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Executive Summary

Strategic Context

National Targets 
Sexual health is an NHS and public health priority. Rates of diagnosed sexually transmitted infections (STIs) are rising and research suggests that sexual risk taking is also increasing. The first National Strategy for Sexual Health and HIV (DH 2001) highlighted the inequalities that exist in sexual health, and the government white paper Choosing Health (2004) outlined the importance of modernising services and delivering care in different ways. Choosing Health emphasised the need to communicate better with people about risk, and to offer more accessible services with faster and better prevention and treatment. Supporting the white paper, the Medical Foundation for Aids and Sexual Health (MedFASH) developed ten standards with the aim of enabling people to have prompt and convenient access to consistent, equitable and high quality sexual healthcare. 
The National Strategy aims to: 

· reduce the transmission of HIV and STIs; 

· reduce the prevalence of undiagnosed HIV and STIs; 

· reduce unintended pregnancy rates; 

· improve health and social care for people living with HIV

· reduce the stigma associated with HIV and STIs.

 The Strategy proposes: 
· providing clear information so that people can take informed decisions about preventing STIs, including HIV; 

· ensuring there is a sound evidence base for effective local HIV/STI prevention; 

· setting a target to reduce the number of newly acquired HIV infections; 

· developing managed networks for HIV and sexual health services, with a broader role for those working in primary care settings and with providers collaborating to plan services jointly so that they deliver a more comprehensive service to patients; 

· evaluating the benefits of more integrated sexual health services, including pilots of one-stop clinics, primary care youth services and primary care teams with a special interest in sexual health; 

· beginning a programme of screening for Chlamydia for targeted groups in 2002; 

· stressing the importance of open access to GUM services and, over time, improving access for urgent appointments; 

· ensuring a range of contraceptive services are provided for those that need them; 

· addressing the disparities that exist in abortion services across the country; 

· increasing the offer of testing for HIV and setting a target to reduce the number of undiagnosed infections, thereby ensuring earlier access to treatment for those infected and limiting further transmission of the virus; 

· increasing the offer of hepatitis B vaccine; 

· setting standards for the treatment of STI’s and for the treatment, support and social care of people living with HIV; 

· setting priorities for future research to improve the evidence base of good practice in sexual health and HIV; and 

· addressing the training and development needs of the workforce across the whole range of sexual health and HIV services. 

Choosing Health set out the following priorities for PCTs: 
· a reduction in the rate of conception by those under 18 by 50% by 2010 (from the 1998 baseline) as part of a broader strategy to improve sexual health (PSA 11a) 

· 100% of patients attending genito-urinary medicine clinics to be offered an appointment within 48 hours by 2008 (PSA 11b) 

· a decrease in rates of new diagnoses of gonorrhoea by 2008 (PSA 11c) 

· an increase in the percentage of people aged between 15 and 24 accepting screening for Chlamydia (deferred to 2007/2008) (PSA 11d) 

Evidence: 
One to one intervention to reduce the transmission of sexually transmitted infections (STI’s) including HIV and to reduce the rate of under 18 conceptions – especially among vulnerable and at risk groups.

Ref: NICE Guidelines Feb 2007 PH1003    
NATSAL (National Survey of Sexual Attitudes and Lifestyle) has identified that between 1990 and 2000 there has been an:-

· Increase in reported prevalence of homosexual relationships.

· Increase in prevalence of concurrency of sexual partner< 1yr

· Increase in prevalence of men paying for sex

· Increase in prevalence of unsafe sex

The National Strategy for Sexual Health and HIV 2001 was set up to reduce unintended pregnancies, reduce transmission of HIV and STI and to reduce the prevalence of undiagnosed STI and HIV.

Locally we therefore need to focus on reduction of infections and the promotion of safer sex - as was highlighted at a recent visioning and strategic planning meeting for sexual health – by working in conjunction with the local GUM clinic and other statutory and non-statutory services involved in the promotion of Sexual Health awareness, education and intervention.

Statistics indicate that there are areas in Dacorum that have a high incidence of unmet need, where there is a high ratio of young people who are not attending the existing GUM clinics in Watford or St Albans. One area that has a high at risk population (no of sexually active 15-24 year olds who are not using condoms) according to local statistics is Bovingdon which is an area encompassed by the practice.

It is our aim to make services more accessible, particularly to the teenage population, by transferring sexual health care services closer to home in an area that has good local transport links by road and rail enabling no geographical restriction. The service will provide confidential, open access, holistic care to all patients in Dacorum in need of sexual health and contraceptive advice, investigations, treatment and support .

We will endeavour to treat, reduce spread of STIs and reduce unintended pregnancies in line with the National Strategy for Sexual Health – not just in the younger age group but also in the more mature groups who, according to national statistics, are increasingly attending GUM clinics. 

The plan to establish a cost effective, efficient clinic in a GP surgery provide an environment – overtly unidentifiable as a GUM clinic - that patients may find more acceptable. The improvement of sexual health in the community is consistent with national and local strategic framework and public health goals. Bringing healthcare closer to people’s homes is one of drivers of Investing in Your Health.
At this stage our plan meets the strategy’s aims proposals and PCT priorities as shown in bold italics   
1.   Project Objectives:
· Set up a community based clinic to investigate, treat, educate and support all patients at risk, or in fear of being at risk, of sexually transmitted diseases

· Provide an environment that precludes easy identification of patients attending for the service in a readily accessible situation 

· To encourage and enable young people in particular to access sexual health education as a preventative measure 

· Ensure that patients feel that non-judgemental support is readily available in a confidential setting

· Enable the early detection of transmitted disease, contact tracing and limitation of the spread of infection

· To set up an integrated STI and FPC offering asymptomatic screening of both men and women

· Offer open access and pre-booked appointments

· Facilitate access to the service for all Dacorum residents by advertising in public places accessed by all ages
· Enable all groups – disabled/ethnic minorities/MSM/differing faiths/diverse age groups - to access a local service 

· To provide a convenient one-stop shop for patients delivered in a local community setting 
· The service will maintain close links and collaboration with the GUM clinic to ensure the delivery of effective high standards of care   

2.   Service Provision:    

· Pre-test counselling for HIV and other blood borne viruses

· HIV, syphilis and hepatitis screening tests

· Investigation of possible viral infections e.g. herpes

· Treatment for presumed and confirmed STIs

· Dispensing of medication

· Seamless management of chronic infections

· Epidemiological treatment of contacts & follow up as appropriate

· Heb B vacs

· Full contraceptive services including all LARC 

· Cervical cytology (in line with national guidelines)

· Provision of condoms

· Safe sex advice

· Contact tracing for bacterial STIs

· Referral for TOP

· Referral to other services as appropriate

· Data collection/audit
3.  Opening Hours:

It has been established and agreed by the existing service providers and the PCT Lead that a late afternoon/evening (4 – 7pm) clinic would provide:

a) access for young people to attend immediately after school

b) access for mature patients after work

c) parents when partner/friends/family able to look after young children       

3.  Benefits:

The availability of a cost effective service within Dacorum which has a population of 150000 (5% are 15-19year olds and 6% are 19-24year olds) but which has no formal clinic for investigation, treatment of STIs and potential reduction in Family Planning Clinic availability.

The reduction of other STI’s by early education, prevention and treatment will reduce the cost burden of the increasing levels of conditions requiring treatment in the short and long term. Additional benefits of easy local access will be to reduce the incidence of TOP’s and the mental, health and social effects of young people with unwanted pregnancies.

A service, which is easily accessible - as on road and rail routes – not situated in a formal GUM setting which can put people off attending because of the stigma attached -  particularly amongst the older population who now have a higher need of sexual health services due to increase number of sexual partners.

The estimated number of undiagnosed Chlamydia infections in 16-24 year old sexually active population in Dacorum is 541. Contact, diagnosis and treatment of more of this group will reduce transmission. This will ultimately reduce potential cost of infertility invest and treatment in the future.

4.  Service Monitoring/Clinical Governance  :

The new service will be closely monitored for clinical safety, quality and governance by the GUM Clinical Director. Regular meetings will be held involving all clinicians and the practice staff will communicate with Dr Munday for advice and involvement in patient management.  
The provider will follow pathways of care provided by the GUM service (Appendix A) and will provide regular audits, significant events analysis and patients satisfaction survey as required to monitor service progress and demonstrate clinical effectiveness and efficacy.
The clinicians providing the service will maintain their education in collaboration with the GUM clinicians to ensure that clinical governance standards of care are maintained.
GP lead will take part in clinical governance organised by Watford GUM clinic for their own staff.

5. Clinical Skills/Training: 

The GP Lead, Dr Joanna Lang has undertaken approved training:

· trained in and undertaken contraceptive usage and fitting for last 23years. 

· regularly attended Margaret Pyke FP and women’s health courses.

· recently undertaken STIF course

· obtained DFFP

· holds letters in clinical competence in IUD techniques

· trained and experienced in subdermal contraceptive implant techniques. 

· attended the Watford GUM clinic for a course of further training under supervision of Dr Pat Munday.

Nurse Lead, Janina Ineson has undertaken approved training :

· Family Planning trained 

· completed the STIF course

· is a Nurse Practitioner/Prescriber with 18 years experience in General practice

· holds the ENB998 and is highly motivated in education - particularly teenagers

· Marie Curie Cancer Screening course

· ENB 934 (Care & Management of persons with Aids & HIV)

6.  Consultation / Stakeholder Support:

The practice has been working with Dr Sasikala Rajamanoharan (Clinical Director GUM) Dr Pat Munday who both support a community sexual health service based outside the main GUM service. They have both visited the surgery to assess the risks of the service development, to view the premises and have provided help advice with regard to setting up the service. Both clinicians have offered their on-going support.

Rosie Gagnon (PCT Sexual Health Lead) has met with us and has also offered her full support of the pilot project which fits with the National Strategy for Sexual Health. She has identified separate funding for the project.  

A PPI representative regularly attends the Dacorum PBC Executive meetings and has been involved in the decision to support this proposal.
7. Financial Case:

This pilot is not aimed at replacing or reducing the existing GUM service but is intended to establish a cost effective additional community provision in line with national guidelines for which additional funding has been made available. 
However, there is a current and projected  underspend in the Dacorum LES budget in 2007/08 and there is, we understand, growth money available for projects in 2008/09 
The costs shown below are indicative of an increase of provision at a cost effective price.
There will be no negative impact on the current service providers as the existing spend on secondary care GUM services will not be reduced but may be directed at enabling more efficient and effective use of the skills and competencies of their staff to focus on Level 5 care (Local Strategy plan).  
Service Costs:
Set-up -

The initial set-up costs mainly centre on advertising which would be facilitated by producing leaflets and posters for display (in collaboration with PCT existing advertising producers) and distribution in local amenities i.e. schools, GP surgeries, pharmacies, pubs, clubs, SAR Centre etc.

Advertising may be obtained by securing an article in the local free newspaper and future ‘stuffers’.

Local radio will be contacted to secure a wide reaching audience of young people

Additional clinical training sessions with Dr Munday for the lead Doctor and Nurse (£75 each session) 
We are advised that specific funding is available.   

On-going -
The initial pilot is for 1 year (with a review at 6 months – the minimum lead in time required to establish the clinic) and the following (approximate) resources will be required:

· Clinical Leadership  – we anticipate 5 hours/wk @ £125 per hour  = £650

· (to include consultations/results review/correspondence/communication with GUM)   

· Nurse Practitioner – 5 hours/wk @ £30 per hour  =  £150
· Management/admin/reception – 5 hours/week @ £30 per hour = £150

· Premises / utilities etc. £10 per hour  
· Clinical Governance @ £450/mth

Total staff cost per week:       £  950

Premises/Utilities per week:   £    50
Patient costs inclusive of:

· Drugs 
· Path tests
· Clinical consumables
· Notification

Cost per week:                       £1200  

Clinical Governance per mth: £ 450    (as per quotation by WHHT)
Total cost per week:               £2312.50 

(These costs allow for the attendance of 20 patients per week) 

Current PBR costs are @ 149 per patient:  x 20  =  £2980 

Cost efficiency:  
Difference between Practice rate of £115.62 & PBR rate of £149  =  (£33.38) per patient       

                                                                                                (equiv. £34715 per year)    
