
of sexual health issues.437
Condom distribution schemes
Young people who are exploring and establishing sexual relationships must be supported to take
responsibility for their sexual and reproductive health. Condom distribution schemes, such as CCard, are often the first sexual and reproductive service young people access, and as such play a key
role in giving young people both the means and the motivation to be – and stay – sexually healthy. It
provides a vital opportunity to discuss a broad range of sexual and contraceptive topics and access
condoms. The East Sussex C-Card scheme is a free and confidential co-ordinated condom
distribution network for young people aged 13 – 24 years, providing quick and confidential access to
condoms, accurate contraceptive and sexual health information, and sign posting to comprehensive
contraceptive and sexual health services.
To register for a C-Card, a young person must to go to a ‘Registration’ point (usually a youth agency,
educational establishment, sexual health clinic, general practice or pharmacy) where a trained
worker assesses their suitability for the scheme. For example, if under the age of 16 the young
person must be assessed as being ‘Fraser competent’. This entails a discussion taking about 15-20
minutes on average, on sex and the law, relationships and condom use, confidentiality,
contraceptive methods, including emergency contraception, STIs and includes a condom
demonstration. The offer of a chlamydia screening test also forms part of the registration process.
The young person then receives their personal C-Card, entitling them to free condoms at any of the
distribution or ‘Pick Up’ points displaying the C-Card logo – including a number of GP surgeries,
pharmacies and other community venues.
The aim is to reduce the risk of STIs. In addition, these schemes can provide a good introduction to
broader sexual and reproductive health services and help prevent unplanned pregnancies. The CCard scheme is promoted through services, window stickers, the East Sussex Sexual Health website,
leaflets, and C360 (the East Sussex website for young people). The 2017 Health Related Behaviour
survey showed that 61% of pupils surveyed in East Sussex knew where they can get condoms free of
charge.438
C-Card outlets are services which operate and provide the C-Card scheme. To operate the C-Card
scheme services have to either sign up and meet the criteria outlined within the delivery agreement
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or if a pharmacy or general practice sign and complete the Public Health Local Service Agreement
(PHLSA) for condom distribution for young people.
The scheme has been established in East Sussex for a number of years and currently includes
providers from the following organisations/sectors: East Sussex County Council, local NHS
organisations, pharmacies, GP surgeries, local colleges and schools, youth groups and other
community and voluntary sector organisations. Services and organisation such as the East Sussex
Youth Offending Team, and Care Leavers Service only provide the C-Card scheme to their existing
clients. Primary care providers, community pharmacy and general practice make up over three
quarters of outlets.
Figure 65: East Sussex settings signed up to C-Card provision

As would be expected there is significant provision around the coastal urban areas of the Hastings,
Bexhill, Eastbourne and the Havens. However, there looks to be a paucity of provision North West of
Crowborough, around the Forest Row area.

Since 2013, there have been over 600 practitioners trained and over 3,700 C-Card registrations/reregistrations. Over 400,000 condoms have been ordered by distribution outlets and over 15,000
interventions recorded (distribution of up to 12 condoms).
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Figure 66: Total number of C-Card registrations by setting, 2017/18
In 2017/18 there were 1,150 C-Card registrations across all
settings. 82% of all registrations were through SSHS (42%, 486) or
Youth services (39%, 443). The majority of registrations in Youth
services (95%, 419) were through the Early Help Key Work and
Detached Youth Service. In East Sussex, only 3 GP services are
currently actively reporting providing the registration element of
the C-Card scheme, accounting for 9% (103) registrations in the
year. Within SSHS, twice the number of registrations were
through Station Plaza, Hastings (327), than Avenue House,
Eastbourne (159). The School Health Service accounts for 79%
(81) of the registrations through ‘other Health and Social Care’
settings.
Source: East Sussex Public Health

In 2017/18, a slightly higher proportion of registrants were female (52%, 593) than male (48%, 553).
Within Specialist services, Station Plaza had over twice as many new female registrants (233, 71%)
than male (94, 29%), while Avenue House had 45% new male registrants (72) and 55% female (87).
Conversely, 60% of new registrants through youth services were male (264) and 40% female (177).
Figure 67: Percentage of C-Card registrations, all settings by age and gender, 2017/18
The most prevalent ages of C-Card registrants were 16
(20%, 224) and 17 (19%, 214) year olds. A quarter (27%,
304) registrants in 2017/18 were aged under 16 years. A
slightly greater proportion of the males accessing the
service were aged under 16s than females accessing the
service. In 2017/18, 82% (606) of all the 737 registrants
with ethnicity recorded were of White ethnicity, 10% (74)
were of Mixed/Multiple ethnic groups. For the 823 people
who had sexual orientation recorded, over two thirds (70%,
581) identified as heterosexual, 13% (104) as bisexual, 2%
(15) as a gay woman, and 1% (13) as a gay man. 1% (<10)
identified as other, and 13% of registrants (104) opted not
to say. This indicates a larger proportion of people
identifying as bisexual accessing C-card than we would
expect in comparison to the overall East Sussex population
Source: East Sussex Public Health

In 2017/18, condoms were distributed through the C-Card scheme on 1,247 occasions.
Over half (52%, 646) distributions were through Avenue House Clinic, and a third (33% 417) through
the Early Help Keywork Service. A further 6% (80) were through school health and 5% (60) through
Station Plaza. Within SSHS, Avenue House distributes 10x the number of condom packs than Station
Plaza, even though it has half the number of new residents. This may be, in part, due to Station Plaza
having pharmacies in the same building as the clinic and next to the University site meaning that
people are collecting their packs from these pharmacies as opposed to the clinic.
Source: East Sussex Public Health
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Figure 68: Condom distribution by setting, 2017/18

Source: East Sussex Public Health

East Sussex also supported the 2017 national Protect Against STI’s: Use a Condom campaign which
focused on health harms of STIs amongst 16-24 year olds by promoting the use of condoms and
signposting to further information and support. Promotional activity ran periodically on social
channels between December 2017 and December 2018, with further activities including digital
information, out of home advertising and wider partner involvement. The campaign materials were
used across East Sussex to promote The East Sussex C-Card condom distribution scheme and to
signpost to an NHS website page that provides on-demand information about STIs and condom use.
HIV Prevention
HIV prevention is a rapidly changing field, with recent advances in testing, treatment as prevention,
and pre-exposure prophylaxis439. Pre-Exposure Prophylaxis (PrEP) has created a step change to
‘combination HIV prevention’. In East Sussex, 66 individuals are involved in the PrEP impact Trial
funded through NHS England. Individuals can, and do, ‘self- source’ their own PrEP online and access
care and support from the specialist sexual health service whilst taking PreP. Since 2015 this
combination prevention approach to HIV has led to a substantial decline in HIV diagnoses for the
first time in the UK. Furthermore, HIV treatment guidelines changes in 2015 recommended
‘treatment as prevention’ through the provision of immediate treatment for those with diagnosed
HIV in order to reduce the risk of onward transmission to negative partners.
As previously outlined, men who have sex with men (MSM) and Black African communities in the UK
have been identified as being at greater risk of contracting HIV. The PHE funded National HIV
Prevention Programme, HIV Prevention England, has proven effective at engaging MSM and Black
African communities. Particularly through the digital campaign, It Starts With Me. East Sussex had a
HIV prevention service for number years offering advice, information and support to achieve
sustainable behavioural change among high risk communities, including MSM and Black African men
and women. This included a range of activities to promote positive sexual health: one-to-one
support, peer-led group-work, outreach and community engagement, condom distribution, and
online interventions. The expected outcomes for the service were to contribute to increased HIV
testing and diagnosis, to avoid and reduce in HIV onward transmission, and to reduce late diagnosis
of HIV. However due to the changes in treatment and approaches to HIV prevention, the service
ended in March 2019. As part of this Needs Assessment, independent insight has been
commissioned to further understand the needs of local MSM, particularly those who are
behaviourally MSM but don’t identify as gay and bisexual. The findings from this work will ensure
interventions can be refined to ensure HIV prevention services meet local need in the future.
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East Sussex also supports the national HIV Testing Week campaign, led by HIV Prevention England
which aims to promote regular testing among key populations and reduce the numbers of
undiagnosed people and those diagnosed late. It is held every November ahead of World AIDS Day
on December 1st. The key messages promote the ease, convenience and accessibility of HIV testing
through targeted social media advertising. ESCC uses this national campaign to promote the local
home sampling service to groups at increased risk of poor sexual health and HIV.
Digital media
NICE recommends increasing the awareness of sexual health services using digital channels including
geospatial social networking applications, websites and social media. Evidence suggests
interventions conducted on social media can boost STI testing and condom use, however the effect
is short and not sustained. There is evidence to support that digital interventions increase
knowledge about STI’s but do not necessarily lead to long term changes in behaviours. The visual
appearance of adverts is as important as the content. 440,441
A wide range of digital communication methods have been used to increase awareness and uptake
of HIV, STI self-sampling (home sampling) and contraception services across the East Sussex since
2017. Social marketing approaches have been used to develop local targeted campaigns for young
men, with a focus of engaging men from rural communities with chlamydia screening. Visually
appealing adverts have also been developed to promote contraception services. National campaigns
such as the Public Health England’s ‘Protect against STI’s use a condom’ and HIV prevention
England’s National HIV Testing Week have been digitally amplified across East Sussex to encourage
local residents from specific age groups and communities to access specific services. Each digital
platform provides different opportunities to target specific audiences with specific campaign
messages and service information. ESCC and its commissioned services have used a wide range of
platforms including Facebook, Twitter, Snap Chat and Grindr to reach local residents. This has
included targeting by demographic information such as age, sexuality, location and platform user’s
activity which can include ‘likes’, interests and hobbies. Using different approaches and platforms
generates different outcomes. For example longer duration campaigns to large sections of the
population reach a large number of our residents, however proportionately fewer people actively
clink on links. More targeted activities to specific groups generate greater click rates, specifically on
platforms such as Snapchat which is predominantly used by young people and Grindr used by MSM.
Figure 69: Sexual health visual campaigns in East Sussex
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Since 2017, there have been ten targeted sexual health digital campaigns:
Table 7: Sexual Health digital activity 2017 to 2019
TARGETING
APPROACH

Male Chlamydia testing
Men 18-50

Female STI home testing
16-50 year old females

Contraception service
16-50 year old males and
females

HIV Testing Week 2017
One targeting the BME
community and one
targeting gay and bisexual
men.
Protect against STI’s use
a condom
16-24 year old males and
females
STI and HIV home testing
16-24 year olds, MSM and
BME groups
STI and HIV home testing
16-24 year olds, MSM and
BME groups
STI and HIV home testing
16-24 year olds, MSM and
BME groups
STI and HIV home testing
16-24 year olds, MSM and
BME groups
STI and HIV home testing
MSM

Adverts promoted
within ‘Feed’ to only
men within target age
group in East Sussex.
Facebook
Adverts promoted
within ‘Feed’ to only
women within target
age group in East
Sussex. Facebook
Adverts promoted
within ‘Feed’ only
women within target
group in East Sussex.
Facebook
Adverts promoted
within ‘Feed’ of users
in East Sussex. Visuals
used to increase
appeal to specific
target groups
Facebook/ instagram
Adverts promoted
within feed of users
in East Sussex.
Facebook/ instagram
Advert promoted to
all in East Sussex.
Visuals used to
increase appeal to
specific target groups.
Facebook/ instagram

TIME
PERIOD

IMPRESSIONS
Total times
adverts seen
on screen

REACH
People seeing
advert at least
once

CLICKS
number of
clicks on
advert links
to SH support

CONVERSION
% impressions
generating
clicks

177,744

88,239

987

0.56%

112,640

49,773

1446

1.28%

132,335

52,732

2048

1.55%

343,175

151,342

1,879

0.55%

382,168

43,986

743

791,065

105,446

3,371

306,442

Unavailable

3,901

1.27%

185,004

Unavailable

2,485

1.34%

17,817

Unavailable

2,271

12.75%

55,508

Unavailable

3429

6.18%

th

17 Aug
th
to 17
Nov
2017

th

11 Nov
17 28th
Nov
2017
th

19
Dec–
6th Dec
2018

Video advert to local
users Snapchat

0.19%

0.43%

st

Advert promoted to
specific individuals
based on their
infomration and
activity on Twitter in
East Sussex Twitter
Advert promoted to
local users using Ad
Words Google
Banner ad to local
users Grindr

1 Jan
th
to 27
Mar
2019

Across the campaigns, the highest conversation rate is for google adverts for HIV and STI home
testing which were displayed to targeted individuals who made specific searches including words
relevant to a local service e.g. Free STI testing or Chlamydia testing East Sussex. In contrast, the “HIV
testing week” campaign targeting the BME community and gay and bisexual men reached one of the
largest numbers of residents (151,342) yet had one of the smallest conversion rates (0.55%) of clicks
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on links to Home sampling for HIV. Conversion rates do vary, however a good conversion rate is
approximately 2%, decreasing to 0.8% for health related adverts. Within these contexts, many of the
local digital campaign activities have similar conversion rates to other health related campaigns. The
two most successful digital campaigns in terms of directing people to local services/support are two
which were highly targeted and therefore had fewer impressions, but had a greater proportion of
people clicking links to STI and HIV home sampling through Google, and Grindr.
Sexual Health Improvement training
Since 2013, East Sussex Public Health have provided sexual health improvement training aimed at
helping young people discuss relationships and readiness for sex. This course has been completed by
129 people who have contact with young people as part of their work, but who have not previously
undertaken any young people's sexual health training. This includes youth settings, education,
health and social care, and school health. The course covers: communication skills; confidentiality;
sexual health advice and signposting; developing RSE; STIs; contraception and pregnancy. Of the 54
attendees since 2016, 34 completed evaluations, with 100% agreeing the course would help to make
improvements and changes in practice, and 98% rating the course as good or excellent.
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STI TESTING IN EAST SUSSEX BY SETTING
Settings East Sussex residents are getting tested for STIs
The following data shows where people aged 15 years and over in East Sussex are getting tested for
specific STIs, including chlamydia, gonorrhoea, syphilis hepatitis B and HIV. This is data from the East
Sussex Healthcare NHS Trust (ESHT) lab so does not include:
 Internet testing
 Tests processed through the Brighton and Sussex University Hospitals NHS Trust (BSUH) lab
which includes GP practices in Lewes and Havens localities + residents attending specialist
sexual health services at BSUH.
 Tests processed through the Maidstone and Tunbridge Wells NHS Trust (MTW) lab which
includes GP practices in the Crowborough locality.
The data includes duplicate tests as person-identifiable data was not available, so relates to the
number of tests at each setting rather than the footfall of people. Nationally published data is also
used in this report and may have been de-duplicated so is not comparable.
Service use for chlamydia, gonorrhoea, syphilis and Hepatitis B testing
In 2017, 64,820 STI tests were undertaken across all settings and sent to the ESHT labs for
chlamydia, gonorrhoea, syphilis and hepatitis B. Of this number, 37% (23,950) were for chlamydia,
31% (19,960) for gonorrhoea, 20% (13,050) for syphilis and 12% (7,860) for hepatitis B.
Figure 70: STI testing sent to ESHT labs by setting, 2017
Over half (51%, 41,280) of all STI tests that went
through the ESHT labs in 2017 were undertaken
through East Sussex Specialist Sexual Health Services.
Tests in GP practices account for 15% (12,195) of those
processed through ESHT labs, while tests through
midwifery (10,515) account for 13% of all processed
tests. The ESHT Chlamydia Screening Programme
(7,425) and Hospital settings (7,450) each account for
just under one in ten tests processed.

Source: ESHT labs, 2018







Of the 41,280 tests in SSHS, 33% were chlamydia tests, 28% gonorrhoea and 20% syphilis
and19% HIV.
Of the 12,195 tests in GP practice settings, the majority were for chlamydia (40%) and
gonorrhoea (34%).
Just over half of the 7,425 tests processed from the ESHT chlamydia screening programme
were for chlamydia (54%) and 46% were for gonorrhoea.
Of the 7,450 tests in hospital settings, over a third (37%) were for HIV, just under a third
(31%) were for Hepatitis B, and around one in ten were for chlamydia (13%), gonorrhoea
(11%), or syphilis (8%).
Of the 10,515 tests through midwifery, exactly on third were for Hepatitis B (3,500), a third
for syphilis (3,505), and a third for HIV (3,495)
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The 930 tests in prison settings in 2017, were pretty evenly split between chlamydia (28%),
HIV (25%), syphilis (24%), and gonorrhoea (23%).
Just over half of the 970 tests through occupational health were for HIV, and just under half
(47%) for Hepatitis B.

Figure 71: Setting of STI test, by STI, 2017

Source: ESHT labs, 2018

Settings accessed for chlamydia and gonorrhoea testing in 2017 are almost identical, with the
majority taken through SHSS services, GP practices or the chlamydia screening programme. Over
half of all chlamydia (58%, 13,825), gonorrhoea (57%, 11,355) and syphilis (62%, 8,130) tests, and
just under half of all HIV tests (49%, 7,885) are in SSHS. Tests in GP practices account for a further
fifth of all chlamydia (20%, 4,875), gonorrhoea (21%, 4,150) and hepatitis B (19%, 1,535) tests
processed by ESHT. A much lower proportion of HIV tests (7%, 1,050) and syphilis tests (4%, 590) are
through GP practices than the other STIs. Less than 1% of chlamydia (10) and gonorrhoea (8) tests
are through midwifery services, compared to 22% HIV testing (3,495), 27% syphilis testing (3,500)
and nearly half of hepatitis B testing (45%, 3,505). A significantly higher proportion of hepatitis B
testing is through hospital settings (29%, 2,275) than any other STI. Hepatitis B (460) and HIV (510)
are the only STIs tested for through occupational health.
Chlamydia
The number of diagnoses of chlamydia in the 15–24 age group is one of the sexual health indicators
in the Public Health Outcomes framework, reflecting the important role that testing for and treating
chlamydia plays in improving sexual health among young people.9 The number of chlamydia tests
processed through the ESHT labs between 2013 and 2017 have risen by 6% from 22,635 to 23,953.
Figure 72: Chlamydia testing by setting, 2013-2017

While the proportion of tests in SSHS has
remained fairly consistent since 2013, there has
been a shift away from chlamydia testing in GP
practices (from 24% in 2013 to 20% in 2017),
towards testing through local ESHT chlamydia
kits (from 10% to 17%). This amounts to 670
fewer tests in GP practices, and 1,660 more tests
through the screening programme.

Source: ESHT labs, 2018
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Of the 23,953 chlamydia tests in 2017, 1,068 (4.5%) were positive tests. Since 2013, the overall
proportion of positive tests has declined from 5%. In 2017, 69% (735) of positive tests were
identified through SSHS, and 20% (210) through ESHT chlamydia kits. This is a 4% decrease in
positive tests through ESHT SSHS since 2013, and a 5% increase in positive tests through ESHT
chlamydia kits.
Figure 73: Percentage of positive tests by setting, 2013-2017
Between 2013 and 2017, positive tests
as a proportion of those tested fell
across SSHS, GP practices, and the
chlamydia screening programme, with
the greatest fall in the chlamydia
screening programme (from 7% to 5% of
those tested). Conversely, there has
been a slight rise in the proportion of
positive tests through hospital settings.
Unsurprisingly due to the transient
nature of the prison population, of
those tested, the proportion of positive
tests is higher and more variable than
the other settings.
Source: ESHT labs, 2018

Figure 74: Chlamydia Postal Kit Tests for 15-24 year olds by setting, 2016/17-2017/18

Between 2016/17 and 2017/18, 5,867 chlamydia
test kits were processed through the East Sussex
Healthcare NHS Trust (ESHT). Of the postal kits
returned to the lab between 2016/17 and
2017/18, one third (34%) were from Specialist
Sexual Health Services, a quarter (25%) from GP
practices and 6% from Pharmacies. Of the 35%
from other settings, 11% were from education
settings and 9% from remote testing.

Source: ESHT SSHS, 2018

Gonorrhoea
The number of gonorrhoea tests processed through the ESHT labs between 2013 and 2017 have
fallen by 13% from 22,605 to 19,957, although there is year on year variation with 2016 seeing the
greatest number of gonorrhoea tests over the last five years (24,000).
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Figure 75: Gonorrhoea testing by setting, 2013-2017
While the proportion of tests in SSHS has
remained fairly consistent since 2013,
similarly to chlamydia testing, there has
been a shift away from testing in GP
practices (from 25% in 2013 to 21% in
2017), towards testing through the
chlamydia screening programme (from 10%
to 17%). This amounts to 1,400 fewer tests
in GP practices, and 1,040 more tests
through the screening programme.
Source: ESHT labs, 2018

Of the 19,957 gonorrhoea tests in 2017, 169 (1%) were positive tests, this has been a consistent
proportion of total test since 2014, with circa 90% of positive tests identified through SHSS year on
year, around 5% through GP practices and around 5% through the chlamydia screening programme,
although this represents less than 10 positive tests from GP Practices and the screening programme
each year. Although numbers of tests are smaller within the prison population, between 2014 and
2016, this cohort had the largest proportion of positive tests (1.6-1.9%) of all settings.
Hepatitis B
The number of Hepatitis B tests for those aged 15 and over that were processed through the ESHT
labs between 2013 and 2017 rose by 12% from 7,035 to 7,860 with the most significant increase
between 2016 and 2017 where the number of tests rose by over 1,000 tests. This increase between
2016 and 2017 was shared across the midwifery, hospital, GP practice and Occupational Health
settings. The numbers for testing in prison and ‘other’ settings are too low to show trends, with
under 10 tests a year in each setting in 2017.
Figure 76: Hepatitis B testing by setting, 2013-2017
Between 2013 and 2017 there has
been significant change in the settings
through which Hepatitis B testing is
occurring. The year on year proportion
of testing in midwifery settings has
fallen from 55% (3,840) of all tests to
45% (3,500), while testing in hospital
settings and GP practices have
increased by 9% (from 1,440 to 2,275)
and 4% (from 1,125 to 1,535)
respectively. Testing in SSHS has also
decreased by 28% since 2013 from 115
to 85.
Source: ESHT labs, 2018
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Figure 77: Proportion of positive Hepatitis B tests through each setting, by year
Of the 7,860 Hepatitis B tests in 2017, 122
(1.6%) were positive tests. Since 2013, the
overall proportion of positive tests has
increased from 1.2%. In 2017, half (52%, 64)
of positive tests were identified through
hospitals, 29% (35) through GP practices and
9% (11) through SSHS. The proportion of
positive tests through SSHS and occupational
health has decreased steadily since 2013,
while those identified through testing in
hospital settings has increased from a third
(37%) of all positive tests to over half (52%).
Source: ESHT labs, 2018

Despite the decrease in testing and positive tests in SSHS since 2013, the proportion of positive tests
as a percentage of all tests taken is by far greatest in SSHS (13.1% in 2017), compared to 2.8% of
testing in hospital settings and 2.3% in GP practices. The numbers of tests in prison settings is small,
averaging 12 each year between 2013 and 2016, with less the 5 tests in 2017. However, of the 49
tests between 2013 and 2017, 11 were positive (22%) which is greater than any other setting over
the 5 year period.
Syphilis
An IgG/IgM antibody test is used to indicate a past or present infection with syphilis. There was an
8% increase in the number of syphilis testing among people aged 15 and over that were processed
through the ESHT labs between 2013 and 2017, rising from 12,100 to 13,050.
Figure 78: Syphilis antibody testing by setting, 2013 to 2017
The majority of testing is done through
SSHS, and the proportion of tests
undertaken in the setting has been
increasing steadily from 56% (6,775) of all
testing in 2013 to 62% (8,132) in 2017,
representing a 20% rise in testing in SHSS.
Testing in the midwifery setting has,
conversely, reduced from 32% (3,815) of
all tests in 2013 to 27% (3,505) in 2017, an
8% fall in testing in this setting. The
proportion of tests in GP practice settings
has also decreased from 7% of all testing
(865) in 2013 to 5% (590) in 2017,
representing 32% fewer tests in GP
settings in 2017 compared to 2013.
Source: ESHT labs, 2018

Of the 13,055 tested for syphilis antibodies in 2017, 113 had positive tests. As a proportion of all
tests, this amounts to 0.9% positive tests in 2017, similar to 2013 (0.9%). Of these positive tests, 88%
(99) were tested through SHSS (1.2% all tests in this setting), and 5% (6) through hospital settings
(1% of tests through this setting).
Those testing positive for IgG/IgM antibodies then have a TTPA test to validate whether syphilis has
been present. This does not indicate whether the syphilis is early, latent or late infection, or indeed
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if it has been treated, but shows that there has been a syphilis infection at some point. In 2017 87
TPPA tests were completed across all settings: three quarters (75%, 66) through SHSS, 13% (11)
though hospital settings, and 9% (8) through midwifery. Of this number, 49 (56%) were positive. Just
under half (Two thirds (67%, 44) tests were tested through SSHS settings. Numbers of TPPA tests and
resultant positives are too small to analyse any further at setting level. In 2017, nationally collected
data (patients, regardless of where treated), indicated that 26 people were newly diagnosed with
untreated Syphilis in East Sussex. This is approximately half of those identified as having syphilis at
some point through TPPA testing.
HIV
HIV 1/2 Antigen/Antibody tests is an initial screening test for HIV. There was an 23% increase in the
number of HIV screening tests among people aged 15 and over that were processed through the
ESHT labs between 2013 and 2017, rising from 13,010 to 15,970. Over the five year period, 70,390
tests were processed.
Figure 79: HIV 1/2 antigen/antibody testing by setting (population aged 15+), 2013 to 2017
The majority of HIV testing is done through SSHS, with
the proportion of SHSS testing increasing steadily until
2016 before declining by 6% between 2016 and 2017
(totaling 300 fewer tests in 2017). Testing in the
midwifery setting has reduced from 29% of all tests in
2013 to 22% in 2017. Conversely, the proportion of
tests in hospital settings has increased from 9% of all
tests in 2013 to 17% in 2017, representing a 142%
increase from 1,155 tests to 2,795 over this period.
Testing in GP practice settings has also increased, from
6% of all testing in 2013 to 7% in 2017.
Source: ESHT labs, 2018

Between 2013 and 2017 there were 172 positive HIV tests identified by the PHE labs, 72% of which
were from tests through SHSS; 13% through hospital settings; 8% through GP practices and 6%
through the prison service.
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SPECIALIST SEXUAL HEALTH SERVICES
Nationally, the total number of attendances at SHSS increased 3% between 2016 and 2017 (from
3,227,254 to 3,323,275), continuing the increasing trend over the past five years: between 2013 and
2017, there was a 13% increase in the number of attendances (from 2,940,779). Similarly, the total
number of sexual health screens (tests for chlamydia, gonorrhoea, syphilis and HIV) increased over
this time period (18%; from 1,513,288 in 2013 to 1,778,306 in 2017). While there were increases in
both attendances and testing nationally, there is some variability regionally.68
Specialist sexual health services (SSHS) in East Sussex are currently managed by East Sussex
healthcare NHS Trust and incorporate Genitourinary Medicine (GUM), STI testing, treatment and
management of GUM conditions, HIV testing, and management of simple and complex partner
notification of communicable STIs and HIV. The service is designed to meet the needs of the East
Sussex population but can be accessed by anyone regardless of residency. The two main SSHS ‘hubs’
are at Hastings Station Plaza and Eastbourne Avenue House, supported by SSHS ‘Spokes’ at St
Leonards Arthur Blackman clinic, Bexhill Health Centre, Hailsham Medical Centre, Uckfield Minor
Injuries Unit and Crowborough Memorial Hospital.
The service is commissioned to deliver the following outcomes:
 Clear accessible and up to date information about services providing contraception and
sexual health for the whole population including information targeted at those at highest
risk of sexual ill health
 Improved access to the whole sexual health system of services including on line, primary
care and community pharmacy among those at highest risk of sexual ill health
 Reduced sexual health inequalities amongst young people and young adults
 Reduced sexual health inequalities amongst BME groups
 Increased uptake of effective methods of contraception, including rapid access to the full
range of contraceptive methods including LARC for all age groups including signposting to
the most accessible service regardless of providing organisation (i.e. primary care, online
services).
 A reduction in unwanted pregnancies in all ages as evidenced by teenage and over 20’s
conception and abortion rates
 Increased diagnosis and effective management of sexually transmitted infections
 Increased uptake of HIV testing with particular emphasis on first time service users and
repeat testing of those that remain at risk
 Support for expanded HIV testing as when advised by ESCC
 Increased development of evidence-based practice
 Leading on ensuring improved and updated knowledge of education of colleagues with the
health and social care system in relation to clinical sexual health and HIV testing
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Figure 80: Specialist sexual health services and clinics in East Sussex 2018

Source: East Sussex Public Health Intelligence, 2019

The Level 3 specialist sexual health hubs are located in Eastbourne and Hastings, the two main urban
areas of the county which also have the highest teenage pregnancy rates. There are a further five
part time services located across the county to provide geographical access in more rural areas,
along with two “Circle Rooms” in Lewes and Peacehaven which are sexual health and contraception
services targeted at young people aged under 25 years.
The Specialist Sexual Health Service (SSHS) delivers primarily level 3 services around Genitourinary
Medicine (GUM) delivery and complex contraception through two ‘hubs’ in Eastbourne and
Hastings. The service also delivers level 2 services through specialist ‘spokes’ in community settings
in Uckfield, Crowborough, Hailsham, St Leonards and Bexhill. These spokes currently bridge the gap
between community settings and level 3 services. Broader sexual health services are commissioned
via Public Health Local Service Agreements, and there are also HIV services and services to secure
units delivered by the service which are commissioned by NHS England.
East Sussex has one of the longest running integrated specialist GUM/Contraception services in the
UK which is predominantly nurse-led and includes two consultants in GUM/HIV and a nurse
consultant in contraception. The service provides;
• Clinical leadership and specialist training for all medical, nursing and pharmacy practitioners in
East Sussex,
• Specialist partner notification for all clinical services including home sampling positive result
management in East Sussex,
• Assertive outreach service targeting those who have difficulty engaging with face to face
services,
• Psychosexual therapy services and,
• Behaviour modification through health advisors, and contact tracing.
The contraception service is run entirely by nurses, all of whom are trained how to administer and
remove different types of LARC, with 11 of the 24 nurse-prescribers in the Trust based within the
sexual health service.
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Of the 16,800 contacts with specialist sexual health services in East Sussex in 2017/18, 98% (16,440)
were face-to-face contacts, compared to 99% nationally.
Figure 81: Activities at SSHS, East Sussex and England 2017/18
For the 16,800 contacts with SHSS,
there were 32,540 activities
provided in 2017/18. Nearly half of
these activities (48%, 15,500) were
for contraceptive care, and a further
4% (1,250) for emergency
contraception provision. This is
higher than nationally where 45%
activity relates to contraceptive care
and 3% to emergency contraception.
One third (31%, 10,100) of SHSS
activity in East Sussex relates to
sexual health advice, compared to
29% in England. However, East
Sussex STI related activity (3%,
1,040) is significantly lower than
nationally (8%).
Source: GUMCADv2 surveillance PHE, 2018

The 2017 ESHT patient survey identified that people were most likely to access the Eastbourne clinic
through internet searching, whilst those accessing the Hastings clinic are most likely to have been
told about it by a family member or a friend.442
STIs diagnosed at specialist sexual health services
Figure 82: Proportion of STIs diagnosed in East Sussex clinics, all patients, 2017
East Sussex has a significantly lower rate of new STIs diagnosed in
SSHS clinics (609 per 100,000) than nationally (794 per 100,000). In
2017, there were 1,980 STIs diagnosed at SSHS in East Sussex. Of
this number, 40% were chlamydia (800), 22% genital warts (430),
13% herpes (260), 9% gonorrhoea (180), 7% Non-specific genital
infections (135) and 1% syphilis (10). The proportion of chlamydia
diagnoses in SSHS is slightly lower than nationally (48%). As a
proportion of all diagnoses, East Sussex has a significantly higher
percentage of genital warts (22%) than nationally (14%), although
the diagnostic rate of genital warts is significantly better in East
Sussex (88 per 100,000) than nationally (104 per 100,000).
Source: GUMCADv2 surveillance PHE, 2018

If including recurrent episodes of STIs at East Sussex, the most prevalent STI diagnosed is genital
warts with 945 diagnoses a year (515 of which are recurrent diagnoses), overtaking chlamydia by
145 diagnoses a year. If taking account of recurrent episodes, diagnoses of anogenital herpes also
doubles from 263 per year to 542.
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Detailed data on STI’s diagnosed through SSHS has been outlined previously in the section looking
at the most prevalent sexually transmitted infections in East Sussex.
Across all settings, not just SHSS, chlamydia is the most prevalent STI in East Sussex, yet remains
lower than the national average. It is twice as prevalent in females as in males, particularly amongst
younger women (across all settings, not only SSHS). However, male rates have been rising in recent
years, with twice as many 35+ year old men diagnosed as women. Within East Sussex, rates of
diagnoses of genital warts, gonorrhoea and syphilis through SSHS are significantly lower than
national rates. However, there is significant variation within the county. In 2017/18, Hastings had
significantly higher rates than nationally of genital warts, and genitally located symptomatic herpes,
with Eastbourne also more prevalent than nationally for herpes rate. Conversely, Lewes and
Wealden have significantly lower than national rates of genital warts and genitally located
symptomatic herpes. Rother and Wealden have significantly lower rates of gonorrhoea than
nationally, despite increasing diagnoses both locally and nationally.
Attendance at specialist sexual health services
In 2017 there were 14,850 patients from all areas (not just local residents) attending sexual health
services in East Sussex: 53% through Avenue House (7,800) and 47% through Station Plaza (7,000).
Amongst this population there were just under 20,000 new attendances and 7,750 follow up
attendances. Ninety five percent (14,200) of all patients attending East Sussex services in 2017 were
local residents.
In 2017 there were 19,850 new attendances (new episodes) at East Sussex specialist sexual health
services (SSHS): 10,650 at Avenue House in Eastbourne and 9,200 at Station Plaza in Hastings.
Figure 83: New and follow-up attendance at East Sussex SSHS, 2013-2017
New attendances, as nationally reported,
include all patients who have never attended
the service as well as rebooked patients
(attending 26 weeks or more after their last
attendance). In the same period there were
also 7,750 follow-up attendances: 4,500
through Avenue House and 3,200 through
Station Plaza. This represents an overall
increase in new attendances of 10% since 2013
(18,000); 11% through Avenue House and 9%
through Station Plaza. This reflects a national
increase in attendances.
Source: GUMCADv2 surveillance PHE, 2018

However, there is variation locally with the number of follow-up attendances (attendances up to and
including 42 days for routine GU, or 84 days for wards treatment). There has been a 40% fall in the
number of follow-up attendances through Avenue House between 2013 (7,450) and 2017 (4,550),
while follow-up attendances through Station Plaza have doubled over the same period, from 1,600
to 3,200. When comparing this with data received locally from services, there were some significant
data discrepancies which will need further investigation to understand. NB this data is nationally
reported and not comparable with the local data for SSHS hubs and spokes outlined below as the
two data sources have different definitions and reporting categories. It is not possible to separate
out new and follow-up attendances for GUM and family planning in the nationally reported data.
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A 2017 survey of 200 patients accessing either the Hastings or Eastbourne specialist hub identified
that a third of those at Eastbourne were accessing the clinic for the first time in 2017, compared to a
fifth in Hastings. Over half of patients at both clinics had attended more than once.442
Service inflow and outflow
In 2017, 95% (14,200) of those attending East Sussex
SSHSs were East Sussex Residents, 1% (160) were from
Kent, 0.5% (80) from Brighton and Hove, 0.4% (65) from
West Sussex and 2.6% (370) from other areas. Since 2011,
the proportion of East Sussex residents attending East
Sussex SSHS has increased slightly from 92% to 95%.
Attendees from Brighton and Hove and West Sussex have
both increased slightly (0.1% and 0.2% respectively), but
attendees from other areas have decreased over the
same period by 4% of all attendees, indicating that East
Sussex services are being used more frequently, and by
greater proportions of local residents.

In 2017, 67% of East Sussex residents attending sexual
health services attended services in East Sussex: 36%
(7,530) attended Avenue House hub and spoke
services, and 31% (6,660) attended Hastings hub and
spoke services. 21% residents used home-based
testing services (4,530), 7% (1,410) attended clinics in
Brighton and Hove, 2% (320) services in Kent and a
further 1% (180) in West Sussex. 3% (570) residents
accessed services elsewhere. (4530) were via home
testing; 7% (1,760).

As a proportion of the 26,660 new attendances for East Sussex residents (one resident may attend
for multiple new episodes), 74% (19,000) of new attendances for East Sussex residents were at local
services; 18% (4,525) were through home based testing services, 7% (1,760) were in Brighton and
Hove and 6% were in other areas. Of the 8,390 follow-up attendances, 88% (7,377) were at East
Sussex services, 10% (830) in Brighton and Hove and 2% (184) in other areas.
Figure 84: New and follow-up appointments for East Sussex Residents by attended clinic, 2017

Source: GUMCADv2 surveillance PHE, 2018
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First attendances
Of the 19,000 first attendances between January and December 2017 by East Sussex residents: just
over a third (35%) were from Hastings; just under a third from Eastbourne (30%); 17% were
residents in Wealden; 14% in Rother; and 5% in Lewes. Of 20,000 total first attendances in 2017/18
(95% of which were East Sussex residents), 8% were reported as Non-White ethnicity. 90% of first
attenders described themselves as heterosexual, 6% as homosexual (males and females) and 3% as
bisexual.
Figure 85: First attendance at East Sussex SHS, 2017/18 by demographic group

Source: GUMCADv2 surveillance PHE, 2018

In 2017, 43% first attendances at East Sussex SHS’s were people aged under 25 years, a third were
aged 25-34 (31%), and 26% aged 35 and over. Over twice as many females (13,750, 68%) as males
(6,450, 32%) were first attenders at a SHSS in 2017, which is unsurprising given the higher use of
SHSS for reasons of contraception in East Sussex compared to nationally.

Main method of contraception provided at specialist sexual health services
Figure 86: Women using SSHS by main method of contraception (based on first visit), 2017/18
In 2017/18, 7,910 women using SSHS in East
Sussex had a main method of contraception,
based on their first visit in within the year.
LARC accounted for one third (33%, 2,640) of
main contraceptive methods provided by SSHS
in East Sussex, and two-thirds (67%, 5,270)
were user dependent methods. This compares
to 41% of women using LARC in 2017/18
nationally.
Source: NHS Digital, SHRAD data 2018

Similarly to nationally (17%), the most regularly provided LARC was the contraceptive implant (17%,
1,350), although East Sussex has a lower proportion of the contraceptive injectable as main method
(6%, 470) compared to nationally (9%). The most regularly provided user dependent methods in East
Sussex in 2017/18 were the male condom (21%, 1,670), progestogen-only pill (PoP) (20%, 1,590) and
the combined pill (17%, 1,340).
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Figure 87: All women attending SSHS by main method of contraception, 2014/15-2017/18

Source: NHS Digital, SHRAD data 2018

Since 2014/15, the proportion of women attending SSHS who use LARC as their main method of
contraception has increased from 35% to 39%. This represents all women accessing SSHS in East
Sussex, not only those who reside in the area. This increase is reflected in increased specifically in
IUS as main method (from 8% in 2014/15 to 10% in 2017/18), and in the contraceptive implant (from
16% to 18% of all main methods). There has been a corresponding decrease in women using user
dependent methods of oral contraception (from 39% to 37%), and the male condom (from 17% to
15%). It should be noted that nationally produced trend figures differ slightly from local data for
2017/18 as national data is based on contraception recorded at a person’s final visit to the service
within a year, whereas the detailed local data is based on a person’s first visit of the year.
Of the 7,910 East Sussex residents attending SSHS for reasons of contraception in 2017/18, over a
third (39% 3,050) were from Hastings and a quarter from Eastbourne (26%, 2,020), 18% (1,410) were
residents in Wealden, 13% (1,030) in Rother and just 5% (410) residents of Lewes. This distribution
was similar when looking at the overall use of LARC and of USD methods and reflects the location of
the two main hubs in Hastings and Eastbourne. Across all districts and boroughs, approximately a
third of main method of contraception are LARC (varying from 32% in Rother to 37% in Lewes), and
two thirds USD methods (67%, 5,270).
Figure 88: Women attending East Sussex SSHS for contraception, main method at first visit,
2017/18

Source: NHS Digital, SHRAD data 2018

Over half all contraception provided were to women aged 20-34 (55%), with a further 21% provided
to 16-19 year olds. 20% were to people aged 35 or over, and 3% to young people aged under 16
years. This represents a similar distribution of service users than nationally, although there is a
slightly lower proportion of 20-34 year olds accessing services for contraception in East Sussex than
nationally (60%).
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Of the 7,910 women attending SSHS for reasons of contraception, 7% (545) were reported to be
Non-White. Of this number, a slightly lower proportion used LARC as main method of contraception
(29%, 157) than people reported as of White ethnicity (34%, 2,480). A higher proportion of NonWhite people used the male condom as main method of contraception (28%) than people
identifying as White British or Northern Irish (21%), and a slightly lower proportion (16%) were using
PoP. Of the 1,230 women attending SSHS for emergency contraception in 2017/18, 95% (1,170) had
emergency oral contraceptives and 5% (60) had intrauterine devices.
There was slight variation in main method across district and borough in 2017/18. Where LARC was
the main method, Lewes had a higher proportion of people using injectables (8%), and IUS (11%),
and a slightly lower proportion of implants (14%). For user dependent methods, Lewes (20%) and
Rother (19%) had slightly higher proportions using the combined pill, and Rother had a slightly
higher proportion using male condoms than elsewhere in the county. As a proportion of all methods,
Lewes had a lower percentage using progestogen only pill, and natural family planning than the
other districts and boroughs.

LARC

Table 8: East Sussex residents attending any SSHS for contraception, main method at first visit by
D&B, 2017/18
Injectable
Implant
IUD
IUS

Eastbourne
7%
138
17% 351
3%
59
7%
148

Hastings
6%
176
18%
553
3%
91
6%
187

User dependent

Patch
1%
24
2%
Combined Pill
16% 319 16%
POP
19% 380 21%
Natural Family
7%
141
6%
Planning
Condom
21% 425 21%
(Male)
Other
1%
27
1%
Source: NHS Digital, SHRAD data 2018

Lewes
8%
32
14% 55
4%
18
11% 43

Rother
5%
52
16% 160
3%
36
7%
77

Wealden
5%
69
16% 232
3%
41
9%
121

East Sussex
6%
467
17%
1,352
3%
245
7%
576

48
502
643

1%
20%
16%

5
82
66

0%
19%
18%

5
196
185

1%
17%
22%

15
241
316

1%
17%
20%

97
1,341
1,591

186

4%

15

7%

74

6%

78

6%

494

642

19%

75

23%

238

20%

289

21%

1,670

17

3%

13

1%

6

1%

15

1%

78

Similarly to nationally, use of LARC as main method increased with age in 2017/18. However, while
this ranged from 21% of those aged under 16 to 45% of those aged 45 years and over in East Sussex,
nationally higher proportions of each age group were accessing SHSS for LARC, ranging from 33% of
under 16s to 56% of those aged 45 years and older.26 As a proportion of all LARC users, 17% (460)
were aged under 20 in 2017/18, 57% (1,490) were aged 20-34, and 26% (690) aged 35 or over.
Young people aged under 20 made up a greater proportion of those using USD methods (28%,
1,490), with similar proportions of 20-34 year olds using USD (55%, 2,860) to those using LARC.
Conversely to LARC users, people aged 35 or older constituted just 17% of people using USD as main
method.
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Figure 89: East Sussex residents attending East Sussex SSHS for contraception by age, type, and
method, 2017/18

Source: NHS Digital, SHRAD data 2018

Young people aged 16 or under attending SSHS are most likely to use the male condom as main
method of contraception (32%, 80): than any other age group, with a further 42% (110) using the
contraceptive pill (combined or progestogen-only pill). Approximately half of 16-17 year olds (50%,
370) and 18-19 year olds (48%, 450) rely on the contraceptive pill as a main method of
contraception. The use of the contraceptive pill decreases with age from age 18-19 upwards, while
conversely the use of natural family planning and LARC IUD and IUS methods increases with age. IUS
constitutes a quarter (26%, 152) of main methods used by women aged 45 or over, compared to
18% (186) 35-44 year olds, 7% (160) 25-34 year olds and 3% (60) 20-24 year olds.
Figure 90: East Sussex residents attending SHSS for contraception by main method and age, 201417

Source: PHE Local Knowledge and Intelligence Service (South East), 2019

Analysis of use of SHSS in East Sussex for contraception between 2014 and 2017 shows a rising
proportion of young people aged under 18 using LARC. However, while this corresponds to a fall in
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user dependent methods for under 16s, for 16-17 year olds there has rather been a fall in injectable
contraception, and user dependent methods have been increasing. Use of LARC has also been rising
among 20-24 year olds since 2014 and user dependent methods have declined slightly. Conversely,
18-19 year olds have increasingly been relying on user dependent contraception as their main
method, with proportions using LARC declining since 2014. It should be noted that this data is based
on small numbers in the under 16 age group. THE ABOVE GRAPH IS NOT COMPARABLE TO
PREVIOUS CHARTS AS IT SHOWS TRENDS BY CALENDAR YEAR AS OPPOSED TO FINANCIAL YEAR.
Emergency Contraception
In 2017/18, 8 per 1,000 women were provided with emergency contraception by SSHS in East
Sussex, double the rate of the South East Region (4 per 1,000) and the national rate of 4 per 1,000.
Of the 1,230 women attending SSHS for emergency contraception in 2017/18, 43% (530) were from
Hastings, 27% (340) from Eastbourne, 13% (160) from Rother, 11% (140) from Wealden and 5% (70)
from Lewes. 95% these women received emergency oral contraception (1,165) and 5% (60)
emergency IUD. One in four (26%, 320) of all women accessing emergency contraception from SSHS
in 2017/18 were 16-24 year olds from Hastings, and a further 1 in 6 (17%, 210) were 16-24 year olds
from Eastbourne.
Figure 91: Percentage of women attending SSHS for emergency contraception by type and age,
2017/18

Source: NHS Digital, SHRAD data 2018

Two thirds of all women accessing emergency contraception are aged 24 or younger: 24% are aged
20-24 (275), 20% (230) are aged 18-19, and 16% (190) are 16-17 year olds. A quarter of those
accessing emergency contraception are aged 25-34 (300), and 10% are over 35 years. Conversely, of
the small numbers receiving emergency IUD, 34% (20) are aged 24 or younger, 37% (22) are aged 2534, 30% (18) are 35 or older. 9% (110) women attending SSHS for emergency contraception are
reported as Non-White ethnicity, 93% of whom received emergency oral contraceptives compared
to 95% of those identifying as White.
Figure 92: Women attending SSHS for emergency contraception by type and D&B, 2017/18
The proportion of women accessing
SSHS for emergency contraception in
2017/18 from each district and borough
is reflected in the proportion receiving
oral contraceptive methods. In contrast
it appears that a larger proportion of
Eastbourne residents (37%, 22), and a
smaller proportion of Hastings residents
(32%, 19) receive emergency IUD,
however, the small overall numbers
receiving emergency IUDs must be noted.
Source: NHS Digital, SHRAD data 2018
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C-Card condom scheme
In 2017/18, 485 people registered for the C-Card scheme through SSHS: 325 through Station Plaza,
Hastings, and 160 through Avenue House, Eastbourne. A larger proportion (61%, 200) registrants at
Station Plaza were aged under 18 years compared to Avenue House (53%, 84). Nearly three quarters
(71%) registrants through Station Plaza in 2017/18 were female, compared to just over half (55%)
through Avenue House. 95% of those registering through Station Plaza are of White British Ethnicity.
Ethnicity was only recorded for 3 registrants through Avenue House SSHS.
While Avenue House has half the new registrants of Station Plaza for 2017/18, there is 10x the
activity in terms of condom pack distribution at Avenue House (645) compared to Station Plaza (60),
constituting 92% of all packs distributed through SSHS. This may be related to the close geographical
proximity of pharmacies to both the Station Plaza Clinic and the local University in Hastings. For both
clinics, distribution to females exceeds males: Avenue House, 67% (435) and 33% (211) and; Station
Plaza 57% (34) and 43% (26) respectively.

Specialist Sexual Health Services Hubs
The Specialist Sexual Health Service delivers primarily level 3 services around Genitourinary
Medicine delivery and complex contraception through two ‘hubs’: Avenue House in Eastbourne, and
Station Plaza in Hastings.
New Patients
In 2017/18 Avenue House had substantially more new GUM patients (2,168) than Station Plaza
(1,341) but fewer new family planning patients (622 compared to 846 at Station Plaza).
Figure 93: New patients at East Sussex SSHS Hubs, 2013/14 to 2017/18
The use of the two hubs by new patients has
consistently differed since 2013/14, with approximately
three quarters of new patients attending Avenue House
for GUM and a quarter for family planning. This
compares to around 60% attending Station Plaza for
GUM and just under 40% for family planning. Since
2013/14 there has been a consistent decline in the
number of new GUM patients at Station Plaza, while
conversely the number has risen at Avenue House from
1,922 in 2014/15 to 2,168 in 2017/18. The number of
new family planning patients has also declined at
Station Plaza, resulting in a 20% decline in new patients
since 2013/14, compared to a 4% rise in new patients
at Avenue House over the same period.
Source: East Sussex Specialist Sexual Health Services, 2018

Follow-up appointments
In 2017/18, Avenue House (9,000) and Station Plaza (8,651) had similar numbers of follow-up
appointments for GUM patients (defined as a registered patient returning within 42 days of last
visit), while Station Plaza had significantly more (6,322) family planning follow-up appointments
(defined as a registered patient returning within the same financial year) than Avenue House
(4,924). This has been a consistent difference between the two hubs since 2013/14 and corresponds
with the differing use of the two hubs.
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Figure 94: Follow-up appointments at East Sussex SSHS Hubs, 2013/14 to 2017/18
Since 2013/14, there has been a decrease in the
number of GUM follow-up appointments at both
Station Plaza (7%, from 2,165 to 2,015 in 2017/18)
and Avenue House (29%, from 2,980 to 2,310 in
2017/18). Follow-up appointments for family
planning patients at Avenue House have also fallen
by 7% since 2013/14 (from 2,490 to 2,325), while
the number of follow-ups for family planning at
Station Plaza has remained at a similar level (from
3,135 to 3,105) over the same period.

Source: East Sussex Specialist Sexual Health Services, 2018

Figure 95: Rebooked GUM and family planning appointments at East Sussex SSHS Hubs, 2013/14 17/18
Since 2013/14, there has been an increase in the
number of GUM rebook appointments at both Station
Plaza (9%, from 6,070 to 6,635 in 2017/18) and
Avenue House (16%, from 5,600 to 6,690 in 2017/18).
Rebook appointments for family planning patients at
Station Plaza have also risen by 8% since 2013/14
(from 2,955 to 3,220). However, the number of family
planning rebooks at Avenue House decreased from
2,955 to 3,185 between 2013/14 and 2016/17, before
increasing slightly to 3,220 in 2017/18.

Source: East Sussex Specialist Sexual Health Services, 2018

Specialist Sexual Health Spoke Services
The service also delivers level 2 services through specialist ‘spokes’ in community settings in
Uckfield, Crowborough, Hailsham, St Leonards and Bexhill. These ‘spokes’ bridge the gap between
community settings and level 3 services.
New Patients
In 2017/18 there were 497 new patients attending the SHSS spoke services in East Sussex: 246 (49%)
for GUM and 251 (51%) for family planning. Uckfield Clinic had the greatest proportion of the new
patients (44%, 218), followed by Crowborough (24%, 121), Hailsham (20%, 98), Bexhill Health Centre
(7%, 33) and Arthur Blackman (5%, 27).
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Figure 96: New patients in East Sussex SSHS spoke services, 2017/18
In 2017/18, Crowborough, Hailsham and Uckfield
Clinics had just over half of their new patients being
seen for GUM reasons, and just under half for
family planning. This has been a consistent pattern
across these clinics since 2013/14, but is a marked
difference from Arthur Blackman and the Bexhill
Health Centre who have had smaller numbers of
new patients, the majority of whom have been
seen for family planning purposes. The proportion
of new patients seen for family planning in Arthur
Blackman has consistently been larger than those
seen for GUM since 2013/14. Those seen for family
planning at Bexhill Health Centre has been
consistently decreasing over the same period, from 47% of all new patients in 2013/14 to 21% in
2017/18. This indicates a change in use of the Bexhill Health centre from GUM to family planning.
Source: East Sussex Specialist Sexual Health Services, 2018

Figure 97: New GUM patients at East Sussex SSHS spoke services, 2013/14 to 2017/18
In 2017/18 there were 246 new GUM patients at
the SSHS spoke clinics across the county. This
represents a decrease of 52% from 470 in
2013/14. This decline in new GUM patients has
been consistent across all spoke clinics, with the
greatest decline in new GUM patients since
2013/14 seen in Bexhill Health Centre (from 30
to 7) and in the Crowborough clinic (from 142 to
66). Nearly half of new GUM patients in 2017/18
(48%, 117) were at the Uckfield Clinic, a quarter
(27%, 66) at Crowborough Clinic and 21% (52) at
Hailsham Clinic. Arthur Blackman (>5) and
Bexhill Health Centre (7) combined account for
5% of all new GUM patients, and have together
accounted for 5-7% since 2013/14.
Source: East Sussex Specialist Sexual Health Services, 2018

Figure 98: New family planning patients at SSHS spoke services, 2013/14 to 2017/18
In 2017/18 there were 251 new family planning
patients at the SSHS spoke clinics across the
county. This represents a decrease of 49% from
375 in 2013/14. This decline in new family
planning patients has been consistent across all
spoke clinics, with the greatest decline in the
Crowborough Clinic (65% from 91 to 55) and in
the Hailsham clinic (63% from 75 to 46).

Source: East Sussex Specialist Sexual Health Services, 2018
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Of all new family planning patients in 2017/18, 40% (101) were at the Uckfield Clinic, 22% (55) at the
Crowborough Clinic, 18% (46) at the Hailsham Clinic, 10% (26) at Bexhill Health Centre and 9% (23)
at the Arthur Blackman Clinic. This distribution has remained relatively consistent since 2013/14.
Follow-up appointments
In 2017/18 there were 538 follow-up appointments at SHSS spoke services in East Sussex: 93 (17%)
for GUM (defined as a registered patient returning within 42 days of last visit) and 445 (83%) for
family planning (defined as a registered patient returning within the same financial year). Of those
with a follow-up GUM appointment, 41% are at the Uckfield Clinic (218), 20% Crowborough (20%),
19% Hailsham (102), 5% Arthur Blackman (81) and 6% Bexhill Health centre (31). This reflects the
distribution of new patients across the clinics. With the exception of Crowborough Clinic, between
86% (Hailsham and Uckfield) and 98% (Arthur Blackman) of follow-ups are for family planning. At the
Crowborough Clinic, 58% follow-up are for family planning and 42% for GUM.
Figure 99: Follow-up GUM appointments at East Sussex SSHS spoke services, 2013/14-2017/18
Between 2013/14 and 2017/18 there has been
a 45% decrease in the number of GUM followup appointments at SSH spoke services (from
169 to 93), corresponding to the decrease in
service use over time by new patients. Nearly
half (48%, 45) of all GUM follow-up
appointments are in Crowborough Clinic, while
a third are in Uckfield Clinic (32%, 30) where
there was also the greatest proportion of new
patients in 2017/18. Between 2016/17 and
2017/18, follow-up GUM appointments
increased in Crowborough Clinic, while followups in all other clinics continued to fall.
Source: East Sussex Specialist Sexual Health Services, 2018

Between 2013/14 and 2017/18 there has been a 60% decrease in the number of family planning
follow-up appointments at SSH outreach services (from 745 to 445).
Figure 100: Follow-up family planning appointments at East Sussex SSHS spoke services, 2013/142017/18
Of all family planning follow-up,
appointments, 42% (188) are at Uckfield
Clinic, double the number at any other clinic
in 2017/18. Across all clinics there has been
a decrease in follow-up appointments for
family planning, most notably at
Crowborough which has seen a fall from 192
follow-ups in 2013/14 to 61 in 2017/18 and
in Hailsham (from 178 in 2013/14 to 88 in
2017/18). However, despite an overall
decline, family planning follow-ups
increased in Crowbourgh and Uckfield
between 2016/17 and 2017/18.
Source: East Sussex Specialist Sexual Health Services, 2018
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Rebooked patients
In 2017/18 there were 1,675 rebooked patients at SHSS spoke services in East Sussex: 1,050 (63%)
for GUM (defined as a patient returning 43 days or more since the last visit) and 625 (37%) for family
planning (defined as a registered patient attending for the first time in the current financial year).

Figure 101: Rebooked GUM patients at East Sussex SSHS spoke services, 2013/14 to 2017/18
Between 2013/14 and 2017/18 there has been a
16% decrease in the number of GUM patients
rebooked at SSH spoke services (from 1,280 to
1,050). One third (36%, 376) of all GUM
rebooked patients are in Uckfield Clinic, and a
quarter (25%, 265) in Hailsham Clinic. While all
clinics have seen a decline in rebooked GUM
patients since 2013/14, this is more marked at
Crowborough where numbers have declined
from 275 to 175. In contrast, numbers of
rebooked GUM patients have been rising at
Bexhill Health Centre since 2015/16.
Source: East Sussex Specialist Sexual Health Services, 2018

Between 2013/14 and 2017/18 there has been a 20% decrease in the number of family planning
patients rebooked at SSH outreach services (from 785 to 625).
Figure 102: Rebooked family planning patients at East Sussex SSHS spoke services, 2013/14 to
2017/18
Similarly to rebooked GUM patients, one
third (34%, 213) are in Uckfield Clinic, and
a quarter (26%, 163) in Hailsham Clinic.
While all clinics have seen a decline in
rebooked family planning patients since
2013/14, this is more marked at
Crowborough where numbers have halved
from 150 to 75. Numbers of rebooked
family planning patients has been rising at
Bexhill Health Centre since 2015/16,
mirroring the rise in rebooked GUM
patients at the clinic. There has also been a
slight rise at Uckfield clinic since 2016/17.
Source: East Sussex Specialist Sexual Health Services, 2018

Activity in East Sussex SSHS spoke clinics
In 2017/18, 843 tests for STIs were undertaken in the SSHS spoke clinics across East Sussex.
This relates to individual tests undertaken as opposed to individual patients, attendances or
episodes. A patient could have more than one test during an attendance or episode. Data have been
supressed where values are less than 5 to prevent disclosure of sensitive information.
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Figure 103: Tests undertaken across all East Sussex SSHS spoke clinics, 2017/18
Of the 843 STI tests in 2017/18, 40% (340) were through
the Uckfield Clinical, 23% (194) Hailsham Clinic, 20% (171)
Crowborough clinic, 7% (62) Bexhill Health Centre, and 7%
(57) Arthur Blackman Clinic. Over half of all tests (474)
were for chlamydia; gonorrhoea, syphilis and HIV, over a
third for chlamydia and gonorrhoea (315) and fewer than
10 tests in any clinic were for other STIs. All tests in the
Arthur Blackman Clinic were either a chlamydia,
gonorrhoea, syphilis and HIV test, or a chlamydia and
gonorrhoea test.
Arthur Blackman Bexhill Health
Crowborough
Clinic
Centre
Chlamydia, gonorrhoea, syphilis & HIV test
35
32
95
Chlamydia and gonorrhoea test
22
30
67
Syphilis & HIV test
<5
9
HIV antibody test
<5
<5
HSV (herpes simples virus) test
<5
Microscopy
<5
Chlamydia, gonorrhoea and syphilis test
<5
Total
57
62
171

Hailsham

Uckfield

118
64
6
6
<5
<5
<5
194

Total

194
132
5-9
7
7
<5
340

474
315
21
20
13
5-9
<5
843

Source: East Sussex Specialist Sexual Health Services, 2018

The following data relate to diagnosed STIs, not individual patients, attendances or episodes. A
patient could have more than one activity during an attendance/episode. Data have been supressed,
where values are less than 5, to prevent disclosure of sensitive information.
In 2017/18 there were 183 STIs diagnosed through SSHS Outreach Clinics, 22% of the number tested.
Of the 183 positive diagnoses, 44% (81) were diagnosed through Uckfield Clinic, 27% (49) through
the Hailsham Clinic, 25% (46) through the Crowborough Clinic, and less than 4% through the Arthur
Blackman Clinic and Bexhill Health Centre, which is unsurprising given the lower numbers of GUM
patients seen by these two clinics. A quarter (26%, 48) diagnoses were chlamydia, 13% (23)
Candidiasis. 11% (21) first episode genital warts with a further 8% (15) diagnoses of recurrent
episode genital warts.
Table 9: STIs diagnosed through East Sussex SHSS spoke clinics, 2017/18
Arthur Blackman
Clinic
Chlamydia
Candidosis
Genital warts (First episode)
Other conditions requiring treatment
BV and anaerobic balanitis
Genital warts (Recurrent episode)
Genital herpes (First episode)
Gonorrhoea
Balanitis/vaginitis/vaginosis
Genital herpes (Recurrent episode)
Urinary tract infection
Molluscum contagiosum
PID and epididymitis
HIV (Known positive)
Syphilis (Other late and latent)
Pediculosis pubis
Syphilis (Early latent)
Non specific genital infection
Total

Bexhill Health
Centre
<5

15

<5

6
<5
<5
9
6
<5

<5

<5

Crowborough

<5
<5
<5

Hailsham
6
11
6
8
5-9
<5
<5
<5
<5
<5
<5
<5
<5
<5
<5

<5
<5

5-9

46

49

Uckfield

Total

24
48
12
23
9
21
9
20
8
15
5-9
15
5-9
12
<5
8
<5 <5
<5
<5 <5
<5 <5
<5 <5
<5
<5
<5
<5
<5 <5
81
183

Source: East Sussex Specialist Sexual Health Services, 2018
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Partner notification (PN)
Partner notification is an essential component of STI management and control, protecting patients
from reinfection, partners from long-term consequences from untreated infection and the wider
community from onward transmission.9 All positive transmittable infection results are provided by
the specialist service laboratory to the specialist services health advising team who contact practices
to offer support with partner notification. Positive results triggering this are: HIV, syphilis,
gonorrhoea, chlamydia, and trichomoniasis (parasite infection spread by sexual contact).
In 2017/18 there were 1,960 partner notifications through SSHS in East Sussex, 1,340 (68%) were
positive. This compares to 1,120 positive tests in 2016/17. Across both years, just under half the
diagnoses were for males and just over half were females.
Figure 104: Positive diagnoses through partner notification, 2016/17 and 2017/18
In 2017/18 there was a similar proportion of
positive chlamydia diagnoses through partner
notification (83%, 1,120) than in 2016/17 (85%,
955), but a slightly higher proportion of positive
gonorrhoea diagnoses. A slightly higher proportion
of positive diagnoses in 2016/17 were for people
identifying as heterosexual (88%) than in 2017/18
(83%), and a slightly lower proportion identifying as
homosexual (10% vs 13% in 2017/18) or bisexual
(1% vs 3% in 2017/18).

Source: SSHS East Sussex

HMP Lewes sexual health in-reach service
HM Prison Lewes is situated within East Sussex with an average population of 642 people per year
(convicted and remand adult, local young remand offenders). The population at HMP Lewes is highly
transient, with large proportions of people moving in and out of prison while on remand. Health
Care Services at HMP Lewes are commissioned by NHSE and provided by Sussex Partnership NHS
Foundation Trust (SPFT) and include a 19 bed inpatient unit, an outpatient facility, a pharmacy and a
range of clinics. Lewes prison sexual health in-reach service is a service commissioned by NHSE and
provided by East Sussex Healthcare NHS trust to provide a complex GUM clinic within the prison
setting.
On average, HMP Lewes has around 642 people through the prison in a year. In 2017/18, 444 people
attended the HMP Lewes sexual health in-reach service, three quarters (325) of who were first
attenders. This represents approximately 50% of the estimated population moving through the
prison per year. 402 patients were seen in nurse led clinics in 2017/18 (out of 831 called up): 233
new patients; 82 rebooked patients and 137 follow-up appointments. 50 people were seen in
consultant led clinics over the same period.
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Figure 105: Age of attendees at the HMP Lewes sexual health in-reach service, 2017/18
In 2017/18, 25% of those attending the sexual
health in-reach service were aged 25-29, and
22% aged 20-24. The number of attendees
decreased by age group between 25-29 year
olds and those aged 50+. Of the 444 attending
the service, three quarters (74%) were British.
Of the 26% BAME attendees, 10% identified as
White Other, 5% as Black or Black British, and
5% as Mixed ethnicity. In 2017/18, of those
attending, just over 90% identified as
heterosexual, 4% as gay/lesbian and 3% as bisexual.
Source: HMP Lewes KPIs, 2017/18

Between 2016/17-2017/18, the most prevalent infection within the prison population was
chlamydia (38), followed by genital warts (25), non-specific genital infection (11) and Balanitis
(inflammation of the head of the penis) (10). Under 5 people tested positive for gonorrhoea, for HIV
and for genital herpes over the two year period, while 27 people tested positive for other conditions
requiring treatment. In 2017/18 there were 11 transfers of care for people with HIV into HMP
Lewes, and 8 transfers of care out of the prison for people with HIV. On average, 4 HIV positive
people were on the caseload each month in 2017/18.443 This indicates that within Lewes Prison
there are very low numbers of complex cases, and that most could potentially be dealt with within
primary care.

Assertive Outreach Team
The Assertive Outreach Team works mainly with highly vulnerable men and women who live in East
Sussex and are unable or unlikely to attend face to face services based in clinics for STI and HIV
testing and access and provision of contraception. This includes teenage pregnancy which is
commissioned through the integrated sexual health service. The Outreach Team is a primarily
community-based two-person team providing sexual health services to vulnerable people who won’t
access services, by providing stability and consistency through developing a relationship-based
approach. The team also works at Avenue House and Station Plaza as part of the integrated sexual
health service. This service aims to tackle the sexual health inequality for vulnerable populations in
more remote parts of the county, and also works alongside other services such as the Foundation
Projects which supports women who had children removed from their care, to help understand
court procedures and follow court recommendations. The criteria of this service includes the
prevention of unwanted pregnancies and provision of contraception by a designated contraceptive
nurse.
In 2017/18, 99 women who were referred by social services/maternity through the Foundations
Project were seen by the contraception nurse. This includes women who have undergone
proceedings and those who are mid-proceedings. Of this number, 87 (88%) accepted LARC against a
threshold of 50%. This is an increase from 75% women (70/94) accepting LARC in 2016/17. All
women in 2017/18 took up some form of contraception against a threshold of 80%.
In 2017/18, 374 women received contraception from specialist services within their own home in
East Sussex. This equates to 2% of all patients receiving contraception through specialist services in
2017/18 (97% received contraception at a health centre).444
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Psycho sexual services
Psycho sexual services provide counselling with a focus on a wide range of sexual issues, including
sexual functioning, ill health and disability, sexual trauma or pain, sexual orientation, and compulsive
sexual behaviour. This service is for people of all ages living in East Sussex.
In 2017/18, 365 people were referred to the psychosexual therapy service in East Sussex: 216 to
Eastbourne and 149 to Hastings. Of this number, 55% (200) were assessed and 53% (194) started
therapy. In 2017/18, 194 patients completed their therapy. These numbers may include a small
number of patients who were assessed or started therapy in the previous year. In 2017/18, 59% of
psychosexual therapy was provided at Eastbourne and 41% at Hastings.
Figure 106: Psychosexual therapy service activity, 2017/18

HIV services and care (NHS England commissioned)
The HIV treatment and care outpatient’s service is commissioned by NHS England and provided for
all ages. It can be accessed by anyone regardless of residency but local services are designed for the
East Sussex population. The aim of Specialised HIV Services for Adults (Outpatient and Inpatient
Services) is to provide specialist assessment and ongoing management of HIV and associated
conditions in order to support patients to stay well (reduced mortality and morbidity) and to reduce
the risk of onward transmission of HIV. The service aims to ensure that the outcomes, wellbeing and
quality of life of adults with HIV are maximised.445 Outpatient services are provided in East Sussex by
ESHT, while inpatient HIV complex care wards are based in Brighton and Hove provided by BSUH.
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Figure 107: Prevalence of diagnosed HIV per 1,000 population, 2017

Source: SOPHID tables, PHE, 2018

HIV prevalence
In 2008, UK National Guidelines for HIV Testing 2008446 recommended routine HIV testing for all
general medical admissions as well as new registrants in primary care where the diagnosed HIV
prevalence exceeds 2 in 1,000 population aged 15 to 59 years. These guidelines were updated by
NICE HIV testing guidelines447 in 2017 which defined HIV prevalence of 2- 5 per 1,000 as high
prevalence, and HIV prevalence of 5 per 1,000 as extremely high prevalence. Two-thirds of late HIV
diagnoses are in high or extremely high prevalence areas, highlighting the importance of the
recommendation to expand HIV testing in high prevalence areas.
Within East Sussex, the highest prevalence of diagnosed HIV is in the coastal areas of East Saltdean
and Telscombe Cliffs, Newhaven Denton and Meeching in Lewes district, Upperton in Eastbourne
borough, and Braybrooke, Castle, Central St Leonards and Gensing in Hastings borough. These
concentrations contribute to the fact that Eastbourne (2.36 per 1,000), Hastings (2.48 per 1,000) and
Lewes (2.19 per 1,000) all have rates of diagnosed HIV among 15-59 year olds that are over the 2 per
1,000 threshold for expanded HIV testing.
Figure 108: Rate of HIV diagnosed people per 1,000 15-59 year olds, 2017
As outlined above, Hastings has the highest rate of
diagnosed HIV among 15-59 year olds, followed by
Eastbourne and Lewes. The rate in Eastbourne has
remained above the 2 per 1,000 threshold for expanded
HIV testing since 2006, in Lewes since 2009, an in
Hastings since 2012, with rates in both Eastbourne and
Hastings rising year on year. Eastbourne, Hastings and
Lewes have all had similar rates to national since 2012.
However, statistically better than national rates in
Rother (1.52 per 1,000) and Wealden (0.88 per 1,000)
mean that the overall county rate is 1.8 per 1,000, also
significantly better than nationally (2.32 per 1,000).
Source: Fingertips, PHE, 2018
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Within Eastbourne, Hastings and Lewes where high rates of HIV have triggered NICE guidance
recommendations and increased screening of new GP registrants and medical admissions has
commenced. East Sussex are piloting HIV screening in medical admissions units and have so far
exceeded the value for money target of over 1 HIV positive test for every 1,000 HIV negative tests.
However, HIV testing coverage in East Sussex (62%, 8,385 people) remains significantly worse than
nationally, and this is reflected across all districts and boroughs with the exception of Lewes which
has similar coverage to nationally. All areas with the exception of Lewes have been significantly
worse than nationally since 2009, although there have been significant improvements over this
period across all areas. For example, coverage increased in Hastings from 8% in 2009 to 64% in 2017.
HIV testing coverage and uptake in GUM services
In 2017, HIV testing coverage for men (74%, 3,615) was significantly worse than nationally (79%).
Coverage for women (55%, 4,770) was also significantly worse than nationally (57%), although
Hastings, Lewes and Rother had similar coverage to England. HIV coverage for MSM in East Sussex
was 81% (721) in 2017, significantly below England (89%), with Eastbourne (81%), Hastings (78%)
and Rother (82%) all significantly worse than England. Similarly to East Sussex overall, coverage
improved across all districts and boroughs between 2009 and 2015, with the biggest improvements
seen in Hastings and Rother. However, coverage has fallen across all districts and boroughs with the
exception of Rother since 2015.448 This is complicated by the fact that all contraceptive patients are
recorded as a GUM attendance but often do not need a HIV test as they have recently been tested
when pregnant.
Table 10: HIV testing coverage and uptake, total population, 2009-2017
Coverage
uptake
Coverage
East Sussex
uptake
Coverage
Eastbourne
uptake
Coverage
Hastings
uptake
Coverage
Lewes
uptake
Coverage
Rother
uptake
Coverage
Wealden
uptake
England

2009

2010

2011

2012

2013

2014

2015

2016

2017

69%
78%
28%
58%
27%
55%
8%
24%
57%
81%
15%
37%
42%
70%

69%
78%
54%
69%
45%
63%
52%
64%
68%
79%
55%
68%
56%
73%

71%
80%
57%
71%
48%
70%
56%
65%
71%
83%
60%
70%
56%
75%

70%
80%
55%
60%
50%
57%
53%
54%
70%
75%
59%
62%
51%
60%

70%
79%
51%
52%
50%
52%
43%
43%
69%
72%
48%
50%
54%
55%

68%
77%
50%
54%
48%
55%
41%
44%
69%
72%
47%
50%
55%
60%

67%
76%
55%
56%
57%
57%
45%
46%
71%
74%
51%
53%
58%
60%

68%
77%
62%
66%
62%
65%
60%
64%
69%
73%
63%
68%
61%
66%

66%
77%
62%
71%
60%
67%
64%
74%
66%
77%
63%
74%
59%
67%

Source: Fingertips sexual health profile, PHE, 2018

In 2017, HIV testing uptake in East Sussex was 71%, significantly lower than England (77%). This was
reflected across all districts and boroughs with the exception of Lewes, with the lowest rates in
Eastbourne (67%) and Wealden (67%). Across all areas rates fell significantly between 2011 and
2012, but since this time have been rising steadily across the county. This is due to a change in
coding practice in correlation with increased integrated delivery. Rates of uptake among MSM in
East Sussex (92%) are also significantly worse than nationally (95%), and while they have increased
from 85% in 2009, since 2014 uptake has remained at 92%. Uptake in Eastbourne (92%) and Lewes
(91%) is significantly below England, with uptake falling by 2% in Eastbourne since 2016. Similarly to
HIV coverage in East Sussex, uptake for men (83%) and women (64%) are both significantly worse
than nationally (87% and 69% respectively).
In 2017, 685 HIV positive East Sussex residents accessed HIV care in a clinic in England. Numbers
accessing HIV care have risen steadily, from 587 in 2013, a rise that has been seen across all districts
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and boroughs in East Sussex. The greatest proportion of people accessing HIV care are from
Eastbourne (26%, 180), followed by Hastings (22%, 150), Lewes (22%, 155), Wealden (16%, 110) and
Rother (13%, 90). Approximately three quarters (77%,525) of people accessing HIV care in 2017/18
were male and a quarter (23%,160) female. This is consistent across all districts and boroughs with
the exception of Lewes where 83% (130) of those accessing HIV care are male and 17% (25) female.
New HIV diagnoses
Figure 109: Rate of new HIV diagnosis per 100,000 population aged 15 and over, 2011 to 2017
In 2017/18 there were 6 new HIV diagnoses per
100,000 population aged 15 or over, similar to the
national rate of 8.7 per 100,000. Between 2011 and
2015 the rate of new HIV diagnoses in East Sussex
was significantly better than nationally, however,
while rates have been steadily increasing nationally,
rates in East Sussex increased between 2014 and
2016, before taking a downward turn in 2017.
Eastbourne (9.2), Hastings (9.2), Lewes (7), and
Rother (6.1) all have statistically similar rates to
England and have had similar or better rates since
2011. Wealden (1.5) has had a significantly better
rate than nationally since 2011.
Source: Fingertips sexual health profile, PHE, 2018

Service location
Figure 110: Outflow: East Sussex residents seen for HIV care by site of treatment, 2017
In 2017, 30% (210) of residents accessing HIV care in East
Sussex were seen at Avenue House, Eastbourne, 29% (200)
at the Lawson unit, Brighton, and 20% (140) were seen at
Station Plaza in Hastings. Of the remaining residents, 16%
(110) accessed clinics in London.

Source: SOPHID data, 2018

When looking at inflow of patients into East Sussex HIV outpatients, data shows that 95% of those
accessing HIV services through Station Plaza or Avenue House are East Sussex residents.
Figure 111: East Sussex residents seen for HIV care by site of treatment, 2013-2017

Since 2013 attendance of East Sussex residents
at HIV outpatients has increased, with the most
significant increases seen at Avenue House (18%
from 175 in 2013 to 205 in 2017), and Station
Plaza (35% from 105 in 2013 to 140 in 2017).

Source: SOPHID data, 2018
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Figure 112: East Sussex residents seen for HIV care by site of treatment and D&B, 2017
Of all those living in Eastbourne who were seen for
HIV treatment in 2017, 75% were treated at the
Avenue House clinic (63% of the Avenue House
Clinic caseload). Two thirds (69%) of those attending
Station Plaza were residents of Hastings and 26%
residents of Rother. This suggests that use of East
Sussex services is heavily related to geographic
proximity to the clinic. Similarly, 60% of East Sussex
residents accessing the Lawson unit in Brighton live
in Lewes. Wealden residents are most likely of all
areas to access clinics out of East Sussex, Brighton
and London due to the proximity to services in Kent.
Source: SOPHID data, 2018

East Sussex service use by demographics
Figure 113: Residents accessing HIV-related care by age, 2017
In 2017, 41% (285) of those being seen for HIV care
were aged between 50 and 64 years, 36% (245) were
aged 35-49 and 14% (100) aged 65 and over. Those
aged 25-34 constitute 7% (50) of those being seen for
HIV care by SSHS in East Sussex. The proportional age
distribution varied by district and borough. Compared
to those accessing HIV services in the other Districts
and Boroughs:
 Hastings: higher 35-49 year olds (42%)
Lower aged 65+ (9%),
 Eastbourne: Lower 50-64 year olds (34%),
Higher aged 65+ (19%)
 Wealden: Lower 35-49 year olds (26%)
Higher 50-64 year olds (34%).
Source: SOPHID data, 2018

In 2017, 74% (505) of people seen for HIV care identified as White and 26% as BME: 18% (120) as
Black African. There was slight variation across districts and boroughs, with a smaller proportion of
people seen for HIV care identifying as White in Eastbourne (65%, 116) and Hastings (72%, 107), and
a higher proportion identifying as White in Wealden (83%, 89), Lewes (79%, 130) and Rother (78%,
70). There was also variation in those identifying as BME, with 11% (17) people identifying as Black
African in Lewes, compared to 25% (37) in Hastings. Eastbourne had over twice the proportion of
people identifying as Other/Mixed ethnicity (11%, 20) than the other areas.
While there are larger overall populations of people identifying as Non-White British in Eastbourne
and Hastings compared to Lewes, Rother and Wealden449, the proportions seen for HIV care are over
twice the proportions seen in the general populations of Eastbourne and Hastings. However, this
should be interpreted with caution due to the small numbers being seen for HIV care by District and
Borough.
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Probable route of infection
Figure 114: Residents accessing HIV-related care by probable route of infection, ethnic group: 2017
Of the 685 residents accessing HIV care:
- 59% (405) have a probable route of infection through sex
between men,
- 37% (250) through sex between men and women, and
- 4% (30) though other or unknown routes.
Just over half (56%, 380) of those accessing HIV care are
MSM who identify as White, 20% identify as BAME and have
likely been infected through heterosexual sex (145), and
15%(105) identify as White and have likely been infected
through heterosexual sex.
Source: HARS data, 2018

We do not have detailed ethnicity data on probable route of infection, but know that the largest
BME cohort for MSM in East Sussex is Mixed/Other, and for heterosexuals is Black African. This
reflects national data showing higher HIV prevalence amongst MSM who are predominantly White
and Black Africans heterosexuals.
Late diagnosis
Within East Sussex overall in 2015-2017, 44% of people with HIV were diagnosed late, similar to
England (41%). However, there is marked variation in late diagnosis across the county.
Figure 115: Percentage of persons (aged 15+) diagnosed with HIV late (CD4 count < 350 cells/mm3)
The percentage of people with late HIV
diagnoses in East Sussex has been similar to
England since 2010-12. Rother and
Wealden have seen significant increases in
the proportion of late diagnoses since
2013-15. However, numbers locally are
very small (33 across East Sussex) meaning
that a small numerical difference can lead
to a significant rise in percentage. Late HIV
diagnosis is similar to nationally in
Eastbourne, Hastings, and Lewes, which is
positive given the higher rates of HIV
diagnosed in these areas. However, late HIV
diagnosis across all districts and boroughs
have seen a slight rise in 2015-17.
England
East Sussex
Eastbourne
Hastings
Lewes
Rother
Wealden

2009-11
50%
50%
54%
45%
43%
67%
46%

2010-12
49%
48%
55%
43%
42%
50%
45%

2011-13
46%
42%
48%
33%
53%
29%
41%

2012-14
2013-15 2014-16 2015-17
43%
41%
40%
41%
40%
42%
40%
44%
44%
50%
40%
43%
39%
24%
24%
32%
38%
44%
33%
33%
29%
33%
60%
71%
46%
57%
70%
70%
Source: HIV and AIDS Reporting System (HARS), 2018
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Circle rooms
The Circle Room is a contraception and sexual health service open to all under 25 year olds as a
drop-in service, with pre-booking also available. There are two Circle Rooms in East Sussex: School
Hill Surgery, Lewes and Meridian Surgery, Peacehaven. People using the service do not have to be
registered with the surgery. The service first opened in 2011 and offers a modified level 2 service,
with referral to tertiary service where appropriate (for example for microscopy). The service offers
full sexual health screening, contraception, including implants, free condoms, emergency
contraception, pregnancy testing and HIV testing. The Circle Room in Lewes also provides chlamydia
screening at colleges and aims to offer an add-on secondary care service in a semi-rural area to
ensure as many of those requiring sexual health services can be reached by the service.
School Hill Surgery Circle Room
In 2017/18 there were 656 young people who attended the circle room: 78% females and 22%
males, a gender distribution which has been consistent since 2013/14. In 2014/15, 700 people
attended the circle room, 12% more than 2015/16 (617). However, since 2015/16 the number of
people using the service has increased to 646 in 2016/17 and 656 in 2017/18.

Of the 656 East Sussex residents attending the School Hill Circle Room in 2017/18, just under half
(44%, 289) were aged 19-25, a third (36%, 233) were aged 16-18 and one in five (19%) were under
16 years old. Of those attending the service, 81% (530) were unregistered patients in 2017/18,
representing a steady increase from 72% (440) in 2014/15. This is against a target of 75%
unregistered patients. The rise in unregistered patients may reflect the introduction of an on-theday appointment system which means registered patients do not have to wait until the Circle Room
to be seen.
In 2017/18, 866 clinician contacts took place, with over 200 patients seeing more than one clinician.
Nearly half (49%) patients were seen by a GP, a third (34%) by a nurse, and 17% by a healthcare
assistant (HCA). Only 1% were referred to GUM services, as nearly all were treated within the
service. These proportions have remained fairly consistent. The number of overall contacts and of
patients seeing more than one clinician has been rising year on year.
In 2017/18, 85% (553) appointments were new contacts and 15% (107) were follow-up
appointments: a ratio of 5.6:1. This is a rise in new appointments from 77% (507) in 2014/15 and a
significant fall in follow-up appointments from 33% (169) in 2014/15.
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Figure 116: School Hill Circle Room patients by age 2014/15 to 2017/18

There has been a shift from younger to older patients
over the last 2 years, with 16-18 year olds constituting
over half of service users in 2014/15 and 2015/16, and
just over a third in 2016/17 and 2017/18. This has
been offset by a rise in the proportion of 19-25 year
olds being seen by the service over the same time
period. The number of under 16s being seen by the
service has also been rising since 2015/16.

Source: School Hill Circle Room, 2018

Figure 117: Coverage of School Hill Circle Room, 2014/15-2017/18
Since 2014/15, School Hill Circle Room
has seen 2,620 young people. Of the
2,485 with locations recorded, 66% were
from the Lewes area and 17% from the
Ringmer area. One in five patients (18%)
accessing the Circle Room were from
other areas of East Sussex, and further
afield, including West Sussex, Brighton
and Hove, Surrey and Kent.

Source: School Hill Circle Room and Public Health Intelligence, 2018

Sexually Transmitted Infections
Figure 118: Chlamydia screening at School Hill, 2014/15 to 2017/18
All patients at the Circle Room are offered combined
chlamydia/gonorrhoea tests. The number of chlamydia
screens through School Hill Circle Room fell from 490 in
2014/15 to 310 in 2015/16 but has remained just over 300
since 2015/16. Since 2014/15 the proportion of full sexual
health screens has reduced from 46% to 26% of all tests,
while the proportion of people screening through self-taken
tests has increased. As a proportion of all patients at the
Circle Room each year, just under half have had a full sexual
health screen or a self-taken chlamydia test in the three
years since 2015/16. The most common reasons for
declining are being in a first sexual relationship or having
already had a recent test.
Source: School Hill Circle Room, 2018

The number of HIV tests offered varies slightly year on year. The number of tests taken as a
proportion of tests offered increased between 2014/15 (56%) and 2016/17 (69%), then reduced to
59% in 2017/18. These numbers represent the younger age groups using the clinic, many who have
no risk factors for HIV transmission (i.e. not started having sex) or do not perceive themselves as at
risk.

138

Figure 119: HIV tests offered and taken at School Hill, 2014/15 to 2017/18

Source: School Hill Circle Room, 2018

In 2017/18, 50 STIs were treated at the Circle Room, 18 of which were for chlamydia or chlamydia
contacts and 8 for genital warts. There was a spike in treatment of chlamydia in 2016/17 were
numbers more than doubled from the previous year. Treatment of bacterial vaginosis and genital
warts have both decreased since 2014/15.
Table 11: Conditions treated at School Hill Circle Room, 2014/15 to 2017/18
2014/15
2015/16
2016/17
Chlamydia/ chlamydia contact
19
14
34
Bacterial Vaginosis
11
7
<5
Genital Warts
23
20
6
Genital Herpes
<5
<5
<5
Candida
6
12
8
Urinary Tract Infection
<5
<5
Non-Specific Urethritis
<5
<5
<5
Female Pelvic Inflammatory Disease
<5
<5
Gonorrhoea contact
<5
<5

2017/18
18
<5
8
5
<5
5
<5
<5

Source: School Hill Circle Room, 2018

In 2017/18, 129 C-Cards were issued by School Hill Circle Room, 19 more than the previous year.
Contraception
In 2017/18, 539 contraceptive activities were undertaken through the School Hill Circle Room,
slightly lower than in 2016/17 (548). Just under two thirds (62%) contraceptive activities are people
accessing the service for advice on Long-acting reversible contraceptives (LARC), a slightly lower
proportion than in 2014/15 and 2015/16 (66%), although numbers are similar. Those accessing the
Circle Room for the first time for the pill (combined oral contraceptive or progestogen only), has
increased from 11% in 2014/15 to 16% in 2017/18, while access for the depo injection has been
decreasing since 2015/16. There has been a rise in the proportion getting the repeat pill through the
clinic since 2015/16. The number of implants and IUDs does not accurately reflect the actual number
done because they are done on a date separate to the clinic. This means that if they are not booked
from the clinic they will not be recorded in the statistics. Use of the kyleena coil began in April 2018
and has increased the uptake among the young women, including those as young as 16.
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Figure 120: Contraceptive activity at School Hill, 2014/15 to 2017/18

Source: School Hill Circle Room, 2018

In 2017/18, 38 patients were provided with emergency contraception: 6% of those accessing the
service. This is a slight rise from 2016/17 (5%, 31), but consistent with previous years. In 2017/18, 72
pregnancy tests were performed, with 6 unplanned pregnancies within the year (8% of tests taken).
This is double the proportion of unplanned pregnancies compared to 2014/15 to 2016/17.
Meridian Circle Room
Figure 121: Meridian Circle Room patients by age 2015 to 2018
In 2018 there were 161 young people who attended the Meridian
circle room, a slight decrease from the 187 attending in 2017, and
the 177 attending in 2016. Just over half of the young people
attending Meridian Circle Room between 2015 and 2018 have
been aged 19-25 years, and approximately a third aged 16-18,
although numbers in this age group fell by a third from 74 to 52
between 2017 and 2018.
Source: Meridian Circle Room, 2018

In 2018, all 161 young people attending the clinic were patients registered at the surgery, with
similar distributions seen in 2017 and 2016. This could be result of a lack of outreach to engage
young people in and around Peacehaven who are not registered patients at Meridian, or increasingly
likely, the merging and closing alternative GP practices in this area.
Sexually Transmitted Infections
Figure 122: Chlamydia screening at Meridian Circle Room, 2015 to 2018
The number of chlamydia screens at Meridian Circle Room has
been steadily decreasing since 2015, from 47 to 16 in 2018. The
most marked decrease has been in full sexual health screens
which have fallen from 33 to 8 between 2015 and 2018: from
70% to 50% of all chlamydia tests. The number of self-taken
chlamydia tests have also fallen year on year since 2015, from
14 to 8 in total. There is little data on HIV testing, with fewer
than 5 tests offered and fewer than 5 HIV tests undertaken
over the last three years combined.
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Source: Meridian Circle Room, 2018

There are no recorded treatments for STIs at Meridian Circle Room.
Contraception
The majority of activity at Meridian Circle Room related to provision of contraception services to
young people.
In 2018, 156 contraceptive activities were undertaken through the Meridian Circle Room, slightly
lower than in 2017 (179). Just over half (55%, 86) activities are people accessing the service for the
repeat pill (combined oral contraceptive or progestogen only), a higher proportion than in 2015
(39%, 37), 2016 (52%, 73), and 2017 (45%, 81). Those accessing the Circle Room for implants has
remained relatively stable at around a quarter of all attendees since 2015, while access for IUDs has
increased numerically from 10 in 2015 to 17 in 2018. Between 2015 and 2017 those receiving the
Depo injection increased from 9% to 16%, before decreasing to 5% in 2018.
Figure 123: Contraceptive activity at Meridian Circle Room, 2014/15 to 2017/18

Source: Meridian Circle Room, 2018

Nine patients have been to the Meridian Circle room for emergency contraception since 2015.
There were 16 C-Cards issued in 2016, but there has been little C-Card activity since, with only 5
issued in 2017 and 2018 combined.
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GP SERVICES
GPs are local and convenient for many people, and as such are key providers of sexual health care,
including contraception and STI testing and treatment, and diagnosing HIV as part of their NHS
Commissioning Board contracts. Some practices also have staff who have undergone additional
training to offer LARC.9 In East Sussex, Public Health are responsible for general practices who can
demonstrate that staff hold the minimum required formal accreditation to provide sexual health
services through individual GP contracts. This includes:
 To supply and fit contraceptive intrauterine coils and devices
 To supply and fit contraceptive subdermal contraceptive implants
 To provide a level two STI testing and treatment and HIV testing service.
 To supply c card condoms
The following data shows where people aged 15 years and over in East Sussex are getting tested for
specific STIs, including chlamydia, gonorrhoea, syphilis HIV and hepatitis B. This is data from the East
Sussex Healthcare NHS Trust (ESHT) so does not include:
 Internet testing
 Tests processed through the Brighton and Sussex University Hospitals NHS Trust (BSUH) lab
which includes GP practices in Lewes and Havens localities + residents attending specialist
sexual health services at BSUH.
 Tests processed through the Maidstone and Tunbridge Wells NHS Trust (MTW) lab which
includes GP practices in the Crowborough locality.
The data includes duplicate tests as person-identifiable data was not available, so relates to the
number of tests at each setting rather than the footfall of people. Nationally published data is also
used in this report and may have been de-duplicated so is not comparable.

STI testing through Primary Care
In 2017/18, 12,193 STI tests were processed from GP Practices through East Sussex Healthcare NHS
Trust (ESHT) for people aged 15 years and older in East Sussex. This is the number of tests as
opposed to number of patients as one person may have had more than one test. This includes all
those tested for chlamydia, gonorrhoea, syphilis, hepatitis B and HIV.
Figure 124: Proportion of tests from GP Practices processed through ESHT labs, 2017

In 2017, 40% (4,875) of tests processed through ESHT
from GP practices were for chlamydia, a third (34%,
4,150) were for gonorrhoea, and 12% were for
hepatitis B (1,535). These are higher proportions
compared to tests across all settings that were
processed through the ESHT labs in 2017 (30% were
chlamydia, 25% for gonorrhoea and 10% for hepatitis
B). Conversely there are proportionally less than half
the syphilis tests (5%) and HIV tests (20%) processed
from GP practices than from across all settings.

Source: ESHT labs, 2018
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Contraception prescribed in primary care
Figure 125: Type of contraception prescribed in primary care 2016/17-2017/18
In 2016/17-2017/18 160,000 contraceptive
items were prescribed in primary care, the
majority were user dependent methods: just
under half (49%) were for the combined
hormonal contraceptive pill, and just over a
third (36%) were for the progestogen only pill.
11% were for the contraceptive injection and
2% of all contraceptive prescriptions were for
emergency contraception.

Source: EPACT database, 2018

Discounting those practices which have closed or merged (highlighted in lighter colours in the chart
below), there was huge variation in activity across GP practices, from 719 items to 4,028 items
(Buxted Medical Centre). The number of items provided by each GP practice is shown on the right
hand side of the chart. Eastbourne Station Health Centre and Hastings Medical Practice and Walk-in
have far greater proportions of emergency contraception items, potentially due to the nature and
location of the practices resulting in higher numbers of commuters and unregistered patients using
the services. Practices in HWLH CCG have higher proportions of LARC contraceptive items,
particularly St Andrews Surgery, Meridian Surgery, Mid Downs Medical Practice and Quayside
Medical Practice. However, taking into account practice population composition, practices across
HWLH CCG overall are dispensing fewer contraceptives for their populations than practices in EHS
CCG or HR CCG.450
Figure 126: GP prescribed LARC (excluding injections), rate per 1,000 15-44 year olds, 2011-17

The rate of LARC prescribed (excluding
injections) in primary care (34 per 1,000) in
East Sussex is significantly higher than the rate
prescribed in primary care in England (29 per
1,000), and has been significantly higher since
2011.

Source: PHE Fingertips, sexual and reproductive health profiles
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Figure 127: Contraception items dispensed by GP Practice, 2016/17-2017/18

Source: EPact, 2018
NB: Blanked out Practices with C or D next to them are those which have recently closed or merged.
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Figure 128: Contraception dispensed in 2016/17- 2017/18 by CCG
In the 2016/17 and 2017/18 period there were over
144,000 contraceptive items dispensed in East
Sussex, with a pretty even distribution across all
CCGs (between 47,000 and 49,000). 94% of items
dispensed were for user dependent contraception
methods, 4% for LARC and 2% for emergency
contraception. However, the type of item
dispensed varied, with HWLH CCG providing three
times the proportion of LARC (6% - 2,700 items)
than HR CCG (2%, 900 items), and 1.5 times the
proportion of EHS CCG (4%, 1,700 items).
Source: EPACT database, 2018

General Practices signed up to Public Health Local Service Agreements
In East Sussex there are 63 main GP practices. The following table identifies how many of these have
committed through signing up to a Public Health Local Service Agreement (PHLSA) to provide
specific sexual health services:
Figure 129: Proportion of GP practices providing sexual health services via Public Health contracts
Contract name
Proportion of main GP
practices signed up to PHLSA
Sexual Health Improvement
C-Card distribution
46 of 65 practices (71%)
Level one sexual health services
Chlamydia testing
63 of 65 practices (97%)
Level two sexual health services
Intrauterine device/system fitting
46 of 65 practices (71%)
Subdermal contraception implant
46 of 65 practices (71%)
STI testing and treatment and HIV testing
37 of 65 practices (57%)
Source: East Sussex Public Health

Overall activity at GP practices signed up to sexual health PHLSAs
Since 2015/16 there has been variation in activity levels against all GP Practice PHLSAs. The most
consistent activity has been for IUCD/S, the insertions of which have been increasing steadily since
2015/16 with a slight increase in removals also. This mirrors trends of increasing use of IUCD/S both
in local SHSS and nationally. GP activity for implant insertion has also increased since 2015/16, with
a slight fall in numbers in 2016/17 but a significant rise in 2017/18. Across all PHLSAs for
contraception provision, the greatest activity is for IUCD/S insertion.
Across PHLSAs for STI testing and treatment, the greatest activity between 2015/16 and 2017/18 has
been testing for registered patients, although overall activity has been decreasing. However, the
outcomes of these tests have been changing over time: GP claims for asymptomatic/negative tests
have decreased from 79% of activity (2,701) in 2015/16 to 70% (2,206) in 2017/18, while claims for
symptomatic/positive tests have increased from 21% (707) to 30% (941) over the same period,
suggesting an increasing proportion of positive tests coming from GP practices over time.
Practice specific activity is outlined below, although this will not match the trend data discussed
above as annual practice level data will be impacted by local service closures and merges, and
factors such as issues with claim processing.
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Table 12: Overall GP activity against PHLSAs, 2015/16 to 2017/18

Source: East Sussex Public Health

STI testing
The Public Health Local Service Agreement for Sexually Transmitted Infection (STI) testing and
treatment and HIV testing451 is a contract where GP practices are incentivised through remuneration
for providing STI and HIV testing. This covers level one and level two sexual health service provision
within primary care: at level one practices are remunerated for asymptomatic/negative diagnoses,
and at level two for symptomatic or positive diagnoses. The contract requires practices to undertake
face-to-face consultation with individuals primarily requesting input for STI/HIV requiring testing and
to perform chlamydia and gonorrhoea swabs where required. HIV testing must be offered as an opt
out test for all patients with an expected minimum uptake of:
 60% in all patients who have a sexual health screen
 80% in MSM and Black Africans
 All MSM patients to have a syphilis test requested on the HIV blood sample
 All patients with genital ulceration to have a syphilis test as a differential diagnosis.
Treatment of all STIs must be in line with national and local guidance. All clinical medical and nursing
staff delivering these services must complete the accredited training approved by BASHH. Patients
suspected or diagnosed with gonorrhoea must be referred directly to specialist services while genital
warts and herpes simplex can be treated by the GP.
The following map shows the locations of the GP practices and identifies those that are signed up
and not signed up to a PHLSA for STI and HIV testing. The practices appear to be clustered in the
more populous areas of Eastbourne and Hastings. The East Sussex Strategic Commissioning Plan for
Sexual Health 2016-2019 identified that there previously appeared to be less representation in the
North and South West of the county including in Crowborough and the Havens - there are now GP
practices signed up to the PHLSA in both these areas.
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Figure 130: GP Practices signed up to the PHLSA for Sexual Health (STI testing and treatment and
HIV testing), 2018

Source: East Sussex Public Health Intelligence, 2019

Of the 37 GP practices signed up to the PHLSA for STI and HIV testing, 34 claimed for activity against
the contract in 2017/18:
 34 – asymptomatic/negative testing (Level 1) for registered patients





8 – asymptomatic/negative testing (Level 1) for non-registered patients
23 – symptomatic/positive testing (Level 2) for registered patients
6 - symptomatic/positive testing (Level 2) for non-registered patients
17 – follow-up appointment for symptomatic/positive testing

In 2017/18, 3,024 STI or HIV tests were undertaken under the PHLSA at GP practices in East Sussex:
2,154 for patients who were asymptomatic/negative (2,113 registered patients and 41
unregistered), and 870 for patients who were symptomatic/positive (854 registered patients and 16
unregistered). For those tests which were symptomatic/positive, 117 follow-up appointments were
provided. Due to ongoing data quality issues it is not possible within this needs assessment to report
in more detail
Intra-uterine contraceptive device (IUCD)
The Public Health Local Service Agreement for Intra-uterine contraceptive device/system
(IUCD/S) fittings452 remunerates GP practices for IUCD insertion, removal and follow-up treatment
for IUCD related problems. Complex IUD/S removal and contraceptive requirements should be
referred to the appropriately trained consultant staff within the specialist sexual health services. This
contract aims to: ensure provision of post-coital copper IUCD fitting for emergency contraception as
a means of reducing unwanted pregnancies; increase uptake of long acting reversible contraception,
and reduce the number of induced abortions of pregnancy. Practices are required to keep
appropriate registers and clinical records, to ensure a full sexual history is taken, to offer all patients
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under 25 a chlamydia swab prior to recommending the IUCD, to provide appropriate information on
all options and to follow good clinical governance practices. Any woman who is a resident of East
Sussex who is a registered or non-registered patient of the practice is eligible to receive this service
following clinical assessment and presentation of the full choice of contraceptive methods.
Practitioners (both doctors and nurses) undertaking this procedure must have appropriate
accreditation and have completed all relevant training as directed by FSRH.
Figure 131: Map showing location of GPs signed up to PHLSA for IUCD/S, 2018

Source: East Sussex Public Health Intelligence, 2019

The above map identifies GP practices signed up to the PHLSA for IUCDs. This shows a relatively
good geographical representation across the county, although there is a cluster of practices in
Hastings, where need is potentially greater, who are not signed up to the PHLSA. This map shows a
much more even distribution across the county compared to 2015 where the East Sussex Strategic
Commissioning Plan for Sexual Health 2016-2019 identified paucity of provision in the Havens and
the North of the County above Crowborough. None of the northern-most six practices in the map
above were signed up to the PHLSA in 2015, and only one (located in Seaford) was signed up in the
Havens.
Of the 46 GP practices signed up to the PHLSA for IUCD, 44 provided activity against the contract in
2017/18:
 43 – IUCD/S insertion



44 – IUCD/S removal
43 – IUCD/S follow-up appointments

In 2017/18, 1,580 IUCD insertions were undertaken in GP practices in East Sussex under the PHLSA
and 1,078 IUCD removals. 931 follow-up appointments were provided. Quintins Medical Centre (78),
Meridian Surgery (76), Stone Cross Surgery (74) and St Andrews Surgery (71) had the highest
numbers of IUCD insertions, while 6 of the 46 practices signed up had either no activity or under 10
IUCD insertions undertaken. Quintins Medical Centre (51), Meridian Surgery (51), and St Andrews
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Surgery (60) had the highest numbers of IUCD removals. Quintins Medical Centre and Stone Cross
Surgery had the highest activity against this PHLSA in 2017/18.
Figure 132: GP activity, PHLSA IUCD insertion and removal, 2017/18

Source: East Sussex Public Health

Subdermal contraceptive implants (SDCI)
The Public Health Local Service Agreement for subdermal contraceptive implants453 remunerates GP
practices for SDCI insertions and removals. This service covers counselling, fitting, monitoring and
removal of contraceptive implant. Practices are required to keep appropriate registers and clinical
records, to ensure a full sexual history is taken, to offer all patients under 25 a chlamydia swab prior
to recommending the implant, to provide appropriate information on all options and to follow good
clinical governance practices. Any woman resident in East Sussex who is a registered or nonregistered patient of the practice is eligible following clinical assessment and presentation of full
choice of contraceptive method, taking into account clinical appropriateness of method and
contraindications and exclusions. Complex contraception issues must be carried out by the
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appropriately trained staff and must be referred through to the East Sussex Specialist Sexual Health
Team. Practitioners (both doctors and nurses) undertaking this procedure must have undertaken
appropriate education and training as directed by FSRH.
Figure 133: Map showing location of GPs signed up to PHLSA for SDCIs, 2018

Source: East Sussex Public Health Intelligence, 2019

The above map identifies GP practices signed up to the PHLSA for SDCIs. Similarly to IUCD/S, there is
a relatively good geographical representation across the county, although there is a cluster of
practices in Hastings, who are not signed up to the PHLSA. There is also a geographical gap in
provision along the central Rother/Wealden boundary. This is a more rural and less densely
populated part of the county and correlates with national evidence of difficulties accessing services
in more rural areas.
Of the 46 GP practices signed up to the PHLSA for IUCD, 41 provided activity against the contract in
2017/18:
 41 - SDCI insertion


42 – IUCD/S removal

In 2017/18, 1,139 SDCI insertions were done in GP Practices in East Sussex under the PHLSA and 802
SDCI removals. Seaford Medical Practice (77), Quayside Medical Practice (67), and Lighthouse
Medical Practice (65) had the highest numbers of SDCI insertions, while 5 of the 46 practices signed
up had no activity and 3 had under 10 insertions undertaken. Quayside Medical Practice (54), and
Seaford Medical Practice (46) had the highest numbers of SDCI removals. Quayside Medical Practice
and Seaford Medical Practice also had the highest activity against this PHLSA in 2017/18.
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Figure 134: GP activity, PHLSA SDCI insertion and removal, 2017/18

Source: East Sussex Public Health

Chlamydia
The PHLSA for chlamydia screening postal test kits remunerates GP practices for each completed kit
reported by SSHA. Primary care is ideally placed to offer opportunistic screening to patients and
previous data has shown that chlamydia tests on patients in primary care have found a large
proportion of positive cases. The aim of the service is to routinely offer self-taken chlamydia postal
screening tests to all male and female primary care users aged 15-24 years and while they should
ideally be performed at the GP practices, the kits are designed as home tests kits which can be
posted in a pre-paid envelope. Results will be sent to the test kit provider who will deal with all
notification and treatments for positive patients and their contacts. This service supports the
delivery of the chlamydia screening programme in East Sussex and is coordinated by SSHS. 454
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Figure 135: Map showing location of GPs signed up to chlamydia postal kits PHLSA, 2018

Source: East Sussex Public Health Intelligence, 2019

The above map shows the locations of the GP practices signed up to the PHLSA for chlamydia postal
test kits. This shows good representation across the county, but compared to 2015, there appear to
be fewer practices signed up to provide chlamydia postal kits in the far-east of the county.
Of the 63 GP practices signed up to the PHLSA for chlamydia postal screening, 59 demonstrated
activity against this contract in 2017/18. Across all GP practices there were 910 postal kits provided
to and completed by patients through GP practices in East Sussex. Meridian Surgery (73) and Seaford
Medical Practice (69), had the highest numbers of returned chlamydia postal test kits, while 4 of the
63 practices signed up had no activity and 10 had fewer than 5 test kits returned over the year.
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Figure 136: GP activity, PHLSA chlamydia screening postal kits returned, 2017/18

Source: ESHT SHSS
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C Card
The C-Card PHLSA specification for GPs is for the distribution of condoms and signposting to
comprehensive contraceptive and sexual health services, with remuneration for each encounter
where condoms are supplied to a young person. A separate delivery agreement must be in place to
offer scheme registration to young people. Distributors are expected to identify a young person’s
card status, determine condom preference, supply condoms and update the c-card, offer a
chlamydia test or signpost to services where appropriate and record monitoring information. There
is no formal limit to the number of times a young person can visit for condoms, with 6 condoms per
visit available for 13 and 14 year olds, and 12 for 15-24 year olds. 455
Figure 137: Map showing location of GPs signed up to C-Card distribution PHLSA, 2018

Source: East Sussex Public Health Intelligence, 2019

The above map shows the locations of the GP practices signed up to the PHLSA for C-Card
distribution. This shows good distribution of practices signed up along the more densely populated
coastal areas of the county, but a potential gap in provision in Wealden, around Heathfield and
Forest Row, with Forest Row being one of the more densely populated areas for 0-18 year olds in
the county.456
In 2018/19, 5 practices were actively registering young people for the C Card scheme. Over the year
there were 311 interventions by GPs across 10 of the 37 practices signed up to the PHLSA, indicating
that 27 practices (73%) of those signed up to the PHLSA are either not delivering any activity against
the contract, or are not recording and reporting their activity. Two thirds (68%) of the activity in
2017/18 is through two GP practices: Eastbourne Station Health Centre (89 interventions), and
Meridian Surgery (121 interventions). Data recording is known to be poor and there is no further
activity data reported for GPs providing condom distribution through the PHLSA.
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Figure 138: GP condom distribution interventions through the PHLSA, 2017/18

Source: East Sussex Public Health
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PHARMACY SERVICES
Pharmacies are a feature of most local communities, and some provide a range of sexual health
services, including offering chlamydia testing as part of the National Chlamydia Screening
Programme, provision of home test kits, participation in condom schemes and the provision of
emergency contraception. As with GPs, this type of provision used to be arranged through Local
Enhanced Service arrangements, and Local Authorities put their own contracting arrangements in
place to cover this type of provision.9 In East Sussex, individual community pharmacy contracts are
open to those community pharmacies who can demonstrate required activity and minimum formal
accreditation required to supply free emergency hormonal contraception to under 25s; chlamydia
home sampling kits, and to supply C card condoms.

Pharmacies signed up to Public Health Local Service Agreements
In East Sussex there are 108 pharmacies. The following table identifies how many of these have
committed through signing up to a Public Health Local Service Agreement (PHLSA) to provide
specific sexual health services:
Figure 139: Proportion of GP practices providing sexual health services via Public Health contracts
Contract name
Proportion of main GP
practices signed up to PHLSA
Sexual Health Improvement
C-Card distribution
73 of 108 pharmacies (68%)
Level one sexual health services
Chlamydia testing
60 of 108 pharmacies (56%)
EHC and chlamydia testing
58 of 108 pharmacies (56%)
Source: East Sussex Public Health

C Card
Similarly to the GP C-Card PHLSA, the contract with pharmacies is for condom provision and signposting only and pays pharmacies for each contact resulting in condoms being supplied to a young
person. As with the GP contract, pharmacies are expected to identify a young person’s card status,
determine condom preference, supply condoms and update the c-card, offer a chlamydia test or
signpost to services where appropriate and record monitoring information.
There is no formal limit to the number of times a young person can visit for condoms, with 6
condoms per visit available for 13 and 14 year olds, and 12 for 15-24 year olds. Young people aged
13-24 and resident in East Sussex are eligible for the C-Card scheme and can self-refer or be formally
referred. Providers participating in EHC and chlamydia screening services for young people should
consider offering C-Card alongside contraception and screening.457
The map below shows the locations of the pharmacies signed up to deliver C-Cards in East Sussex.
This shows strong distribution across the most densely populated areas of Eastbourne and Hastings,
but poor representation in the centre and North of the county.
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Figure 140: Location of pharmacies signed up to distribute condoms via the C-Card scheme, 2018

Source: East Sussex Public Health Intelligence, 2019

Figure 141: Young people registered with pharmacies for C-Card
In 2018/19, 64 pharmacists were distributing condoms and 13
were registering young people. Across all 73 pharmacies
signed up to the PHLSA for C-Card condom distribution
between 2016 and 2018, 113 people were registered for CCards across 12 pharmacies: 36 males and 77 females. Of this
number, 97 identify as White British (86%), 3.5% as White
other and 4.5% identify as Other Mixed ethnicity. Of all those
newly registered, 79 (70%) are aged under 16 years, 17 (15%)
17-19 years and 18 (16%) aged 20 years and over. Between
April 2016 and December 2018, 62 Pharmacies supplied
condoms on 4,781 occasions. The total number of single
condoms distributed in this time period was 45,599.458
Source: East Sussex Pharmaoutcomes, 2018
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Figure 142: Condom distribution through pharmacies April 2016 to December 2018

The number of pharmacies supplying condoms has risen year on year
from 47 between April and December 2016, to 49 in 2017 and 55 in
2018. In 2018 there were 73 pharmacies registered to distribute
condoms through the C-Card scheme, across the 55 who supplied
condoms, 13,635 condoms distributed on 1,394 separate occasions.
This is 500 fewer distribution occasions than in 2017 and 4,500 fewer
single condoms supplied. Unsurprisingly, in 2018, just under half of all
the condoms distributions were through the largest distributor, Boots
UK Ltd, totalling 6,100 single condoms supplied. This has been
consistent across all three years.

Emergency Hormonal Contraception (EHC) and chlamydia screening PHLSAs,
There are two PHLSAs to cover chlamydia screening: EHC and chlamydia screening PHLSA, and a
chlamydia screening PHLSA.
The PHLSA for EHC and chlamydia screening makes payments to community pharmacies for
consultations supplying EHC to those aged under 25 years, for completed chlamydia screening postal
test kits to those aged under 25 years and for provision of pregnancy tests to those aged under 25
years. In addition the service is expected to provide the C-Card service specification and distribute
condoms as per the C Card service specification. Chlamydia/gonorrhoea postal kits must be offered
to all young people who request pregnancy tests, EHC tests or condoms. Pharmacies are also
expected to promote the service via a display in the premises and to have the necessary
accreditation. The service aims to increase chlamydia/gonorrhoea testing in pharmacies and
detection rates; improve young people’s access to and choice of EHC; increase young people’s
knowledge and understanding of sexual health and contraception; to reduce unintended pregnancy;
to reduce prevalence of chlamydia and the expand whole sexual health system access and
availability for East Sussex residents.459
The PHLSA for chlamydia screening postal kits incentivises community pharmacies to distribute
chlamydia/gonorrhoea postal kits to all young people aged 15 to 24 years requesting pregnancy
tests, EHC tests or condoms. Community pharmacy is ideally placed to offer opportunistic screening
and this service supports the delivery of the chlamydia screening programme in East Sussex. Results
will be sent to the test kit provider who will deal with all notification and treatments for positive
patients and their contacts. Those aged over 25 must not be excluded from receiving a test kit if
requested, as it is recognised that the pharmacy may be the only accessible service available.460
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Figure 143: Pharmacies signed up to deliver EHC, pregnancy testing and chlamydia screening
postal kits, 2018

Source: East Sussex Public Health Intelligence, 2019

The above map shows the locations of the pharmacies signed up to deliver EHC, pregnancy testing
and chlamydia screening postal test kits under either PHLSA. This shows a cluster of pharmacies in
Eastbourne and Hastings but relatively poor representation in the centre and North of the county, a
picture similar to that identified in 2015 by the East Sussex Strategic Commissioning Plan for Sexual
Health 2016-2019. It also shows a slight decline in the number of pharmacies signed up in
Eastbourne in comparison to those identified in 2015.
Across the 58 pharmacies signed up to the PHLSA for EHC and chlamydia testing, 28 provided EHC in
2018, compared to 24 in 2017 and 24 in 2016. In total in 2018, 403 EHC were supplied by
pharmacies, 50 less than in 2017, but 35 more than in the 8 months the PHLSA was running in 2016.
Of the 403 people requiring EHC in 2018, 329 (82%) were eligible for being offered a chlamydia kit.458
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Figure 144: EHC provided by time after unprotected sexual intercourse
In 2018, over half EHC provided via
pharmacies was provided less than 24
hours after unprotected intercourse
(58%), similar to 2017 (55%) and 2016
(60%). Nearly a quarter (24%) was
provided between 24 and 48 hours
after unprotected sex in 2018
compared to 31% in 2017. Since April
2016, 18% of EHC provided by
pharmacies has been for young people
aged 16 years or under, approximately
25% has been for 17-18 year olds, over
half (average across the three year
period) for 19-25 year olds and 2% for
those over 25.
Source: East Sussex Pharmaoutcomes, 2018

The proportion of people requesting EHC because they used no contraception has been gradually
rising since 2016, from 53% to 58%, whilst conversely, those stating that they need EHC due to
condom failure has decreased from 33% in 2016 to 29% in 2018. One in ten of those requesting EHC
have missed taking the contraceptive pill. 458
Figure 145: Reason for requesting EHC at a pharmacy, 2016-2018

Between 2016/17 and 2017/18, 331 chlamydia postal test kits handed out by pharmacies in East
Sussex were returned by patients: 138 in 2016/17 and 193 in 2017/18. Of the 60 Pharmacies that
were signed up for the chlamydia PHLSA, 26 were not signed up for the EHC/chlamydia PHLSA. Of
those 60 signed up to provide kits over the two year period, 37 (60%) resulted in fewer than 5 test
kits being returned to the lab: with 23 having just one kit returned. Across East Sussex as a whole,
Buxted Pharmacy in Uckfield returned most kits (33) between 2016/17 and 2017/18, followed by
Boots in Arndale (24) and Sovereign Harbour (21)(both in Eastbourne) and Paydens in Wadhurst
(21). Lewes and Uckfield localities generally have fewer pharmacies than other areas due to the size
of the localities, but have some of the most active pharmacies in terms of chlamydia postal kits
returned to the labs.
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Table 13: Chlamydia postal test kit provision through pharmacies, 2016/17-2017/18

Source: ESHT, SHSS
Of the 108 pharmacies in East Sussex, 36 are not signed up to either the EHC/Chlamydia PHLSA or
the chlamydia PHLSA.
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HOME SAMPLING
The provision of self-requested home sampling kits in East Sussex includes tests for chlamydia,
gonorrhoea, syphilis and HIV. Online screening was introduced to screen those who would not or
could not attend clinics. All positive results are notified to the patient and the specialist sexual health
services health advisers for management and partner notification. This contact is commissioned by
Public Health, with the service accessed via website www.eastsussexsexualhealth.co.uk or
www.freetest.me.
Figure 146: Home sampling, completed tests per 1,000 residents aged 15+, 2016/17 to 2018/19

Source: Preventx Data mapped by East Sussex Public Health Intelligence, 2019

The above map shows the rate of completed home sampling tests that have been returned to the
lab per 1,000 population aged 15 years or older (NB one person may return more than one test).
This identifies higher rates of completed tests along the most densely populated coastal areas of the
Havens, Eastbourne, Bexhill and Hastings. There are also particularly high rates of completed homebased tests in Lewes, Plumpton, Newick, Uckfield and Crowborough. These are less densely
populated areas than the coastal towns, which may be more likely to use home sampling due to less
potential access to other services (geographically further from the SSHS hubs, although there are
spoke clinics in Crowborough and Uckfield, and only one GP practice signed up to the STI PHLSA in
each of these areas). There has been some targeted outreach work at Plumpton College which may
have impacted on the uptake.
As previously acknowledged, those living in more rural areas are more likely to have limited access
to services, and alternative e-delivery of testing kits may also disadvantage people in these areas
due to differing internet and mobile coverage.125 In East Sussex superfast fixed line internet coverage
is currently 97% across the county, with only 0.29% premises having less than 2Mbps, with areas
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which have poor coverage decreasing every month. In East Sussex ultrafast coverage (100Mbps+) is
delivered in both rural and urban areas, indicating that fixed line internet access should not be a
barrier to access of online test kits in East Sussex.
Figure 147: Mobile coverage for East Sussex, April 2019
However, more people are now using their
phones for internet use, searches and filling in
forms. The latest data for mobile phone coverage
across the main UK networks shows that there is
strong mobile coverage across all the most
populated coastal areas of the county as well as
around the more populated inland areas around
Lewes, Uckfield, Crowborough and Hailsham.
There appears to be some similarities between
the areas showing poor mobile coverage and the
areas with fewer completed home test kits, for
example in the areas to the East of Lewes and
North of Uckfield. However, there are also
indications of poorer coverage in areas with
higher numbers of completed test kits so this is
likely an influencing, not causal factor for lower
completed home-based testing.461
Source: Which Mobile Coverage, produced by Opensignal, April 2019
Figure 148: Number of home tests taken by East Sussex residents by gender and financial year

There has been a steady increase in the
numbers of East Sussex residents taking home
test kits between Q1 2016/17 (521 tests) and Q2
2018/19 (1,678 tests). Females have
consistently requested over twice as many
home testing kits than men for each quarter
across this time period.
Source: Preventx, 2018

Figure 149: How East Sussex residents using home-based testing heard about the service

Source: Preventx, 2018
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The number of people accessing home sampling services has increased from 960 in 2016/17 to 3,750
in the first two quarters alone of 2018/19. Despite seeing a slight decrease between 2016/17 and Q2
of 2018/19, the most common means of people hearing about home-based testing services in East
Sussex is through an internet search (approximately a third of users). In this time period, the
proportion of people hearing about the service through friends or family (word of mouth) has
increased from 0 to 10%, and through specialist sexual health services from 16% to 24%. Sexual
health websites have consistently accounted for between 6% and 7% of awareness amongst users,
which leaflets and posters (particularly on petrol pumps and buses), accounts for 5%.
Figure 150: Number of days between sample date and notification of result
Since Q1 2016/17 the proportion of individuals
waiting between 1 and 10 days for their tests
results has varied significantly. Data for the
latest quarter (Q2, 2018/19) shows that just
over half (54%) people received their results
within 5 days, and 93% within 10 days. This is
the highest proportion of people receiving their
results within 5 days since Q1 2016/17.
Source: Preventx, 2018

Figure 151: Positive tests resulting from home test kits for East Sussex residents
In 2017/18 there were 333 positive home tests for
East Sussex residents, 6.4% of all tests taken. Of
this number 83% were positive tests for
chlamydia, 8% for gonorrhoea, 5% for syphilis and
4% for HIV. Between 2016/17 and Q2 2018/19, 69
individuals have had multiple positive tests.
Source: Preventx, 2018

Across East Sussex, 5.3% of tests taken were positive between 2016/17 and Q2 of 2018/19. This
ranges from 5.9% across wards in Lewes and 5.8% across wards in Eastbourne, to 3.9% for wards in
Rother. 25% of all positive tests are in Wealden, where most test kits were distributed, with 23% in
Rother, 21% in Lewes, 19% in Hastings and 12% in Rother.
Figure 152: Home tests in East Sussex residents by key demographics, 2017/18

Source: Preventx Database
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In 2017/18, 5,222 home tests were taken by East Sussex residents. Of this number, 24% were for
residents in Wealden, while 21% were in Eastbourne, Hastings (19%) and Lewes (19%). Of those
taking home tests in 2016/17, 5% were from a BME group, 87% described themselves as
heterosexual, 7% as homosexual (males and females) and 4% as bisexual. Over half of those taking a
home test in 2017/18 were aged under 25 years (58%), over a third aged 35-39, and 7% 40 and over.
Twice as many females (3,583, 69%) than males (1,639, 31%) had a home test in 2017/18.
In the first quarter of 2017, when home testing advertising through the local sexual health website
(www.eastsussexsexualhealth.co.uk) was launched, 15,500 people visited the website, the second
highest number of any subsequent quarter. Between 2017 and 2018 the number of overall website
users rose from 27,830 to 29,700, with the number of home test kits ordered showing a
corresponding rise from 6,470 to 8,990. Campaign activity (highlighted above) ran from July 2017 to
Jun 2018. The main impact of this campaign activity can be seen in January to March 2018 where
visits to the site over doubled from the previous quarter. During this period, the campaign was
intensified across the county, including washroom panels, petrol pumps and bus advertising
promoting home sampling.
Figure 153: Home test website use, pack orders and STI screens, 2017-2018

Source: Preventx Database

Figure 154: Tests taken as a proportion of kits ordered, 2017-18
The impact of periods of heightened campaign activity can
also be seen in the tests being taken as a proportion of kits
ordered. In the two quarters following the intensified
campaigning (Apr-Jun 2017 and 2018) the proportion of tests
ordered rises sharply to from 64% (935) to 78% (1,050) in
2017, and from 68% (1,624) to 85%(1,706) in 2018. While the
number of home test kits ordered and used has increased
over time, the proportion of positive results from these kits
has decreased.
Source: Preventx Database
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OTHER SETTINGS
Across East Sussex there are a number of other settings providing services and programmes to
improve sexual health. This sections looks in more detail at C-Card and Chlamydia Screening in
‘other settings’, with specific focus on youth, education and other health and social care services.
Chlamydia postal kits
As previously outlined, 65% (3,807) of all chlamydia postal test kits for 15-24 year olds that were
processed by East Sussex Healthcare NHS Trust (ESHT) between 2016/17 and 2017/18 were from
across SHSS (1,978), GPs (1,498) and Pharmacies (331). Of the remaining 35% (2,060):










673 are from education settings,
536 are from remote settings (email/SMS),
340 are from youth services,
190 are from antenatal and obstetrics,
160 are from termination of pregnancy services,
57 are from outreach,
48 are from the chlamydia screening office,
31 are from prisons and young offenders institutions, and
25 are from A&E, MIU, NHS walk-ins and hospitals.
Youth services

C Card
The following map shows the locations of the youth services providing condom distribution through
the C-Card scheme in East Sussex in 2019. This includes: Clued Up Info Shop; DV8 Sussex (Bexhill);
Hailsham Town Council Youth Service Infopoint; Hailsham Youth Walk-in; Heathfield Youth Centre;
Newhaven Foyer; Peachaven Youth Centre; Robertsbridge Youth Club; Youth-Archery Youth Centre
TYS; Xtrax; Youth Offending Team. This shows a relatively even distribution of youth centres signed
up along the urban coastal areas of East Sussex, but highlights a lack of provision particularly to the
West of the county around Lewes, Uckfield and Forest Row, as well as in areas such as Seaford and
Rye.
In 2017/18, 38% (441) of C-Card registrations were through Youth Services. Of this number, 417
(95%) were registered through the Early Help Keywork Service and 21 (5%) through Hailsham Town
Council. In total in 2017/18, 444 condom packs were distributed by Youth Services: 417 (94%)
through the Early Help Keywork Service and 24 (5%) through Hailsham Town Council Information
Point. Over half (59%, 264) condom pack distributions were to males and 41% (180) to females. All
distributions at Hailsham Town Council were to young people aged under 18 years, compared to
60% (251) distributions through the Early Help Keywork Service.
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Figure 155: Location of Youth Centres signed up to distribute condoms through C-Card, 2019

Chlamydia
Between 2016/17 and 2017/18, 340 chlamydia postal test kits were processed through East Sussex
Healthcare NHS Trust (ESHT) from Youth Services in East Sussex, 6% of all postal kits processed
through ESHT.

Schools and colleges
C Card
The following map shows the locations of the education settings providing condom distribution
through the C-Card scheme in East Sussex in 2019. This includes: ARK Helenswood Academy; ARK
William Parker Academy; Buckswood School; Causeway Drop-in; Seahaven Academy Sexual Health
drop-in; St Leonards Academy; Cuckmere House School and Uckfield Community College. This shows
a heavy concentration of education settings signed up in the Hastings and St Leonards area but a
lack of engagement with education settings around Bexill and Eastbourne, and in non-coastal areas
of the county, particularly in central and northern areas.
In 2017/18 15 C-Card registrations were through Education Services, with condoms distributed on 15
occasions: 10 to males and 5 to females. Only two schools recorded and submitted distribution
interventions in 2017/18.
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Figure 156: Location of education settings signed up to distribute condoms through C-Card, 2019

Chlamydia
Between 2016/17 and 2017/18, 673 chlamydia postal test kits were processed through East Sussex
Healthcare NHS Trust (ESHT) from Education Services in East Sussex, 11% of all postal kits processed
through ESHT.

Other health and social care settings
C Card
The following map shows the locations of additional health and social care settings providing
condom distribution through the C-Card scheme in East Sussex. These include: School Health
Service; School Nurses; Bexhill Health Centre; CRI; Health Centres; and the Sussex Community
Development Association. This correlates with the distribution of education and youth services
providing C-Card along the coast, with a paucity of provision in the centre and north of the county.
C-Card distribution is available through the School Health Services. This service is for 15-19 year olds
and is provided by qualified nurses, health promotion staff, and school nurse assistants. Sexual
health specific interventions include: weekly drop-in services in secondary schools to access c-card,
chlamydia tests and sexual health advice; health promotion events and assemblies in partnership
with sexual health outreach services, and bespoke PHSE input to schools where appropriate and
requested.462 In 2017/18, 80 condom packs were distributed across the county by School Health
Services for young people aged 14-19. Of this number, 79% (63) were distributed to 16 and 17 year
olds.
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Figure 157: Location of health and social care settings signed up to distribute condoms through CCard, 2019
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CHAPTER 5: Future need
Population projections
The following information is taken from East Sussex In Figures data463, produced by the East Sussex
County Council (ESCC) Research and Information Team: www.eastsussexinfigures.org.uk. The latest
2017-based ESCC projections are based on mid-2017 population estimates from ONS in June 2018.
The population of East Sussex is projected to increase by more than 55,000 (10%) to 607,000
between 2017 and 2032. The over 60s are projected to see the largest increase in numbers over
the projection period, as the population continues to age. This correlates with the retirement of the
baby-boomer generation of the 1960s. The over 65s now represent a quarter of the county’s
population and are projected to make up nearly a third of all people by 2032.
Children and young people - There is a 2.4% predicted rise in 0-17 year olds, although due to large
predicted increases in older people, this represents a fall from 0-17 year olds making up 19.2% of the
total population in 2017, to 17.9% in 2032. Overall numbers of school-age children (aged 4-15) are
expected to rise by 2032, with a 9% rise in secondary school ages, but a 2.8% fall in primary school
ages. The most significant increase will be among Sixth form/FE aged young people (10.4%).
Wealden is the only district likely to see a significant increase (+12% 4-15 year olds) in 0-17 year olds
between 2017 and 2032, although a slight rise is predicted in Lewes. Eastbourne is expected to see a
significant fall of 8%, with a smaller fall in Hastings (2%). The increase amongst girls (2.8%) is
predicted to be slightly higher than that of boys (2%).
Working age population - There is a 0.7% predicted fall in people aged 18-64 by 2032, representing
a fall from 55.4% of the total population in 2017 to 50% in 2032. Numbers of 25-34 and 4554 year olds are expected to fall, while the 35-44 and 55-64 age groups are forecast to rise, leading
overall to little change. The number of working age people in Wealden is predicted to increase by
7.1%, compared to a significant predicted decline in Eastbourne (8.1%) and to a lesser extent Rother
(4.2%) and Hastings (3.3%), and little change (up 0.5%) in Lewes. The 60-74 year old labour force is
expected to rise by 42%.
Older population - There is a predicted increase of 39% in people aged 65 and over by 2032,
representing a rise from 25.4% of the total population in 2017 to 32.1% in 2032. The 85+ population
is expected to increase by 16,000 (73%), most notably among men with an increase of 107% (8,200)
compared to 55% (7,800) among women. The difference is even more pronounced among those
aged 90+, with 3,000 more males (up 112%) and 2,700 more females (up 45%). In 2017, 32% of
Rother’s population were aged 65+, ranking third highest in of all districts/UAs in the country. This is
expected to increase to 39% by 2032. Only 19% of Hastings population was aged 65+ in 2017, but
the proportion is forecast to rise to 26% by 2032.
The average (median) age of East Sussex residents is forecast to rise to 50 years and 3
months in 2032, from 46 years and 6 months in 2017 as the population continues to age
The population is projected to increase in all districts but the largest rise is forecast in Wealden
(18.6%, +29,500) where a substantial new housing development is planned. There will also be
significant rises in Lewes (9.6%, +9,800) and Rother (8.9%, +8,500), but more moderate increases in
Hastings (5.3%, +4,900) and Eastbourne (2.3%, +2,400) by 2032.
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Figure 158: East Sussex population by gender and age, 2017 and 2032

Source: East Sussex In Figures, 2019

This equates to:






55,200 more people between 2017 and 2019
8,700 fewer people aged under 60
63,900 more people aged 60 and over
2,000 fewer people of working age, mainly 20-34 and 45-54 year olds
Rise to 50 years 3 months average age from 46
years 6 months in 2017

Figure 159: Actual predicted change in population numbers in East Sussex, 2017 to 2032

Source: East Sussex In Figures, 2019
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Current trends in sexual health identified in this needs assessment
The Needs Assessment has highlighted a number of key trends which indicate where there is
increasing or decreasing need in East Sussex:
1. While East Sussex has lower rates of chlamydia than nationally, male rates of diagnosis have
been rising in recent years with twice as many 35+ year old men diagnosed as women. This
suggests targeted work may be needed for this cohort given the predicted increase in the 35+
population over the next few years.
2. The rate of diagnosed HIV in Eastbourne, Lewes and Hastings has been above the 2 per 1,000
threshold for expanded HIV testing since 2012 or earlier, with rates in Eastbourne and Hastings
rising year on year. In line with national guidance, testing coverage across all areas improved
until 2015, but have fallen since. Testing uptake remains significantly lower than nationally with
the exception of Lewes, but increased integrated delivery means uptake is now rising.
3. Those accessing home testing kits for STIs have been steadily increasing. This suggests that
home testing kits are proving to be an accepted alternative means of accessing and expanding
STI and HIV testing provision.
4. There has been an increase in gonorrhoea across all districts and boroughs in the county, with
Eastbourne, Hastings and Lewes having the highest rates but Rother and Wealden having the
sharpest rises over the last year, despite being below national rates. Similarly to nationally, male
rates of diagnosis (in particular in MSM ) are much higher, accounting for three quarters of local
diagnoses.
5. In contrast to nationally, the rate of herpes diagnosis in East Sussex exceeds the rate of
gonorrhoea diagnosis, however this is dependant upon local diagnositic practice.
6. There are generally higher rates of STIs in Lewes, Eastbourne and Hastings than in Wealden and
Rother.
7. The proportion of abortions under 10 weeks in East Sussex is significantly higher than nationally,
and East Sussex is the only area within the South East with the proportion getting significantly
higher since 2016.
8. More than twice as many women in East Sussex were provided with emergency contraception
by SSHS in 2017/18 than both the South East and nationally.

Implications on funding of services
Between 2013/14 and 2017/18 the public health grant to Local Authorities decreased by 8% in real
terms from £2.7 billion to £2.4 billion (comparing spending on like for like services), with a further
2.6% cut to the Public Health grant in 2019/20 confirmed in December 2018.464 Between 2013/14
and 2017/18, total Local Authority spending on sexual health in the UK decreased from £668 to £572
million in real terms, across testing, treatment, contraception and prevention.
Research suggests that spending on services that provide primary prevention (averting the onset of
disease) is negatively impacted more than spending on secondary prevention (detecting and treating
disease in its early stages) and ‘tertiary prevention’ (managing symptoms slowing the progression of
an established disease), although all have seen significant cuts across many Local Authorities.
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CHAPTER 6: Service user and provider voice
INTERVIEWS AND SURVEYS WITH KEY STAKEHOLDERS
Those who provide services have a unique understanding of the perspective of how sexual health
provision in its wider form serves the needs of the population. Many service providers are East
Sussex residents and they, their family and social networks are also potential users of the services.
Semi structured interviews were conducted with key providers and partners to gain a professional
perspective of sexual health provision for residents in East Sussex. From an initial 47 key partners
approached, 32 contributed to the Needs Assessment. Key Partners interviewed included: Public
Health; Health visiting; Children’s services; Care Leavers service; Child Safeguarding Services;
Brighton Oasis; GP consultant; School nursing; Assertive Outreach; Local Pharmaceutical Committee;
Maternity Services; Looked After Children Services; Substance Misuse Services; SWIFT; Targeted
Youth Services; Health Inequalities Lead; GUM Services; Housing/Homeless Services; ESHT; BPAS
(Termination of pregnancy); Preventx (Home Based testing); Community Learning Disability Services;
and the University of Brighton. In addition to this, GPs, Healthy Living Pharmacists and PHSE leads in
schools were sent a survey for their insights into sexual health provision in the county. In total, 81
GPs, 23 Pharmacies and 9 PHSE leads completed the surveys.
There were 6 key questions asked to all providers interviewed, variations of which were used in the
surveys for GPs, pharmacies and schools:
1. Thinking about service provision and support, what is working well to meet the sexual health
needs of local people?
2. Are there any sexual health services or support systems which you are aware of that are
particularly valued by your patients/clients?
3. Is there anything that could be done differently to improve current local provision and support
for sexual health needs in East Sussex?
4. Are there any sexual health needs that are not currently being met by local provision?
5. Are there any particular groups or populations whose sexual health needs are currently not
being effectively met in East Sussex?
6. What would be the most important priorities for commissioners to address in the future plans?
A summary of the high level thematic analysis across all participants can be found in Appendix 1

KEY ISSUES RAISED BY PROVIDERS AND PROFESSIONALS
Consultation with key stakeholders provides a diverse view of sexual health provision in East Sussex,
with certain aspects, for example, multi-agency partnership approaches, working particularly well
for some but needing improvement for others. Consultation with key stakeholders in terms of
service leads and commissioners focussed more on strategic and operational aspects of sexual
health provision, whereas the surveys with GPs, pharmacies and schools focussed much more on
service provision and accessibility. Across all consultation though, there were common threads, with
key themes relating to: East Sussex’s strategic approach; practicalities of provision; specific types of
provision, aspects, and specific vulnerable populations. Each of these areas will be looked at in turn.

Strategic Approach
The consultation generally highlighted the strength of the overall strategic approach to sexual health
provision in East Sussex with regards to the integrated framework and the relationship with sexual
health commissioning across East Sussex. Insight from stakeholders and providers specifically
highlighted three aspects of the strategic approach:
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Commissioning – For the key providers and stakeholders interviewed for the needs assessment, the
current strategic commissioning of sexual health services in East Sussex was very much valued, with
particular appreciation mentioned for the positive working relationship with commissioning, and
good communication from Public Health. The consultation also highlighted the general consensus
that there is a good local offer for sexual health support in East Sussex, with the most prevalent
issues raised including the need to maintain and retain services and the need to concentrate on cost
effective delivery and value for money in light of concerns that wider issues such as national politics
and funding would jeopardise the local offer. While it is felt that there is a good local offer, one of
the most prevalent themes in relation to commissioning of sexual health was that there needs to be
more sexual health provision, both in terms of targeted and general service provision and in terms of
staffing. Across all those consulted, there was a need identified for more specialist GUM staff, and
for more trained staff across primary care and education. It was generally felt that strengthening
sexual health support in primary care would improve the efficiency of provision in East Sussex.
Use of pharmacies - Primary care provision will be discussed in detail when looking at themes
relating to the operational approach to sexual health provision, but it’s worth noting here that
strategically, a consistent theme raised by pharmacists surveyed was the potential to better utilise
pharmacies to provide greater depth of sexual health services and support in East Sussex. Of
particular note was the feeling that pharmacies could not only be better supported to raise
awareness of sexual health needs, but targeted pharmacies could offer a more widespread
contraceptive service, particularly in relation to emergency contraception and supply of oral
contraception, and could offer chlamydia treatment within communities.
Integrated working – A prominent theme raised by the consultation was the strength of the
integrated model of delivery of sexual health provision in East Sussex in relation to sexual health
provision elsewhere in the country which is felt to be significantly behind in terms of meeting need.
Several respondents related this specifically to contraception provision. Of particular value was
liaison between specialist services and primary care in terms of referring patient to expert provision,
and where services were co-located with specialist hubs. However, whilst it was generally felt that
sexual health provision was working well, important improvements were identified, including more
coherent joint protocols and shared objectives across the system (particularly regarding sexual
health education, clearer referral pathways to all support, strategic feedback to providers around
local need and service delivery, and clearer communication between specialist services and GPs).
In relation to developing clearer communication and delivery pathways, the consultation highlighted
potential need in relation to: preventative practices in schools and more broadly integrating external
speakers into the PHSE agenda; more holistic working with young people and their families, and;
developing joint protocols around particular vulnerable groups such as those with learning
disabilities and victims of sexual exploitation/assault. A lesser theme from GPs and pharmacists was
the desire for feedback/follow-up information regarding the distribution of STI testing kits.
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Strategic Approach summary:
CATEGORY

THEME
KEY POINTS
(most prevalent theme and key points first for each category)
1. Commissioning (public health)

Working well
2. PSHE planned lessons
3. Integrated model/working

Commissioning
priorities

Other comments

PHSE in schools working well
joint working

1. Partnership working

closer joint working
clearer shared objectives across agencies
clearer pathways
improved communication from SHSS to GPs

2. Commissioning needs

more services
more specialist staff

3. Better use of pharmacies

specifically for awareness raising and contraception provision

1. Commissioning/funding

more services

2. Partnership working

wider use of pharmacies

1. Commissioning needs

service retention
funding pressures - consistency and integrated
value for money and cost effective
more (GUM) staff

2. Strategic approach

better integration and communication in joint working
improve communication pathways

3. Prevention/Early intervention

early intervention to prevent STIs

4. Better use of pharmacies

more use for sexual health (chlamydia screening)
more use for contraception provision

5. PSHE planned lessons

more on the social aspects of SH - peer pressure, role models, stigma

1. There is a good local offer

good local service
good commissioning
good assertive outreach

2. Impact of wider issues

impact of national cuts - funding and sustainability worries

3. Integrated working

improve communication between services

Be improved

Gaps

good relationships with commissioners and providers
good communication from commissioners
clear strategic outlook, oversight and commissioning

Operational Approach
The consultation raised a number of themes relating to the practicalities of sexual health provision in
East Sussex in terms of the structured and sustainable development of a skill base and the support
system for sexual health. These themes broadly fall into the categories of raising sexual health
awareness, professional training and knowledge, support for education settings, and service
provision and staffing:


Sexual health awareness –It is felt that patients are broadly aware of where to seek help,
particularly in relation to the two specialist service hubs in Hastings and Eastbourne, and this
has positively impacted on the younger generations in particular accessing these services.
However, the strongest theme from the key stakeholder interviews and GPs in relation to
the practicalities of provision was the need for better advertising of the breadth of services
and support available, and the need for increased awareness of sexual health issues among
the local population, and of myths and stigmas around sexual health. This was seen as an
issue particularly for young people and students and a barrier for accessing sexual health
services. The need for improved sexual health education within schools both in breadth of
topic and in increased lesson time, was a particularly pertinent issue in terms of raising
sexual health awareness. Health promotion in terms of sexual health and contraception,
service signposting, (generally and specifically in relation to pharmacy services), safe
relationships and consent, and positive publicity campaigns were highlighted as a key
priority for future commissioning.
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Of particular note to GPs and pharmacists is the need for better information pathways from
specialist services so that there is: improved access to clinical advice; information about
patients being treated for sexual health issues, and the ability to better signpost patients to
services.


Professional training and knowledge – Sexual health awareness training for GPs,
pharmacists and school staff were also strong themes throughout the consultation. Sexual
health training in schools was mentioned as particularly valuable for both staff and by pupils,
but could potentially be provided on a more regular basis. However, it was evident through
the consultation that primary care providers felt a general lack of confidence in their own
knowledge as opposed to referring patients to the expertise of the specialist services, and
expressed a strong desire for more regular training, both to provide a more skilled primary
care support service, and to increase knowledge in particular areas such as around the
needs of vulnerable populations, and around contraception. A gap noted across wider
stakeholders, GPs and nurses, was the lack of nurses and GPs with coil and implant fitting
training, and to a lesser extent family planning. Skilled staff and in particular nurses who can
prescribe were perceived to be of significant benefit to meeting sexual health need.



Service provision and staffing – The need for trained specialist staff also translated into a
wider need for more GUM staff to meet growing demand and capacity issues across the
service. This perceived staffing shortfall was felt specifically in terms of not being able to
provide an equitable service and the onus of the system being on specialist nursing staff
with a paucity of specialist consultants. There was also an expressed need to greater access
to sexual health specialists for advice and support from GPs and schools.



Support for education settings – As briefly outlined above, there was also a consensus from
those consulted (most strongly from schools but also from wider stakeholders) that
additional sexual health support is needed in schools. It is felt the sex and relationship
education in schools is key for early intervention and prevention of STIs and unwanted
pregnancy. However, the information and awareness raising within schools could be
improved, particularly with better support from specialist services. The integration of
external speakers into the curriculum is seen as particularly valuable to staff and pupils in
schools, but has been decreasing. There is also a clear perception that school sexual health
and relationship education is biologically focussed, leaving a gap in terms of education
around wider issues such as appropriate and inappropriate behaviour, tackling stigma and
taboo, peer pressure, and the influence of social media. A lesser noted theme was a
perceived lack of focus on sexual health in relation to more vulnerable populations such as
those with learning disabilities and LGBT+ relationships. The Circle Room was noted by a few
respondents as a valuable resource to be able to signpost to. Consultation with schools
highlighted a desire for more lesson time to be dedicated to relationship and sex education
to cope with all the topics that need to be covered, as well as a desire for more engagement
with parents and carers. A minor theme was the value to schools of school nurse support.

A minor theme raised by the consultation was the need for improvements to data and recording
systems for professionals, both in terms of general functionality and in terms of limitations to the
patient data that can be captured.
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Operational Approach summary:
CATEGORY

THEME

KEY POINTS

(most prevalent theme and most prevalent key points first for each category)
Working well

1. Sexual health awareness / information
2. Training
3. Support for education settings
4. Nurse service/prescribing

Valued by patients

Be improved

Gaps

Commissioning
priorities

valued particularly by school staff
support for schools from external agencies
skilled staff
nurses who can prescribe

Information provision

expert advice
online information

1. Sexual health awareness / information

more advertising and signposting to services
raise SH awareness - education accessible in public places
more education in schools

2. Training/increase knowledge

for GPs/nurses to gain confidence as opposed to referring to SHSS expertise
generally around vulnerable populations
for pharmacists around contraception
more regular training for primary care
contraception training for GPs/nurses

3. Support for education

more lesson time and access to external speakers
more training support

4. Staff

more GUM staff needed
more access to SH staff for schools

1. Sexual health awareness / information

more sexual health awareness programmes in schools (including whole family
approach)
more raising awareness within the community, particularly to disspell myths around
contraception

2. Training/increase knowledge

Lack of nurse and GP with coil/implant fitting training

1. Sexual health awareness / information

information for patients: service signposting; signposting to pharmacy; in schools; for
whole family; about sexual assault; for young people.
information for professionals: sexual health awareness and referral pathways

2. Professional training

Other comments

patient awareness of sexual health and specialist services

3. Raising awareness

primary care contraception
school staff
sexual health awareness
service signposting

Service provision
The consultation highlighted the importance of the integrated sexual health service to both
professionals and the local population alike, but highlighted some important areas for improvement
with current provision:


Specialist services- There is a strong message from stakeholders and providers that
specialist sexual health services in East Sussex are providing good provision across the
population, most notable in terms of general accessibility (confidentiality, expert advice,
ease of appointments in comparison to GP) and in relation to the Station Plaza service and
where services are co-located. However, it was suggested that more integration of some of
the services offered by SSHS into primary care and other points of access would benefit
more vulnerable groups.



Sexual health screening – The breadth of services providing sexual health screening is
working well to increase accessibility and improve uptake, particularly with outreach
screening services. By far the most valued service for professionals, and in the opinion of
providers for service users too, is the home-based testing service and the availability of selftesting kits onsite. These kits are perceived to reduce the burden on staff and sexual health
services, have increased uptake, and have increased accessibility for harder to reach areas
and populations such as younger people unwilling to attend clinics. This should be an
ongoing priority for commissioners. However, while test kits, and access to them both onsite
and via the freetestme website is felt to be working very well, there is a perceived gap in
treatment of STIs linked to testing, which may be partly address by exploring easier access to
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treatment via pharmacies. HIV testing is perceived to be inequitable and inconsistently
funded and offered, with higher rates of testing needed. It was also felt by GPs in
particularly that opportunistic testing in primary care could be improved.


C-Card – c-card is generally seen as accessible, used well with a wide catchment and working
well for young people to access condoms. Inconsistent access through schools was noted,
along with the difficulties of engaging some schools with providing any access to
contraception.



Primary care provision – One of the strongest themes from the consultation with GPs and
pharmacists in particular was the value attributed to the provision on contraception,
specifically coil and implant fitting, in primary care. It was noted by several of those
consulted that this works well where it is provided and is valued by patients, but access is
not equitable and there needs to be more consistent and accessible provision of LARC in
primary care. It was also noted that current EHC provision from different locations and
providers is working well, particularly through pharmacies, but there needs to be improved
access for over 25s. Oral contraception provision in pharmacies was highlighted as an area
which could be further improved and developed. While the focus on primary care provision
was strongly focussed around contraception provision as opposed to STI and HIV testing, in
house sexual health clinics and services such as the Circle Room were emphasised as
valuable services for increasing accessibility and meeting need.



Online services – In addition to the significant value placed on online services for the
provision of self-testing STI kits, resources such as the ESCC sexual health website are used
by both professionals and patients for accessing information and advice. However, several of
those consulted mentioned that there could be a greater online presence and this mode of
access could be used more effectively by increasing internet based sexual and reproductive
health services. Information for professionals using the ESCC website should be updated
more frequently to ensure trust in the advice being given.



Wider provision – There was an emphasis on ensuring that current provision is maintained
and built upon to address the gaps in accessible provision, inadequate staffing or
improvements in training to meet local need. The consultation also identified that school
nurses, Outside the Box, Psycho sexual counselling, and the Foundations Project in particular
were noted as working well locally. A minor theme raised was the desire for, and perceived
logic of, providing cervical screening in sexual health clinics.
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Service Provision summary:
CATEGORY

THEME
KEY POINTS
(most prevalent theme and key points first for each category)
Specialist Services
STI screening

Working well

Online services
C-card
Contraception provision

valued by patients

be improved

Gaps

Commissioning
priorities

Other comments

hubs - most commonly mentioned station plaza
SH provision - good and working well, accessible, co-location
chlamydia screening - increasing, accessible through SSHS, GPs and pharmacies,
chlamydia outreach - accessible, normalising check ups
home based testing - very much valued - increased accessibility and uptake, reduced burden on staff,
awareness consistently increasing
website - SH useful for clientsa and professionals. Freetestme - access
c card - used well, accessible, wide catchment, works well
EHC -a vailable from different locations and providers - particualrly pharmacy provision

GP provision

contraception - focus on where LARC (coil/implant) is provided
sexual heath - inhouse SH clinics, circle room

School Nurse

school nurse

Specialist services/hubs

hubs (SP13, AH7) - confidential, easier to get appointments than GP, expert advice

Contraception provision

EHC

C-card

C Card - ease of access to condoms

STI screening

chlamydia screening - access, testing kits, free

Online services

online STI services - ESCC website, freetestme

Primary care provision

SH via GP clinics - and LARC nurses. SAS nurses

Foundations project

Foundations project - otherwise wouldn't access SH services

STI screening

opportunistic screening - particularly in primary care
chlamydia treatment (particualrly via pharmacies)

Online provision

increase online presence and more regular professional updates on the website

Primary care provision

More GP provision, particularly contraception (LARC in GP practices). Oral contraception through
pharmacies

Valuable services

drop in service valuable
onsite SH clinics at hubs

Specialist services/hubs

more integration of services offered, particualrly for vulnerable people
stricter triage

STI screening

HIV - not consistently funded and offered, higher rates of testing

Contraception provision

EHC for over 25s
oral contraception (in pharmacies)
LARC (primary care)
leaning towards local priority of contraception over wider sexual health

Primary care provision

GP SH provision - needs more support, poorly compensated for providing services

Counselling

psychosexual counselling - paucity of availability

Contraception provision

contraception/LARC - equal access, more places fitting, increase family planning
EHC - more accessible

Service provision

Maintain current provision, more centres, keep accessibility, address staffing

Screening

STI screening and follow-up

Counselling

psychosexual counselling

cervical screening

in SH clinics

cervical screening

in SH clinics

Access
The accessibility of the integrated sexual health services and wider issues of access to provision was
one of the biggest themes of the consultation. The consultation raised a number of topics relating
specifically to accessibility of sexual health support for people in East Sussex. The integrated sexual
health service is very highly regarded among stakeholders and providers alike, but there remains a
perceived level of difficulty accessing support for some areas and populations. Themes relating to
accessibility of service fall broadly into geographical accessibility, pathways, and issues of
attendance:


Geographical accessibility –Three very clear themes emerged relating to geographical
accessibility of sexual health provision: the value of having local services and centrally
located hubs; the consensus from GPs and pharmacies in particular that one of the most
valuable aspects of the current service are drop in/walk in services; and the overarching
identification of a gap in provision for rural areas. The location of the specialist hubs in
Eastbourne and Hastings were consistently raised as working very well for accessing the
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service, especially for young people, with good transport links for patients, flexible hours,
and close proximity to other services and colleges. The location of the hubs is also valued by
providers and professionals in relation to referrals and the benefits of co-location. By far the
most prevalent theme factor mentioned as working well and valued by patients are the
drop-in/walk in services, with over twice as many references that any other factor. The daily
service at both hubs is particularly well regarded, including by primary care for the
immediate access for their patients. As previously highlighted by the consultation, the
accessibility of sexual health outreach, and in particular the Assertive Outreach programme
is also perceived to be working very well for young people in particular.
There is a really good range of local services available, including community and online
provision, which offers good choice to patients in terms of alternatives to GP provision. Of
particular note are pharmacy provision and the Lewes Circle Room. This choice and range of
locations and providers also improves accessibility of condoms through the wide catchment
of the C Card system, as well as access to other contraception provision, in particular EHC.
However, it was noted by many within the consultation that while the geographical
accessibility was extremely good for many, there were also gaps in provision with
inequitable access most notable in rural areas. One of the most prominent areas for
improvement and priority commissioning is addressing the inconsistency and paucity of
access for areas including Uckfield due to recent housing developments, and Bexhill, Rural
Rother and Crowborough which are thought to be underserved by non-GP options. Access
along the East Sussex/Kent border is also difficult with patients accessing Kent services,
because there is little local access in East Sussex. Rurality is a particular issue for young
people due to lack of public transport to clinics and infrequency of services and drop-ins.
The consultation raised the importance of addressing these issues and improving access,
including through outreach and online services, local service provision, and the availability of
drop-in services in rural areas.


Pathways – primary care perceive the pathways into specialist sexual health provision to
generally be working very well, particularly with regards to referral pathways, the ability for
patients to self-refer, professional access to expert advice, and services generally working
well together. These pathways should be further advertised to providers, and should be
maintained to improve future access to support.



Attendance – Flexibility, in terms of longer hours for services, particularly weekend and
evening provision, greatly increase accessibility, with services generally working at capacity
during these times. Further extension of hours across different providers such as GPs,
pharmacies and outreach services will address issues of inequity, but longer hours is already
having an impact on the work-life balance of staff and services are already struggling to
meet need with current staffing levels. This is further impacting on the waiting times for
being seen. Appointment availability is generally felt to be very good, although long waiting
times were raised particularly in accessing LARC, and those aged over 25 and with post-natal
issues were perceived to have difficulty accessing appointments to sexual health services. An
online booking system was suggested for triaging symptomatic and a-symptomatic people to
relevant support.

As outlined above, there are specific access issues which have been highlighted by the consultation,
and from looking both at access issues and at the services being provided, it is clear that the online
STI home testing kits are seen as hugely beneficially in addressing some of the geographical issues
discussed above, particularly in relation to accessibility amongst young people and in rural areas.
Equitable access and choice are key.

180

Access summary:
CATEGORY

THEME

KEY POINTS

(most prevalent theme and key points first for each category)

Working well

Drop ins/walk ins

drop in/walk in - at both hubs and a daily service valued. Primary care value referring to immediate access.

location

centrally located hubs, good transport links, close to college, open access if don't mind sometimes waiting.
Co-location with GPs at hub so good communication and relationships

referral

Good referral pathways seem to work well. Services working well together. Self referral is very good.

general accessibility

primary care values pathway to expert advice

opening hours

OOH evenings and weekends - greatly increase accessibility. Flexibility of services.

specialist services

good awareness and accessibility
assertive outreach service - accessible, good model for hard to reach group, people return. TYS outreach to
colleges/youth clubs
good range of services other than GP. Circle room mentioned. Confidentiality valued.

outreach
choice
Drop ins/walk ins
outreach

valued by patients

be improved

Commissioning
priorities

Other comments

assertive outreach - Saturday provision, up to date information.

general accessibility

availability and easy access

choice

accessible specialist services as well as GP and pharmacies and a range of community and online services.

location
opening hours
Appointment availability

local services valued, particularly among young people. Co-location at hubs.
evening and weekend access, long hours.

rural areas

easier to get appointments than at GPs and appreciate appointments as well as drop ins.
Rurality makes partnership working more difficult. Rural locations underserved for non-GP options. Particular
issue for East Sussex/Kent border and around Uckfield due to recent housing developments. Also Rye, Rural
Rother, Bexhill and Crowborough. Particular issue for young people as more isolated from public transport to
travel to clinics.

opening hours

longer hours and more equitable OOH. Balance this with work/life balance for staff. Advanced appointments

location

increase access of services in rather than out of area - more clinics/services in rural areas. More local family
planning services

Appointments/ waiting times
outreach

Gaps

drop in centres specifically at hubs

long waiting times, particularly for LARC, limited appointments for post-natal women.

rural areas

more rural outreach, longer hours
specifically Uckfield. More frequency in rural areas (sometimes only once a week). Access particualrly bad for
young people.

Appointments/waiting times

difficult for over 25s. Staffing shortages so longer waiting times and not enough appointments.

rural areas

Services accessible to local needs - rural (Bexhill and Uckfield), chaotic lives, young people.

general accessibility

Equitable access to services

Drop ins/walk ins

Maintain and improve geographical access. Drop in provision particularly in rural areas

choice

equality of access and choice is essential

opening hours

extended hours for clinics, outreach and primary care

general accessibility

more advertising for older people as mainly aimed at young people
consider online booking to triage symptomatic and asymptomatic people. Consider HIV home-testing

rural areas

investment in premises and outreach

Vulnerable groups
It is felt that East Sussex is fortunate to have specific provision for vulnerable populations,
specifically vulnerable children and those affected by issues around sexual abuse and exploitation.
However, in addition to issues affecting provision in rural areas, there are several populations for
whom sexual health provision needs to be improved. The most prevalent of these were young
people, LGBT populations, those with learning difficulties, over 25s, and older people.
Provision for young people was consistently raised across all those consulted, with early help and
support for young people crucial and highly valued but limited. Schools are seen to have lost
provision in recent times, leading to calls for increased lesson time, better education, more variety in
the ways young people can access support, and more drop-ins for young people. Teenagers are
particularly difficult to access and engage, especially young men who currently access services less
than young women, and it has been suggested that more support and engagement is also need on
the university campus with sexual health becoming less of a priority for students and institutions
alike in light of other issues and prioritisations in recent times.
There are also issues with provision for older people. Provision is seen to be directed towards those
aged under 25 years, leaving a gap in access to similar provision, such as free EHC, for over 25s. The
perception of sexual health services more visibly targeting young people is also thought to be
affecting the likelihood that older people are accessing support due to issues of stigma. This was

181

raised as a specific issue for those aged over 50, a group where there is a lack of data both locally
and nationally, and potential unmet need specifically around STIs and contraception for those
entering new relationships later in life.
The sexual health needs of LGBT people were also raised as a gap in provision. Unsurprisingly the
most prominent LGBT group raised were MSM and the perception that some individuals were
travelling into Brighton for LGBT specialist services as provision in East Sussex is not on a par with
that across the border. However, it was also noted that it’s good to have a range of options. Older
MSM were perceived to be represented within East Sussex clinics, but younger MSM underrepresented, including within the Circle Room. Sexual and reproductive health issues of the
transgender population were also a key issue within the LGBT population, with unmet need felt
likely to be high in this “hidden” yet growing population which has very specific needs.
Access for those with learning difficulties (LD) could be improved by increasing knowledge and
information both among those with learning disabilities and among providers of sexual health
services. A particular gap was seen in addressing the needs of those with higher LD needs. Lesser
themes raised in relation to vulnerable groups were the need for improved provision for: BME
groups, particularly Black Africans; those affected by sexual abuse; sex workers; homeless people;
people with mental health needs; women in pregnancy; and HIV positive people.
Young people and vulnerable/looked after children are the greatest commissioning priorities
identified in relation to addressing needs of vulnerable populations.
Vulnerable groups summary:
CATEGORY
working well
valued by patients
be improved

THEME
KEY POINTS
(most prevalent theme and key points first for each category)
bespoke support

fortunate to have service for sepcific groups such as vulnerable children and harmful sexual behaviour

under 25s

early help and support for young people, valued although limited

Learning disability

need to increase knowledge and information and make sure general services are accessible.

young people
over 25s

variety of ways for young people to access services, better access in schools (decreased recently) and on
university campuses.
free EHC for 25+

LGBT

trangender issues are increasing and need more focus.

older people

lack of targeting for older people, older people less likely to access the clinic, specific clinics for under 25s but
not over 25s

Young people

teenagers difficult to access and engage. Young men access less than young women
specifically school age - lost provision. Need young people drop-ins

LGBT

MSM - some go to Brighton as East Sussex services are behind Brighton in terms of provision. But good to have
choice. Older population represented in clinics but younger MSM under-represented. Circle room hidden from
those accessing services.
Transgender - hidden population as Brighton has specialised services so may be more likely to go there. Likely
unmet need.
LGBTQ - inconsistent provision across the county.

Over 25s

over 25s don’t attend as frequently as young people.
specifically over 50s - data gap and potential unmet need as no evidence locally or nationally. Stigma and
perception services geared towards younger people. Specifically support needed for those entering new
relationships in later life around STIs and contraception.

Rural areas

most deprived, rural communities have concentrations of vulnerable people. Less visible isolated rural young
people. Those with no transport

LD

gap around support to access services and around higher level LD needs

BME

specifically black african

sexual abuse

adults and children physical and emotional needs.

sex workers

outreach needed, specifcially for those taking drugs and for migrants around Brexit issues.

young people

local services/outreach for young people

vulnerable children

vulnerable and looked after children

Gaps

Vulnerable populations

Commissioning
priorities
Other comments

also at least two mentions of gaps around provision for homelessness, mental health, women in pregnancy, HIV
positive people
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Key issues from existing service user evidence
Service user evidence has been incorporated throughout the needs assessment where relating to
specific groups or issues discussed. The evidence in this section outlines the findings of broader
surveys and research with information on local services or populations.
Specialist Service Hubs
In 2017 The East Sussex Healthcare NHS Trust collected 100 BASHH based patient questionnaires for
each of the Eastbourne and Hastings specialist sexual health hubs. Of the 200 responses, 195
(97.5%) would use the clinics again and recommend the service to a friend, and 192 (96%) rated the
clinics as “very good” or “excellent” and the friendliness, professionalism and approachability of the
staff was noted by patients. Over two thirds of patients were at either clinic for less than an hour,
with 84% attending for less than 90 minutes. Of the thirteen patients displeased with the waiting
time, the key issue was for those that had made an appointment rather than those attending the
drop-in. 85% of patients surveyed in Eastbourne and 89% in Hastings were completely satisfied with
their attendance at the clinic, with only 1 patient at each clinic dissatisfied. The main reason for
attendance was contraception (41%). This is especially the case in Hastings, where 47% of patients
attended for contraception and only 12% for a check-up. The split in Eastbourne is far more even,
with 34% attending for contraception and 33% for a check-up.
People living with HIV
Positive Voices 2017465 is a national survey of people living with HIV and receiving care in England
and Wales. In the South East region 432 people responded (10% of all respondents) from eleven HIV
clinics, including Royal Sussex County Hospital. Across the South East, the average rating for the HIV
clinics being attended was 9.3/10, while GP services received a rating of 7/10. Three quarters of
respondents rated their health as good or very good, with similar quality of life scores in the South
East than nationally. Anxiety and depression were the most challenging areas affecting patients,
with half reporting some problems, closely followed by those reporting pain or discomfort (45%).The
following chart outlines the results of a comprehensive needs assessment from patients attending
HIV service in the South East relating to this survey.
The results suggest that HIV treatment and advice services are working well to address need in the
South East, but that there is a greater level of unmet than met need in relation to support for
disclosure, and to manage a long term condition. Additionally there is significant unmet need
indicated in peer support for HIV. In relation to health service provision, the survey indicated over
twice as much unmet need than met need, particularly with regards to healthy lifestyles. The
greatest difference between met and unmet need is for drug detox services (11x unmet need than
met need) and chemsex support (8x unmet need than met need). With the exception of family
planning, perceived unmet need outweighs met need in all health services. This is also seen in social
and welfare services which the survey findings suggest have 5 times the unmet need (59%) than met
need. All social welfare services have more perceived unmet need than met need, with the greatest
difference seen in childcare services (2% met, 70% unmet), meal or food services (5% met, 57%
unmet) and relationship advice (8% met, 77% unmet).
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Figure 160: Positive voices 2017: met and unmet needs relating to HIV in the South East*



The % NEED is defined as the percentage of participants stating their need for the service. Out of the total number of
participants who stating that need, the % UNMET NEED is defined as the percentage of patients who did not receive it;
either because they could not get it or did not try to get it

The survey also found that over a quarter (28%) patients reported using drugs in the last three
months compared to 25% in people living with HIV overall, and over a third (37%) reported binge
drinking compared to 29% overall. In support of indications from local evidence, the survey also
noted that 11% patients in the South East avoided seeking healthcare when they needed it in the
last year and 16% were worried about being discriminated against in a healthcare setting. 18% had
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been in contact with an HIV charity or support organisation in the last year, and a further 25% had
been in contact more than a year ago. Two thirds of those in contact said it had been very important
for their health and wellbeing.
Young people in rural areas accessing chlamydia services
In 2018 East Sussex Public Health commissioned an external agency to undertake research to
exploring attitudes and behaviours towards chlamydia testing amongst men aged 15-24466. This was
to inform the future commissioning of interventions likely to result in increased uptake of chlamydia
testing by men aged under 25 who live in rural areas of Rother and Wealden. The research used
stakeholder and public surveys and interviews and found that:
Stakeholders
A relatively small representation of 28 stakeholders (mainly GPs and pharmacists) reported the main
barriers to screening in this cohort to be lack of understanding about chlamydia, lack of engagement
with services, lack of services, embarrassment and lack of transport. It was felt that those who did
access the service were motivated by concern about symptoms and being encouraged to get tested
by a partner. Increased communications and resources, availability of testing kits, outreach and a
visible presence of professionals were thought to be the best ways to address the lack of screening
for young people. The overarching theme was that encouraging greater accessing of services for
young men, and increasing awareness would improve uptake as the screening test itself is generally
perceived to be accessible and relatively easy.
Target population
Consultation with circa 600 young people found that half claimed to have at least a little knowledge
of chlamydia but fewer than a third were likely to get tested in the next year. Embarrassment, lack
of information about the test, being asymptomatic and simply not having thought about it were the
key barriers. The respondents suggested that being asked by a partner to get tested or finding out
their partner had chlamydia would motivate them to get tested, as would staying safe and healthy
and knowing it’s important. More proactive approaches where young males are offered/sent tests
and there is more access to information about where and why to get tested were cited as potentially
improving uptake, as were greater access to test kits and reassurance of confidentiality. The key
messages would be the simplicity of the test (giving a urine sample), that there are many different
ways/places to get tests done, and the implications of having chlamydia and not doing anything.
The research suggested that awareness amongst participants was low in relation to how chlamydia
is contracted; its symptoms and consequences; how it’s tested for; options for where you can get a
chlamydia test; and (to a lesser extent) what can be done for someone if they have contracted
chlamydia. The use of social media was thought to be beneficial to give fact-based information
through online platforms, as well as printed materials in drop-in services, schools and colleges and
other key places young people attend.
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Key issues from new external qualitative research
In 2018 East Sussex Public Health commissioned an external agency to conduct detailed sexual
health insight gathering around sexual health needs and insights of targeted groups in East Sussex:
Under 18 conceptions; People aged over 50 years; and Gay and bisexual men, including men not
identifying as bisexual but behaviourally bisexual. The final report with these groups is due in the
summer of 2019, but the interim report highlights several important insights relating specifically to
these groups from an online survey of 23 local stakeholders including from GP clinics, sexual health
clinics, youth services, adult social care, an abortion clinic, and public health. The general insights
identified across all of these target groups closely correlate with the results of the wider professional
consultation outlined above:
Key issues across all groups
 Increasing awareness around safe sex and relationships and mitigating stigma by
normalising sexual health is felt to be a good way to encourage safe sexual behaviour. This
was also a theme for each individual target population, although how this was addressed
differed according to audience. For example advertising specifically targeted towards over
50s was particularly important as campaigns are automatically assumed to be for younger
audiences and those more “active” than them. On the other hand, younger people felt
stigma in relation to being judged and looking irresponsible accessing emergency
contraception. For MSM, stigma and judgement related to health professionals potentially
disapproving of certain sexual behaviours.
 Better sexual health education in schools is important both for tackling teenage pregnancy
particularly in relation to LARC education and the realities of unplanned pregnancy, and for
MSM in terms of teaching about all sexualities in school education. In this regard more
targeted information should also be available for more vulnerable groups such as those with
learning difficulties and those affected by sexual abuse. Sexual health education should also
tackle myths about body image and how sex looks/feels and the impact of social media.
 Offering self-testing kits was suggested to increase safe sexual behaviour for all groups.
 C card, chlamydia screening, kyleena coil, open access clinics, youth workers, joint working
between outreach and specialist services, and offering HIV tests to all new/pregnant
patients were highlighted as currently working well.
 Good signposting to services, including ensuring young people are aware they are free.
In addition to these general themes, specific insights from professionals for each group include:
Under 18 conceptions
A lack of education and awareness of options, stigma and concerns about confidentiality, myths
perpetuated through social media and pornography, chaotic family lives, cultural beliefs and physical
access challenges have all been identified by stakeholders as barriers to teenagers accessing
services. To increase access it was suggested that there is:
 Access to contraception/EHC in schools
 More outreach for teenagers
 Emphasis confidentiality of access and provision
 Same day/drop-in services for young people
 An online service to address the stigma associated with attending a clinic
 Specific support for more vulnerable children including those with learning difficulties,
difficult family circumstances, affected by sexual abuse or those regularly accessing services.
 Provide more opportunities for practice nurses to see teenagers
 Ongoing outreach and increased opening hours, to address the needs of vulnerable groups
and address issues of rurality
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Positive messages, and advertising in places where young people go and social media
Approachable, friendly services
Informing young people about LARC

Over 50s
Barriers which stop people over 50 from practicing safe sex include habit, lack of knowledge and
information about sexual health and STIs, myths that people over 50 don’t have sex any more,
myths about STIs, stigma, perceptions that sexual health services are for younger people, lack of
targeted provision, lack of knowledge of services, difficulty physically accessing specialist services,
and previous negative experiences. Sexual health provision for those aged over 50 years was felt to
be a gap in provision in East Sussex. Suggestions to increase sexual health among over 50s include:
 Age specific provision: clinics, communication, STI education, and service awareness.
 Offer of home/postal testing to increase access to services
 Increase awareness of the breadth of provision – that it’s not just accessible through clinics
but through GPs and pharmacies and community services as well.
 Availability of condom schemes such as c-card for older people to normalise condom use
 Drop in sessions specifically for over 50s to reduce stigma
 Positive messages around sex and sexual health for over 50s, particularly in places older
people go and using digital media such as targeted dating and social media sites.
Men identifying as gay
Stigma and discrimination, concerns about confidentiality, lack of knowledge, lack of appropriate
messaging, lack of appropriate local services, resistance to using condoms and risk taking
behaviours, and living more rural areas are all identified as barriers to accessing sexual health
provision. It is felt that promotion of safer sex could be facilitated for this cohort by:
 Changing the culture of provision of testing and screening to remove stigma.
 Longer appointments for assessment and follow-up
 Walk in appointments
 Self-testing kits in locations accessed by MSM and promoting of testing as the norm.
 Health promotion through social media and dating apps
 Access to condoms
 Improving awareness of local services and emphasising discretion in accessing them.
 Focus on medical advances for example the impact on PrEP and ART on HIV viral load, but
that this doesn’t protect against all STIs.
Behaviourally bisexual men
The stakeholders identified a knowledge gap to address the needs of behaviourally bisexual men,
both in professional knowledge, and in knowledge of the individual regarding sexual health and
available services. LGBT+ messaging is likely to miss this group and it is important to promote the
discrete options for sexual health services including self-testing and anonymous online advice.
Barriers are similar to those for men identifying as gay, but the perception is that feelings of denial,
stigma, confidentiality and lack of knowledge of sexual health options are felt more strongly
amongst behaviourally bisexual men due to a fear of being “outed”. It is felt that the best ways to
access this group in terms of promoting sexual health include:
 Reduce stigma through non-judgemental services
 Easy access and signposting to local services, clinics and support networks
 Using anonymous spaces where men look for partners for positive messaging
 Access to condoms
 Concentrate on passing on infections to other partners and wives
 Normalise sexual health screening and safer sex as something for all men
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CHAPTER 7: Conclusions
HAPTER 7: Conclusions and Recommendations
This Needs Assessment has highlighted that East Sussex has a largely effective, integrated system
and array of services in place to support the sexual health and well-being of the local population,
and that there has been considerable development and improvement of services and to meet local
needs. However, the delivery of sexual health support for the whole population is highly complex,
not least in terms of keeping up with: population changes and emerging challenges; the changing
nature and prevalence of sexually transmitted diseases; and the multiple factors affecting risk of
poor sexual health. The large, diverse area of East Sussex poses a range of difficulties and challenges,
and this needs assessment has highlighted several areas of sexual health provision and support that
need to be further developed or aligned to address current unmet need. This evidence adds to and
enhances the current, growing body of knowledge of sexual health needs and provision both locally
and nationally. The following conclusions outline the key findings of the needs assessment from
which the recommendations have been drawn:
Key local sexual health findings
East Sussex has lower rates of STIs than nationally but there is variation across the county, with
generally higher rates of STIs in Lewes, Eastbourne and Hastings which are the areas where there is
a greater concentration of STI testing and access to testing. Females in East Sussex have higher
rates of reinfection than nationally. The most commonly diagnosed STI’s locally are chlamydia, first
episode genital warts, herpes and gonorrhoea, but unlike nationally, rates of symptomatic herpes in
East Sussex are greater than rates of gonorrhoea, with particularly high diagnoses in Hastings. The
chlamydia testing rate for females in particularly is markedly higher than nationally, while detection
rates and generally lower than the national benchmark. The rate of gonorrhoea is increasing across
all districts and boroughs. HIV testing and coverage in GUM clinics is significantly worse than
nationally although there has been significant recent work to increase coverage and uptake.
The under 18 conception rate in East Sussex is considerably lower than nationally, but there are
pockets of high rates in the county, particularly in Hastings. The rate of terminations of pregnancy is
also lower than nationally, but reporting of the proportion of terminations under 10 weeks suggests
it is significantly worse. This is related to recording issues which are currently being addressed and
have impacted on local data. The percentage of people using LARC is lower than the national
average, although it has been improving in recent years.
Service Design and Delivery
The needs assessment highlights that the numbers of contacts with SSHS in the UK have been
decreasing over the last decade and this is reflected in service contacts in East Sussex. Whilst East
Sussex has significantly lower rates of new STIs than nationally, rates have generally been rising,
particularly in Eastbourne, Hastings and Lewes. This reflects a national rise in STIs in recent years.
The needs assessment process has highlighted several difficulties in meeting the growing needs of
the population, but has also highlighted the effectiveness of an integrated sexual health system with
good communication, not only between specialist and wider services, but with commissioners and
Public Health too. However, the stakeholder interviews and surveys with service providers suggests
that there could be further improvements made to integrated working structures by further
increasing and maintaining the sexual health skills of the integrated workforce wider than specialist
services. For example, this could be through increased provision in primary care (specifically
regarding LARC provision and contraception prescribing), further development of service access
pathways, particularly around vulnerable groups such as people with learning difficulties and sex
workers, and sexual health awareness training across primary care and education. This would
provide a more effective, holistic and comprehensive service which incorporates a strong basis for
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early intervention, and consultation indicates a desire among primary care and schools to develop
sexual health services and support in these areas.
Some elements of the integrated service are proving to be working particularly well to meet need,
for example: the geographical accessibility of specialist sexual health services hubs, particularly
where other services are closely located; the availability of expert advice to both individuals and
providers; targeted services such as the assertive outreach service and the School Hill Circle Room;
the c-card scheme is perceived to be working well, particularly in reaching people identifying as
bisexual; the availability of drop in services increasing accessibility to provision; and the consistently
increasing uptake of home-based testing and the impact on wider service provision.
There are also several areas where practices have been changed to address particular needs which
are beginning to have an impact, such as improved integrated working to address low HIV testing
uptake; and work to improve chlamydia screening uptake in young men in rural areas of Rother and
Wealden.
However, other elements of the service have been identified as needing improvement or adaptation
to provide effective services. For example the lack of outreach and lack of STI testing and treatment
in the Meridian Circle Room; the limited activity in the smaller specialist spoke clinics of Arthur
Blackman and Bexhill Health Centre (areas identified as having need for provision through
stakeholder consultation); inconsistent reporting and recording and potential double counting,
particularly through coding of contraceptive patients in SHSS as automatic GUM episodes; specialist
sexual health provision within HMP Lewes when there are low numbers of complex sexual health
issues; high referral rates to psychosexual counselling services compared to numbers being
assessed; and low activity against both GP and pharmacy PHLSAs for chlamydia screening kits and ccard provision.
Gaps in service delivery
The evidence outlined in this needs assessments has highlighted several specific areas where there
are apparent gaps in provision:

Early intervention and prevention in schools is perceived to have been decreasing in terms of
lesson time, input from external experts, and a lack of scope to address evolving challenges such
as social media influence, peer pressure, differing sexual orientations, safe behaviour and taboo.

There is rising use of LARC in East Sussex, but it remains lower than nationally. Alongside this
there is a strong message from primary care that where LARC is being provided in practices it is
very effective and valued by the population, and there is a desire for wider training of practice
nurses in coil and implant fitting.

There is a gap in provision in rural areas with fewer services, shorter opening hours and
transport issues. This appears to particularly be an issue for young people and those in more
deprived areas.

There appears to be consensus amongst stakeholders and providers that pharmacies could be
used more effectively to deliver sexual health messages and services, particularly regarding LARC
provision and oral contraception prescribing.

C-card scheme is valued by professionals and young people, but activity and engagement in
schools is poor and there is inconsistent provision against the GP and Pharmacy Public Health
Local Service Agreements.

Sexual health awareness needs to be improved both among the general population and in
targeted groups, specifically teenagers, men who have sex with men, and those aged over 26.

Improvements are needed in promoting understanding and destigmatising of sexual health and
wellbeing issues both through professional training and within the wider community.
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The specific needs of the transgender population are perceived to be affecting a small but
growing community in East Sussex, but LGBT+ specific service provision is seen to be lacking in
comparison to the specialist MSM services some individual s chose to access in Brighton.
While the flexibility of evening and weekend services are hugely valued for increasing equity of
access, where these services are provided they are suggested to be struggling to meet demand
due to staffing capacity.
Gaps in knowledge
Provision of emergency contraception through SHSS in East Sussex is twice the national rate –
the reasons for this need to be explored as it is unclear if this is due to relatively less provision in
primary care, or a truly higher rate.
All those screened for chlamydia are screened for gonorrhoea, but while we know that
diagnoses are increasing, there is no standard data collated on positivity rates of those being
tested so it is not possible to say whether the increase potentially correlates with an increase of
people with gonorrhoea, or whether it relates more closely to better screening.
There is an apparent gap in local and national evidence of the sexual health behaviours and
needs of the over 50 population. Work is currently being undertaken locally to address this gap
in knowledge.
There is also a gap in knowledge of the sexual health needs of those aged over 26, further study
is required.
There is a lack of consistent recording of ethnicity data which impacts of the knowledge we have
of some groups known to be at particularly high risk. For example, national evidence shows
higher HIV prevalence in heterosexual Black African men, and significantly lower uptake of
contraception information and treatment among some BME groups.
There is a lack of local information and understanding of the sexual health needs of people with
learning disabilities, particularly with higher level needs, and improvement needed in support to
access information and services.
There is a lack of local evidence on the risks on digital spaces and social media for sexual health
and wellbeing.
There is a lack of knowledge regarding the incidence, numbers or needs of those undertaking
sex for money

Key assets

This needs assessment has identified a
number of assets, such as services or
ways of delivering support that are
working particularly well or are
particularly effective to meet the
sexual health needs in East Sussex.
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The main assets identified are:
 The Integrated sexual health service model is extremely well valued by professionals in East
Sussex and is perceived to be working particularly well with regards to the integrated
framework and relationship with commissioning and providers.
 The breadth and choice of local provision has increased accessibility for many areas of the
county, and while there are improvements to be made to provide a truly equitable service, the
availability of local services is viewed as a real asset for residents of the county.
 There has been a steady increase in people using the STI self-testing kits. Locally this is seen to
increase accessibility and uptake while taking pressure off sexual health providers, and
nationally this is suggested to both improve uptake and be cost beneficial for the NHS.
 In East Sussex there is a more comprehensive coverage of the chlamydia screening programme
than regionally and nationally which is improving detection rates, which are lower than the
national benchmark.
 The accessibility of drop in and walk in sexual health services is one of the most valued aspects
of the service for both professionals and service users.
 Specialist services, particularly the two hubs in Eastbourne and Hastings are very accessible,
with good transport links, flexible timings, good proximity to colleges and employment centres,
and access for areas with residents known to have poorer sexual health.
 The Assertive Outreach service is a valued service targeting a highly vulnerable population and
effectively providing contraceptive services. The service has been exceeding targets for both
LARC uptake and wider contraception provision.
 Local consultation suggests that pupil satisfaction with the RSE support service is double the
national average, and this is reflected in positive feedback from professionals about the
importance of the service for early intervention and prevention.
 The School Hill Circle Room is working very well to address sexual health needs in the younger
population, with high levels of outreach, high levels of in-house treatment and low referrals to
specialist services, an increase in self-taken STI kits being used and increasing use of LARC.
 Specialist sexual health training across all providers is provided by the specialist services to
update and train the wider workforce. It is considered valuable and vital for increasing skills and
general sexual health knowledge, but also for increasing awareness about needs of particularly
vulnerable groups. There is a general call across all providers for access to more training.
 The C card scheme is a programme cited by professionals as valuable for increasing safe
practices in an accessible way for young people. However, while the scheme is very well
regarded, the engagement of professionals, particularly in primary care and schools is low.
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CHAPTER 8: Recommendations
The following recommendations are based on the evidence presented in this Needs Assessment.
They have been organised into: strategic recommendations; service recommendations; technical
recommendations; and recommendations for further research.

STRATEGIC RECOMMENDATIONS
Recommendation 1: The integrated sexual health offer is developed to maintain current provision
in a more effective, holistic and cost effective way by:
1. Increasing sexual health awareness training to wider partners in the integrated model to
develop a more confident and skilled workforce and reduce pressure on specialist services.
2. Increasing and encouraging more intrauterine devices and implant fitting training for
practice nurses to increase LARC provision in primary care to at least match national trends.
3. More effective awareness raising of sexual health services available in pharmacies and
consideration of expanding provision to better deliver health promotion messages and to
include oral contraceptive prescribing.
4. Continued focus on increasing use of online approaches to sexual health provision where
appropriate.
5. Continue integrated working to encourage increased HIV testing coverage and uptake, and
chlamydia detection through the screening programme aimed at higher risk people.
Recommendation 2: The integrated model is developed to deliver more equitable access across
the county by:
1. Reassessing the appropriateness of service offer and uptake in specialist services spoke
clinics, particularly in areas where current activity is low and the potential need is high.
2. Address the lack of non-GP provision in some rural areas of the county, particularly in
relation to accessibility of services.
3. Further developing clear pathways and protocols to support groups known to serve the
more vulnerable and isolated populations.
4. Supporting schools to maximize the opportunities to improve sexual health locally with the
introduction of statutory Relationships, Sex and Health Education from September 2020.
Including a focus on LGBTQ awareness and lifestyle factors such as social media influence
and risks, peer pressure, safe behaviour and taboo.
Recommendation 3: Health promotion continues to raise general sexual health awareness, as well
as being more closely targeted to specific targeted populations, including:
1. MSM, through approaches which normalise STI screening, promote the effectiveness of PrEP
and ART, and put messages in key locations and online sites often frequented.
2. Over 25s, by approaches which challenge perceptions of provision being for young people
and signpost to the breadth of ways to access advice and provision.
3. Young people, by increased positive sexual health messages in schools, wider promotion of
c-card, chlamydia screening and home test kits, positive messages on key social media
platforms and more promotion of the breadth of ways to access provision.
Recommendation 4: Commissioners and public health to work with GPs, pharmacies and other
settings to address activity against the Public Health Local Service Agreements for sexual health,
including:
1. Explore reasons for GP claims for asymptomatic tests decreasing and for symptomatic tests
increasing.
2. Explore reasons for low GP and pharmacy activity against the PHLSA for EHC and chlamydia
postal test kits
3. Addressing gaps in practices signed up to PHLSA for IUCSs and SDCIs in more rural areas.
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SERVICE RECOMMENDATIONS
Recommendation 5: Provision is reassessed where current services could more effectively deliver
sexual health services, specifically:
1. Public Health to assist prison commissioners when they reassess prison sexual health service
provision.
2. Reassessment of the pharmacy sexual health offer.
3. Reassessment of the primary care STI testing PHLSA.
4. Reassessment of the Meridian Circle Room model in light of decreasing activity and STI
treatment.
Recommendation 6: Some key services are reviewed to address rising need, specifically with
regards to:
1. Potential expansion of STI screening to address higher rates of gonorrhoea amongst males
over the age of 25.
2. The capacity of current evening and weekend services to meet rising demand.

TECHNICAL RECOMMENDATIONS
Recommendation 7: Standardised data recording and reporting is developed in relation to:
1. Consistency of recording of contraception and GUM episodes across the integrated system
to introduce more systematic coding and address issues of double counting.
2. Consistency of data provided for national reporting and data used locally.
3. Ongoing data quality issues relating to the reporting of activity against the PHLSA for STI
testing and treatment and HIV testing and poor reporting by some providers of the C-Card
scheme.
Recommendation 8: Data recording allows services to be designed around need and minimising
risk by collecting data on those known to be at greater risk, such as:
1. Standardised data on protected characteristics across all services, including sexual
orientation and ethnicity where data is particularly poor.
2. Standardised coding, for example for risk of child sexual exploitation, and for capturing sex
workers accessing services.

RECOMMENDATIONS FOR FURTHER RESEARCH
Recommendation 9: Work is undertaken to address the lack of knowledge about the sexual health
needs of particular groups, including:
1. Sex workers.
2. People aged over 26-49.
3. People aged over 50.
4. Transgender people.
5. People with learning disabilities, particularly with more complex needs.
Recommendation 10: More investigation is needed to understand:
1. High referral rates into psychosexual counselling services compared to numbers assessed.
2. The reasons for high rates of people accessing EHC through SHSS compared with nationally.
3. The risks of digital spaces and social media locally for young people’s sexual health.
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Appendices
APPENDIX 1
What is working well to meet the sexual health needs of local people?
STRATEGIC APPROACH

OPERATIONAL APPROACH

SERVICE PROVISION
Specialist Services

28

STI screening
Online services
C-card

27
22
18

Contraception
provision

14

GP provision

11

ACCESSIBILITY

Drop-ins

awareness /
information

Commissioning

VULNERABLE GR

27

15

12
geographical
location
referral process
Training

11
11

10

PSHE planned lessons 10
Integrated
model/working

9
Support for
9
education settings

Services for
vulnerable
populations

Service
accessibility

8

opening hours

8

7
Assertive outreach 5
Nurse service/
prescribing

Standard of care

4
School Nurse

4

Outside the Box
Counselling

3
3

Choice of services

4

Outreach

3

3
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Which sexual health services/support systems are particularly valued by patients/clients?
STRATEGIC APPROACH

OPERATIONAL APPROACH

SERVICE PROVISION
Specialist
services/hubs
Contraception
provision
C-card

ACCESSIBILITY

VULNERABLE GROUPS

26
25
20
Drop-in centres

STI screening
Online services

14
9

Primary care
provision

7

15

Assertive outreach 7

Service
accessibility
flexibility/choice
Staff
awareness /
information

6
6

5
4
geographical
location
OOH
general
accessibility
appointment
availability
someone to talk to
(students)

4
4
4
3
3
Services for
3
vulnerable groups

Foundations
project
HIV service
School Nurse

3
3
3

Is there anything that could be done differently to improve current local provision and support?
STRATEGIC APPROACH

OPERATIONAL APPROACH
awareness /
information

Partnership working

SERVICE PROVISION

ACCESSIBILITY

VULNERABLE GROUPS

34

21
Training/ increase
19
knowledge
rural areas

17
Services for
17
vulnerable groups

Commissioning

11
general acessibility 10
Support for
education

10
STI screening

10
service
accessibility
opening hours

9
9

more local services 8
Staff

7
Online provision

6

Contraception
provision

4

Better use of
pharmacies for Sexual 5
health
Data

5

appointments
SSHS
Primary care
provision
Valuable services

4

4
4
4
shorter waiting
times
Outreach

3
3
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Are there any sexual health needs that are not currently being met by local provision?
STRATEGIC APPROACH

OPERATIONAL APPROACH

SERVICE PROVISION

ACCESSIBILITY

VULNERABLE GROUPS
Provision for
18
vulnerable groups

awareness /
information

SH education
programmes

10
Contraception
provision

8

STI screening

8

rural areas

9

service access

8

appointments

4

8

Training/ increase
7
knowledge
Commissioning/
funding

6
Primary care
provision

Partnership working

5

4
cervical screening

4

Counselling

3

PSHE planned lessons 4

Are there any populations whose sexual health needs are currently not being effectively met?
STRATEGIC APPROACH

OPERATIONAL APPROACH

SERVICE PROVISION

ACCESSIBILITY

VULNERABLE GROUPS
Young people
LGBT
Over 25s
Rural areas
LD
BME
Sexual
abuse/assault
Sex workers
Deprived
communities

20
19
18
8
6
4
4
3
3

What would be the most important priorities for commissioners to address in the future plans?
STRATEGIC APPROACH

Commissioning

Strategic approach

OPERATIONAL APPROACH
awareness /
information

39

Professional
training

13

SERVICE PROVISION

VULNERABLE GROUPS

34

13
Contraception
provision

Prevention/Early
intervention

ACCESSIBILITY

12

11
Provision for
10
vulnerable groups

STI Screening

locally accessible
general
accessibility
Drop-ins

7

rural areas
choice
Drop-ins

5
5
5

longer opening
times

3

6
5

5

Better use of
pharmacies for Sexual 4
health
Counselling
cervical screening

3
3

PSHE planned lessons 3
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Any other comments?
STRATEGIC APPROACH

Good local offer

12

Impact of wider
issues

7

OPERATIONAL APPROACH

SERVICE PROVISION

ACCESSIBILITY

VULNERABLE GROUPS

Provision for
6
vulnerable groups

Raising
awareness
Integrated working

Access

5

rural areas

4

4

3
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Glossary of Abbreviations
Abbreviation
ADL
AIDS
ART
BASHH
BBV
BME
BPAS
BSUH
CCG
CIN
CSA
CSE
CSEW
CTAD
CVD
DoH
D and B
EHC
EHS CCG
EMA
EPACT
ESCC
ESHT
FAM
FGM
FSRH
GUM
GUMCAD
HARS
HBV
HCA
HCP
HIV
HPA
HPV
HR CCG
HRBS
HSV
HWLH CCG
IMD
IUCD
IUD
IUS

Definition
Activities of Daily Living
Acquired Immunodeficiency Syndrome
Antiretroviral Treatment
British Association of Sexual Health and HIV
Blood Borne Virus
Black and Minority Ethnic
British Pregnancy and Advisory Service
Brighton and Sussex University Hospitals NHS Trust
Clinical Commissioning Group
Cervical Intraepithelial Neoplasia
Child Sexual Abuse
Child Sexual Exploitation
Crime survey of England and Wales
Chlamydia Testing Activity Dataset
Cardiovascular Disease
Department of Health
District and Borough
Emergency Hormonal Contraception
Eastbourne, Hailsham and Seaford CCG
Early Medical Abortion
Electronic Prescribing Analysis and Cost Tool
East Sussex County Council
East Sussex Healthcare NHS Trust
Fertility Awareness Methods
Female Genital Mutilation
Faculty of Sexual and Reproductive HealthCare
Genitourinary Medicine
Genitourinary Medicine Clinic Activity Dataset
HIV and AIDS Reporting System
Hepatitis B Virus
Health Care Assistant
Health Care Provider
Human Immunodeficiency Virus
Health Protection Agency
Human Papilloma Virus
Hastings and Rother CCG
Health Related Behaviour Survey
Herpes Simplex Virus
High Weald Lewes Havens CCG
Indices of Multiple Deprivation
Intrauterine Contraceptive Device
Intrauterine Device
Intrauterine System

198

JSNA
LAC
LARC
LD
LGA
LGBTQ
LSOA
MSM
MTW
NCSP
NEET
NHSE
NICE
NPS
NSGI
PHE
PHLSA
PHOF
PHSE
PID
PN
POP
POPn
POSDI
PREP
RCOG
ROI
RE
RSE
SARC
SHRAD
SHS
SMI
SPFT
SPOT
SSHS
STI
TOP
UNAIDS
UPA
WHO
WSW
NATSAL

Joint Strategic Needs Assessment
Looked After Children
Long Acting Reversible Contraception
Learning Disabilities
Local Government Association
Lesbian, gay, Bisexual and Transgender, Queer/Questioning
Lower Super Outputs Areas (areas with approximately 1,500 residents)
Men who have sex with Men
Maidstone and Tunbridge wells NHS Trust
National Chlamydia Screening Programme
Not in Education, Employment or Training
National Health Service England
National Institute for Health and Care Excellence
Novel Psychoactive Substances
Non-Specific Genital Infection
Public Health England
Public Health Local Service Agreement
Public Health Outcomes Framework
Personal, Social, Health and Economic education
Pelvic Inflammatory Disease
Partner Notification
Progestogen only Pill
Population
Progestogen-only subdermal implant
Pre-exposure prophylaxis
Royal College of Obstetricians and Gynaecologists
Return on Investment
Relationships Education
Relationship and Sex Education
Sexual Assault and Referral Centres
Sexual and Reproductive Health Activity Data Set
Sexual and Reproductive Health Services
Severe Mental Illness
Sussex Partnership NHS Foundation Trust
Spend and Outcomes Tool
Specialist Sexual Health Services
Sexually Transmitted Infection
Termination of Pregnancy
United Nations Programme on HIV and AIDS
Ulipristal Acetate
World Health Organisation
Women who have sex with Women
National Survey of Sexual Attitudes and Lifestyle
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