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1.0 Glossary

BBV Blood Borne Virus

GUM Genitourinary Medicine

HBV Hepatitis B Virus

HCC Hepatocellular cancer

HCV Hepatitis C Virus

HIV Human Immunodeficiency Virus

HPS Health Protection Scotland

IDU Injecting Drug User

IEP Injecting Equipment Provider

ISD Information Services Division

LARC Long Acting Reversible Contraception
LGBT Lesbian, Gay, Bisexual and Transgender
MCN Managed Care Network

MSM Men who have Sex with Men

NaSH NHSScotland National Sexual Health System web site
PN Partner Notification

SGHD

SHARE Sexual Health and Relationship Education
SRH Sexual and Reproductive Health

SH Sexual Health

STI Sexually Transmitted Infection

QIS Quality Improvement Scotland



2.0 Background

The Grampian Sexual Health and Blood Borne Virus Strategy targets the
population affected by Sexual Health and Blood Borne Virus issues across
Grampian. It is envisaged it will be used not only by staff from NHS Grampian,
the Local Authorities of Aberdeen City, Aberdeenshire and Moray, Third Sector
organisations and wider partnerships but also by patients and carers affected by
these conditions and by the general public over the next four years. NHS
Grampian will take this work forward within their MCN Framework striving for the
achievement of the 9 MCN core principles (see Appendix A) along with topic
specific standards for each MCN.

The Scottish Government have brought the four policy areas of sexual health,
Human Immunodeficiency Virus (HIV), hepatitis C (HCV) and hepatitis B (HBV),
together in the one integrated strategy. The Sexual Health and Blood Borne
Virus Framework 2011-2015 (Scottish Government 2011) therefore this
approach will be mirrored in Grampian. There is currently no policy document for
HBV but those for Sexual Health, HCV and HIV are taken forward under the new
framework. The three policy documents are:

Respect and Responsibility (Scottish Executive,2005) for Sexual Health
Hepatitis C Action Plan (Scottish Executive, 2006a Scottish Government,
2008a)

HIV Action Plan (Scottish Government 2009).

The local strategy deriving from this national framework recognizes the distinct
strands of work in the four policy areas whilst acknowledging the commonalities
between them. It also ensures NHS Grampian’s five strategic themes of
improving health, delivering safe, effective and timely care, involving the public,
developing the workforce and getting the best from resources are firmly
embedded in the core work of the MCNSs, already supporting these strategic
areas.

This ambitious Grampian strategy adopts the outcome based approach anchored
by effective shared ownership and joint working between partners with a strong
focus on challenging inequalities, as laid out in the national framework. Public,
Private and Third Sector organisations all have essential roles to play in
progressing the local strategy outcomes, both individually and in partnership, and
all organisations will be fully involved in the ongoing development of this strategy.

The strategy recognises the commonalities that exist across Scottish
Government policy areas, including drug and alcohol policies, Early Years,
maternal and child health, long-term conditions, Curriculum for Excellence and
Equally Well. It will build on these going forward to support improvements in
sexual health and wellbeing and to effectively tackle the management of BBVs in
Grampian.



To support the implementation of this strategy the organizational structure of
sexual health and BBV work is being reviewed within NHS Grampian. The aim is
to rationalize the meeting structure whilst ensuring adequate support is in place
to implement and monitor progress against the strategy. The meeting structure
will reflect the work streams and the support team for the work will also be
structured around this. More information can be found on the respective
Managed Care Network websites, www.nhsgrampian.org/sexualhealthnetwork,
www.nhsgrampian.org/hepcmcn, as the structure and workplan develops.




3.0 Epidemiology

Epidemiological information on sexual health has been broken down into sexually
transmitted infections, unintended pregnancies, and teenage pregnancies. BBV
epidemiology is described in three parts: hepatitis C, hepatitis B and HIV. Local
knowledge gaps are recognised especially around HBV epidemiology; these will
be addressed in the strategy workplan. It is hoped in the future to have more
population based detail on contraception uptake from the NaSH IT system for
sexual health and also potentially from primary care prescribing data. What is
recognised is that unintended pregnancy results from failure to use
contraception, inconsistent use of condom contraception, failures to recognise
fertility risk and access emergency contraception in timely fashion and is much
less frequently associated with contraceptive failure.

3.1 Sexually transmitted infections

Sexually transmitted infections (STI's) and ill health remains a significant public
health problem. In Scotland generally, STI diagnoses continue to increase
among heterosexual men and women particularly in young people aged less than
25 years. STIs disproportionately affect those from low socio-economic
background®.

In Grampian the STI picture mirrors Scottish trends with the added context of a
large student population of mainly young people attending the Universities of
Aberdeen and Robert Gordon’s and a number of colleges.

The most common STls in Grampian are Chlamydia and genital warts. Available
evidence suggests that Chlamydia infection is asymptomatic in at least three
quarters of women and half of men?. Trend data of sexually transmitted diseases
in Grampian from 2006-2009 is shown, broken down by gender, in figure 1a and
1b.

Trends of Sexually transmitted diseases in Grampian by gender 2006-2009

This data is based solely on all diagnoses recorded at Grampian GUM clinics. It
is presented as rate per 100,000 population by diagnosis and gender. The
abbreviation NSGI (non-chlamydia) is used for Non-Specific Genital Infection
(non-chlamydia) in the graphs below. Further information can be found on these
STls at www.sexualhealthscotland.co.uk.

1 National services Scotland 2010- Scotland’s Sekellth information
2 Information Service Division, ISD 2010



Trend Analysis of Male Acute STIs in Grampian
(Rates per 100,000 Population Year 2006- 2009)
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Figure 1a — Trend Analysis of male acute STIs in Gr  ampian 2006-2009

Source: ISD Scotland-STISS 2010

Trend Analysis of Female Acute STls in Grampian
(Rates per 100,000 Population Year 2006- 2009)
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Figure 1b — Trend Analysis of female acute STIsin  Grampian 2006-2009

Source: ISD Scotland-STISS 2010

Chlamydia

The rate of Chlamydia in all age groups has fallen for males and females since
2006, more dramatically in female. In males the rate fell from 169.5 per 100,000
population in 2006 to 142.1 per 100,000 in 2009. While in females the rate fell

from 202.0 per 100,000 in 2006 to 109.0 per 100,000 in 2009.



Gonorrhoea

- Overall in Grampian, gonorrhoea affects a higher proportion of men than
women. However the rate of infection in women has increased from 1.9 per
100,000 in 2007 to 5.5 per 100, 000 in 2009.
In males the rate of gonorrhoea fell from 19.0 per 100,000 in 2006 to 18.1 per
100,000 in 20009.

Syphilis
Although the rate of infectious syphilis is relatively low in Grampian, almost all of
the new cases are seen in MSM.

Genital warts
The rate of genital wart infection (first episode) has increased significantly in
men in the last 4 years.
In women, the year on year variation from 2006 to 2009 shows a significant
rise in diagnosis in 2008 (118.6 per 100,000) with a subsequent decline in the
2009 (87.9 per 100,000) figures.

Genital herpes

- Genital herpes simplex virus (HSV) infection is the most common ulcerative
STl in the UK. Many of those who carry the virus are unaware they have been
infected because initial infection is often asymptomatic. Occasionally the virus
can be activated, causing the infected individual to experience an outbreak of
genital herpes.
Overall in Grampian the rate of genital herpes, first episode, has increased in
both men and women during the past 4 years (figure 1&2). In men, the rate
increased from 26.7 per 100,000 in 2006 to 29.9 per 100,000 in 2009.
Similarly in women, the rate increased from 21.3 per 100,000 in 2006 to 31
per 100,000 in 2009. In 2010, the number of laboratory diagnosis of genital
herpes was higher in women than in men (183 versus 87) giving a rate of 99
per 100,000 in women compared with 46 per 100,000 in men (HPS weekly
report, 24 August 2011).

3.2 Unintended Pregnancy

An unintended pregnancy is a pregnancy that is either mistimed or unwanted..
Women of all ages may have unintended pregnancy therefore it is not
synonymous with teenage pregnancy although teenagers and women aged 20-
24 years experience a disproportionate number of unintended pregnancies.

Unintended pregnancy is difficult to measure. It is estimated that nearly all
pregnancies ending in abortion are unintended thus; abortion rates are used as a
proxy to measure the rate of unintended pregnancy. It is also important to note
that not all unintended pregnancies end up in abortion therefore any estimate of
unintended pregnancy using abortion rates is likely to be an underestimate of the
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real issue. Abortion rates give an indication of the unmet need for contraception
within the population. Around one in every five pregnancies is terminated in
Grampian.

There is little evidence to suggest any significant long term impact on the
physical, emotional or future reproductive health of women undergoing abortion.
Some recent work suggests that there may be an association with prior abortion
and subsequent preterm delivery but risk factors are multi-factorial and
confounding.  Abortion remains one of the most frequent gynaecological
interventions and while safe and accessible in the United Kingdom, is not entirely
free from morbidity and short term emotional distress.

3.2.1 Abortion trends in Grampian

In past 20 years the rate of abortion in Grampian has followed a slow increasing
trend. However, in recent years there has been a consistent fall in the number
and rate of abortions with 1,382 in 2010 compared to 1556 in 2007, representing
rates of 12.9 per 1000 women aged 15-44 in 2010 and 14.6 in 2007. Over this
period the rate in Grampian has remained almost consistently just above the
Scottish average.

Figure 2: Abortion performed in Grampian; 1991-2010
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Between council areas in Grampian, from 1998 to 2010, abortion rates were
consistently highest in Aberdeen City and lowest in Moray.



Figure 3: Abortion rate by Local Council Area; 1998 - 2010

Abortion rate by Local Council Area in Grampian
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Available data for the last 10 years show that the numbers of abortions

performed has consistently been highest in younger women aged 20-24 years,
then 16-19 (figure 4). This data should however be interpreted with caution and
direct comparison is best made on rates, taking into account variation in the

female population denominator in each age category.

Figure 4: Abortion by age of woman; 2001-2010
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For example in figure 5 below, the numbers of abortions were consistently higher
in the age group 20-29 years across the 3 local council areas in 2010. However,
when expressed as a proportion of all women in these different age groups, the
picture seemingly changes significantly. This shows that in Aberdeen City, those
aged less than 20 years had the highest rate of abortion compared to those aged
20-29 and 30 years and over. In Aberdeenshire and Moray abortion rates were
highest in the age group 20-29 years indicating that unintended pregnancy in
teenagers is a bigger problem in Aberdeen City (figure 6).

Figure 5: Abortion by age of woman and by local cou ncil area; 2010
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Figure 6: Abortion rates by age group and local cou ncil area; 2010

Abortion rate by age group and local council area
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3.2.2 Abortion and deprivation

The rate of abortions continues to show a clear gradient with the level of
deprivation. In 2010, the rate (23 per 1000) in the most deprived areas of

Grampian was more than double the rate (10.9 per 1000) in the least deprived
areas of Grampian.

These rates were higher than the Scottish average (Figure 7).

%
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Figure 7: Abortion performed in Grampian by depriva tion quintile; 2010

Abortion in Grampian by Deprivation Quintile 2010
3 25
T
i
e] 20 A
S
a _|
s 15 +—
IS
(@]
= 10 A
o
o
o
- 5
9]
o
g 0
IS
a4 1 - Most 2 3 4 5 - Least
deprived Deprived
O Grampian 23 17.5 12.2 10.8 10
m Scotland 16 13.7 11.9 10 9.2
‘ O Grampian @ Scotland ‘

Source ISD, Abortion Statistics, 2011

In the last 10 years, the proportion of abortions performed at less than 9 weeks
(early termination) has risen steadily in Grampian; from 40.3% in 2001 to 65.2%
in 2010 (figure 8).

Figure 8: Abortion performed at less than 9 weeksi  n Grampian; 2001- 2010
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The proportion of terminations carried out by medical method has been rising
steadily in recent years, with 74.3% of all terminations performed by medical
method in 2010, compared to 67.5% in 2001.

In 2010 more than a quarter (28.9%) of the 1,382 women having a termination
had had a previous termination, which is fairly unchanged over the previous four
years at least and similar to the rate for previous termination in Scotland (28.4%
in 2010).

3.3 Teenage pregnancy

Over the last 10 years, teenage pregnancy (all age groups) rate in Grampian has
remained stable with a slight decrease in recent years. In the under 20 age
group, the rate dropped from 50.6 per 1000 in 2006 to 46.4 per 1000 in 2009.
The rates in those less than 18 and less than 16 years also showed similar but
smaller drops during the same period. The Grampian rates have been
consistently less than the Scottish rate over the 10 year period (figure 11).

Figure 11: Teenage Pregnancy rate in Grampian, 1994 -2009
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Within Grampian there are differences between the rates in council areas, with
Aberdeen City having the highest rates, and Aberdeenshire the lowest rates. This
Is consistently so across all teenage age category (under 16 years, under 18 and
under 20). These rates are illustrated in figures 12-14.
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Figure 12: Teenage [<20 years] Pregnancy Rate by Lo cal Council Areas
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Figure 13: Under 18 Pregnancy Rat
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Figure 14: Under 16 pregnancy rate in Grampian by L ocal Council Area
1994-2011
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3.3.1Teenage pregnancy and deprivation

Teenage pregnancy rate is strongly associated with deprivation level. Generally
teenage pregnancy rates are higher in the most deprived areas compared with
least deprived areas and this trend has not varied much in the last 10 years.

In 2009 in the under 20 age group, the rate (119.9 per 1000) in the most deprived
area of Grampian was over 4 times the rate (28.6 per 1000) in the least deprived
area (figure 15). A similar pattern was present in the under 18 age group, with
89.4 per 1000 in the most deprived group and 20.5 per 1000 in the least deprived
group.

Within the under 16 age group, the rate (26.7 per 1000) in the most deprived
group was over 8 times the rate (3.2 per 1000) in the least deprived area of
Grampian (figure 14).



Figure 15: Teenage Pregnancy in Grampian by age gro up and deprivation
2009
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Although the overall rate for each age group in Grampian appears to be lower
than the overall rate for Scotland, the rates for each quintile in each age group
appear to be slightly higher than those for Scotland particularly for the most
deprived groups. This paradox is explained by the fact that most of the Grampian
population lies in the affluent quintiles, and so the Grampian average is weighted
towards the lower rates, thus the overall Grampian rate is less than the Scottish
rate. This is particularly important in that the lower observed overall rates tend to
mask the true picture of teenage pregnancy in deprived areas across Grampian
when compared with the Scottish average.

3.3.2 Outcome of teenage pregnancy

Pregnancy in teenage mothers can either end up as an abortion, miscarriage or
live birth. In Grampian between 1995 and 2009, the number of live birth to a
teenage mother (<20 years) exceeded the number of abortions figure 16).
However in the least deprived areas, abortion rather than birth tends to be the
most common outcome in this age group. While teenage birth rate is falling,
teenagers are now more likely to opt for abortion as reflected in a rising abortion
rate.



Figure 16: Outcome of Teenage (<20 years) pregnancy in Grampian 1995-
2005
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Teenage pregnancy remains significant public health and socioeconomic
concern. Teenage pregnancy and parenthood are highly complex and teenagers
themselves are a very diverse social group with different needs and motivations.
Aside from poorer obstetric outcomes, particularly for second teenage
pregnancies, early motherhood is also associated with poor educational
achievement, poor physical and mental health, social isolation and deprivation,
socioeconomic disadvantage and social exclusion for both mother and offspring.
Teenage pregnancy is recognised to lock generations into cycles of poverty, poor
attainment, unemployment, welfare dependency and poor health. There are also
developmental implications for the child.

3.4 Blood Borne Virus Infection

Blood borne virus (BBV) infection is an important Public Health issue. This is due
to its preventable nature, the long-term and lasting health consequences it
potentially brings to those affected and the costly burden to individuals, the NHS
and society.

BBVs are transmitted through contact with human body fluids. Worldwide this is
most common from mother to child and through sexual intercourse, but sharing of
injection equipment either for illicit drug use or inadequate infection control is also
a key factor.
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In international terms, Scotland is an area of low to moderate blood borne virus
prevalence for each of the three viruses of interest, namely hepatitis C virus
(HCV), hepatitis B virus (HBV) and Human Immunodeficiency Virus (HIV).

Vertical transmission from mother to child in our country is possible for all three
BBVs, although rare. Transmission through the sharing of injecting drug
equipment is very common for HCV where 40 to 60% of injecting drug users may
be infected. However, similarly to HIV infection in past years, HCV infection
through this mode is slowing due to improved harm reduction interventions.

Transmission of HIV and HBV viruses through unprotected sexual intercourse
remains an important risk factor, especially among men who have sex with men.

BBV epidemiology in Grampian differs to the rest of Scotland, although detailed
analysis of this has not been undertaken locally.

3.5 HIV Epidemiology

HIV was first diagnosed in Grampian in 1986 and up to September 2011, 491
cases of HIV have ever been known to Grampian laboratories®.

The male proportion of all HIV cases is similar across Grampian and Scotland at
73% and 72% respectively. Age profile at diagnosis has been slightly older in
Grampian than Scotland. In the first 5 years of diagnoses from 1985-1989, the
average age at diagnosis in Grampian was 31 years, from 2006-2010 it is 36.

Risk factors for HIV are mainly sexual and this is usually described in terms of
men who have sex with men (MSM) and heterosexual intercourse (Het). Injecting
drug use (IDU) is now rarely a mode of transmission for the virus. Transmission
from mother to child during pregnancy, delivery or postnatally is also very rare in
Grampian. Unsafe blood and blood products are no longer considered sources of
HIV infection in our healthcare system although this may still an issue in
countries where infection procedures are inadequate.

In Grampian the most prevalent risk factor for HIV has been heterosexual
intercourse, mainly in individuals who have been exposed abroad. This is due to
strong international links with the oil industry and a traditionally international
university student body. This risk factor profile is different to Scotland as a whole
where MSM has always been the most prevalent group.

Figure 17: HIV modes of transmission, Grampian & Sc  otland 1985-2010
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The majority of HIV positive individuals in Grampian have not acquired the
infection here (63% overall; 69% in the past 5 years). Hence the scope for
preventing transmission through local initiatives is limited, but emphasis can be
placed on awareness raising for testing and recognition with efforts focused on
reducing transmission. Infections appear to have been acquired abroad, either in
individuals’ country of origin or through foreign work and leisure contacts. For
Grampian residents acquiring HIV locally the predominant risk factor is men
having sex with men, however whether this has been acquired in other areas of
Scotland cannot be ascertained.

Figure 18: HIV cases by exposure location, Grampian & Scotland 1985-2010
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Currently 254 of 491 (52%) diagnosed individuals are known to be still living with
HIV in Grampian, almost all of whom are attending specialist services for follow-
up. 81% are on antiretroviral therapy.

If left untreated or diagnosed late, HIV progresses to the Acquired
Immunodeficiency Syndrome (AIDS), a more terminal stage. However since the
advent of effective life-long treatment in the mid-1990s, few cases progress to
this stage until many years after initial diagnosis and mortality has sharply
decreased. This means that more people are living with HIV infection as a
chronic disease, necessitating treatment and elements of support at different
stages to previously.

3.6 Hepatitis C Epidemiology

Information on detailed aspects of hepatitis C epidemiology is less developed
than for HIV. However its epidemiology closely mirrors that of injecting drug use
as by far the main risk factor for HCV infection in Grampian is sharing of injecting
equipment in the use of illicit drugs.

Hepatitis C testing first became available locally in 1991 and most of the detailed
epidemiology of HCV describes the population exposed to the virus (antibody
positivity) rather than those affected with ongoing chronic infection (PCR
positive). As of November 2011, over 2280 cases have been diagnosed with
chronic HCV in Grampian, of the 3345 individuals who are known to have been
exposed. However, simple exposure to the virus is important, as more than 70%
of individuals will continue to be infected life-long unless interrupted by treatment.
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Hepatitis C antibody data from Health Protection Scotland reveals that 67% of
hepatitis C antibody positive individuals are male. Age trends show that
individuals with documented exposure to HCV are now older at diagnosis than
when testing first started. Although this could be due to a number of reasons
such as an aging cohort of drug users with few new recruits, improved access to
testing for those with years of addiction and targeting people who have been at
risk of HCV for many years.

Figure 19: Hepatitis C and age at diagnosis, Grampi  an 1991-2008.
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Good data is available up to 2008 showing that primary care and hospital
professionals in Grampian have undertaken most testing and further
opportunities still lie here.

Not surprisingly, most infections with HCV have been acquired from sharing non-
sterile equipment during current or past injecting drug use. Grampian (64%) and
Scottish (57%) rates are similar for this mode of transmission, although there is
significant non-reporting of risk factors.

Figure 20: Hepatitis C risk factors, Grampian & Sco  tland, 1991-2010.
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Our best estimates of the number of cases of ongoing HCV infection suggests
that there may be 2280 diagnosed cases, but of the 3345 exposed it appears that
more than 300 have already died. According to Health Protection Scotland
estimates, a further 2000 individuals may still be undiagnosed in Grampian and
therefore emphasis on increasing access to testing for these individuals must
continue. Further work is required to clarify the local epidemiology.

Specialist management and treatment of HCV has been reinforced and
increasingly available in recent years thanks to the Hepatitis C Action Plan for
Scotland. The clinical service has undergone expansion and is on course to
nearly treble the annual number of patients started on costly anti-viral therapy in
a year. However a large unmet need remains as there are more than 1000
individuals known to have chronic HCV infection but have not yet accessed
specialist treatment which may eradicate disease in 40-60% of cases.

3.7 Hepatitis B Epidemiology

The knowledge base of the extent of hepatitis B (HBV) infection on the Grampian
population requires further work.

Whilst it can be fairly safely assumed that HBV is less prevalent here than
elsewhere in the world, there is much hidden disease that often only comes to
light many years after infection. It is unclear how Grampian compares to Scotland
as a whole, since Scottish figures have not been published past 2006.
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Incident (new) cases are monitored in Grampian through the statutory notification
system of infectious diseases. The numbers of acute cases each year are few (4
in 2010) and indeed have returned to the very low numbers prior the late-1990s,
when there was a large outbreak of HBV centred on the drug injecting population
in Aberdeen. During the period 1997-2002, nearly 300 new acute HBV cases
were diagnosed before the outbreak resolved, possibly, but not entirely, due to
increased safer injecting practice, needle exchange provision and targeted
vaccination.

Figure 21: hepatitis B incidence rate (per 1,000,00 0 population)
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In the last 10 years, the number of newly diagnosed chronic HBV cases (54 in
2010) has significantly increased, with local work has showing that most
individuals affected originate from countries where HBV prevalence is higher than
in the UK. Most of these individuals will have been infected at birth or early
childhood which suggests there has been little opportunity to avoid infection
locally.

Figure 22: chronic hepatitis B cases, ethnicity 200  6-2011
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Local emphasis for HBV strategies should remain focussed on preventing new
cases, especially through sexual transmission and injecting drug use, also in
addition to easy access to diagnosis and treatment, especially for people of non-
UK heritage must also be addressed.



4.0 Care Pathways

Prevention activities are common, in the main, across sexual health and BBVs.
The Sexual Health Managed Care Network has undertaken significant work to
better understand the demand for Sexual Health Services, and identify unmet
need with a view to targeting interventions. Care pathways continue to evolve
and are continuously refined for ease of use with maximum impact and
avoidance of duplication. It has long been recognised that 75-80% of
contraceptive care happens within the General Practice primary care setting.
This needs to be underpinned by specialist care pathways where situations are
more complicated and supported by advice in continuing professional
development. Work has also been undertaken by the Hepatitis C Managed Care
Network (now Interim Blood Borne Virus Network) for the Specialist Liver Service
and is underway for HIV Services. This work is required to develop a Hepatitis B
Care Pathway.

Disease Prevention can be described in terms of primary, secondary and tertiary
prevention:

Primary Prevention endeavours to avoid the onset of ill health by the
detection of high-risk groups and the provision of advice and counselling
e.g. Hepatitis B immunisation, cervical screening, or sexual health and
relationship health education in schools.

Secondary Prevention undertakes to change health damaging behaviour
to shorten episodes of illness and prevent the progression of ill health e.g.
advice about anti retroviral treatment (ART) which is medication for HIV, or
advice on the management of genital herpes during symptomatic
episodes.

Tertiary Prevention seeks to limit disability or complications arising from
a chronic or irreversible condition and enhance one’s quality of life e.g liver
transplantation and rehabilitation for end stage liver disease or cancer.

4.1 Primary Prevention

Core values and beliefs are formed in the early years of life and have enormous
influence on an individual’'s development, self motivation, resilience building and
lifetime aspirations. These positively determine the making of good choices for
pursuing healthy lifestyle and maintaining good health. In turn there is a further
positive influence on informed uptake of available health testing and screening
and better compliance with treatment for both acute and long-term chronic
disease management. All these factors reflect in health outcomes and are no
less relevant to sexual health and BBV. The Early Years’ Strategy is therefore
critical in respect of determining a range of public health outcomes, including
those relating to sexual health and BBV, recognising the links with key wider
public health concerns and in particular the risk taking behaviours associated
with recreational drug and alcohol use. Good access to services and clear care
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pathways underpin educational and motivational work to ensure a seamless
transition from primary prevention to secondary prevention and uptake of care
when required. Primary prevention is critically reliant on a multi-agency network
approach, ideally suited to CHP structures. Education, social work and third
sector are critical players alongside health care providers.

4.1.1 Sexual Health

School nurses and teachers require to continue to work and develop as a team to
co-ordinate shared delivery of age appropriate education and health information
linked with access to low-threshold services in schools for health advice and
interventions when needed. The development of low-threshold hubs needs to be
considered within each CHP Sexual Health Implementation group to achieve
maximum reach and impact. Focusing on areas of deprivation and on school
populations where teenage conception rates are higher as well as those schools
with lower achievement and higher exclusion rates is likely to be most beneficial.
Inclusion of youth workers around educational and service initiatives is critical in
addressing the issues of a negative youth culture.

Child protection issues and intimate partner violence thread through all sexual
health and BBV work. Both now have an evidence base showing clear links with
adverse physical health, mental health, sexual health and general poor self-
esteem and emotional wellbeing. The prevention and recognition of both is
integral with this strategy and embedded within service planning and the training
and development programme for the Sexual Health MCN. Sexual health is a
priority setting for the Routine Enquiry of Gender Based Violence and Routine
Enquiry for Intimate Partner Violence for both sexes will be introduced from
January 2012 and recorded within the NaSH system. Links to poor contraceptive
uptake, compliance and repeat abortion are well recognised.

The primary prevention of unplanned pregnancy at any age lies with effective and
consistent contraceptive use. The emphasis will be on the use of effective
hormonal contraception (alternatively a copper IUD for those wishing to avoid
hormones or where hormonal contraception is contraindicated) along with the
use of condoms for safer sex practice. Condoms are frequently used at the start
of a relationship and, while recommended for safer sex and infection prevention,
their lower efficacy makes them less suitable for effective contraception. The
beginning and end of relationships are particularly noted as times of higher risk
for unintended pregnancy and poorer attention to effective contraceptive use. It
is critical that young men, as well as young women, are engaged with developing
knowledge and responsibility of about contraceptive use. Specific work on
teenage pregnancy will continue to target young men and women under 18. It will
be inclusive of young fathers around maternity care and the first year of an
infant’s life through community midwifery, health visitors and social work support.
Teenage pregnancy has been a key driver for wider work and engagement with
maternity services to improve the sexual health and wellbeing of women during
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pregnancy and in the year after delivery. Training and education around sexual
health is to be inbuilt with the delivery of midwifery undergraduate training and
with the updating of the NHS Grampian Community Midwifery team. In respect
of teenage pregnancy, a consultant obstetrician has been identified to link with
the Sexual Health MCN and two midwives currently have a remit for vulnerable
women. A short life working group is in place to take forward this work through
2012 and will link with the NHSG maternity services review (consultation period
December to March 2012). A short life working group is in place to take forward
this work through 2012. Informed by a mapping exercise of teenage pregnancy
initiatives in NHS Grampian published in January 2011. There will additional
focus on —

Under 18’s who have miscarriages, abortions or maternities

Those who are looked after and accommodated

Homeless people

School avoiders or school excluded

Those in trouble with police

Those known to Children’s panels and probation services

School leavers not in education employment or training

People with mental health problems

People with substance misuse problems

Those making transition from paediatric to adult specialist chronic disease
management, where support for reproductive health may be of a specialist
nature.

In addition, over 20 years of age contraceptive service provision will also target
vulnerable groups and address inequalities —

Non English speaking migrant workers/asylum seekers
Homeless

People with substance misuse problems

Links with mental health services

Sex workers

Prison services

Women seeking abortion

All of the above vulnerable groups for contraception are also at risk across the
wider domain of sexual health in relation to bacterial and BBV sexually
transmitted infections. Work will continue to increase primary care and
community based testing and recognition of STI's and BBVs. For individuals
testing positive, care pathways are in place to link in to services for disease
treatment and management. The future direction for Chlamydia testing will be
determined by the advice from the Chief Medical Officer for Scotland when the
report from the expert group on Chlamydia has been considered. Meanwhile,
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Chlamydia testing will continue for under 25’s utilising the self-testing and
express testing models which are currently in place.

Additionally, men who have sex with men (MSM) should benefit from national
and local prevention programmes along with opportunities for regular full sexual
health screens including syphilis and BBV along with immunisation for Hepatitis B
being and included as part of the NHS Grampian condom distribution
arrangements. Those with diagnosed infections should be managed according to
national guidelines with NHS Grampian monitoring against national service
standards.

In respect of women'’s reproductive health, Long Lasting Reversible
Contraception (LARC) will be both promoted and provided as part of the Sexual
Health MCN. The majority of provision will be through primary care with the
specialist service focusing on the targeted special needs and vulnerable groups
which are more challenging groups to engage for prevention and care. Models of
LARC provision are in place across each of the three CHP’s within NHS
Grampian and will continue to evolve to meet patient need and population
coverage. The majority of routine contraceptive provision will remain based in
primary care where some of this service delivery has recognition within the
Primary Care Quality and Outcomes Framework annual reward and incentive
scheme.

4.1.2 Blood Borne Viruses

Primary prevention of disease generally aims to prevent the occurrence of
conditions in the first place. There are many opportunities with BBVs and STls for
avoiding infection and action at several levels needs to continue to be supported.

Immunisation in this area is only available against hepatitis B as documented in
online UK policy guidance, “Immunisation Against Infectious Disease” also known
as the “Green Book”. Future vaccine developments for hepatitis C and HIV are
still being considered.

Immunisation against HBV in those at risk of infection, for which estimates
are difficult to make, is a very effective way of preventing this infection.
Provision of the 3 or 4 dose course remains a priority for all risk groups.
The cost of immunisation for occupational health or travel reasons is
covered, respectively, by the employer or individual themselves.

Sterile drug injecting equipment for each injecting episode is the aim of each
Injecting Equipment Provider (IEP) service. Over recent years, the policy drive
from the Hepatitis C Action Plan for Scotland has ensured that free injecting
equipment includes needles, syringes, wipes and sharps bins with the more
recent addition of filters, spoons and citric acid since 2009. These are now
available across Grampian’'s 30 IEP access points in community pharmacies,
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third sector agencies and one NHS service, where the semi-rural geography has
provided challenges in ensuring access to such services for those at risk. The
drive to increase IEP provision in Aberdeenshire and Moray, where drug injecting
is less prevalent than in urban Aberdeen, has been fruitful with 10 new venues (9
community pharmacies and 1 agency) opened in the last 5 years.

Efforts to increase provision to those at risk of BBV infection through
unsafe drug injecting continue, although current challenges include an
apparent reduction in injector numbers, albeit difficult to validate, due to
very questionable heroin quality. This, alongside improved access to
methadone substitution programmes seem to have led to a significant
reduction in IEP attendance and it is presumed a reduction in injecting
practice with consequent reduction in BBV transmission, it is hoped.

Secondly, services for drug users are regularly reviewed and Aberdeen
City’'s is currently reviewing IEP agency services. The challenge is to
continue the provision of easy access to sterile equipment and safer
injecting support in Grampian’s main area of injecting use in a time of
potential change.

The use of barrier methods at each new or casual sexual encounter, followed by
honest couple discussion on the terms of more stable relationships forms the
basis of preventable sexually transmitted BBV infections. Condom distribution is
being reviewed in NHS Grampian to target resources to areas of greatest need
whilst promoting condom use.

Appropriate infection control processes in all healthcare and beauty facilities
must continue to be promoted to prevent avoidable transmission of BBVs through
these invasive interventions.

The NHS has quality assurance mechanisms in place to safeguard this
and BBV prevention work continues to keep this high up the agenda of
everyday NHS work through occupational health services, dialysis
services and the implementation of standard infection control precautions
for all clinical areas of work across primary and secondary care and care
in the community.

Infection control in facilities abroad may be less robust and BBV risks will
need to be highlighted to Grampian residents partaking of the new
phenomenon of private cosmetic and other surgery in foreign facilities.

Trading standards have been strengthened in recent years for tattooing
and other skin piercing procedures in non-healthcare businesses where
penetration of the skin’s integrity can present BBV risks in non-sterile
conditions. Local authorities are the lead licensing agency, with NHS
available to support whenever requested.
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In informal and unregulated settings such as for tattoos in prisons and
private homes, it is much more challenging to enforce adequate infection
control. Investigation of “community” - based approaches will be needed
for this.

Contact tracing of people diagnosed with BBVs and STIs (also known as partner
notification, when specific to sexual risk) aims to prevent infections in those
closest to them in family, social and work settings (approximately up to 200
individuals). In addition to the promotion of condoms and HBV immunisation in
sexual contacts, education on safe infection control in the household (such as not
sharing razors or toothbrushes and disposal of articles with contaminated with
bodily fluids) as well as HBV immunisation aims to prevent transmission
opportunities in more personal, relationship-based settings.

Educational opportunities are targeted at different audiences and the messages
transmitted will be tailored to each occasion. Such initiatives may be directed at
the general public or at more targeted groups and are planned in advance.
Where this involves public media, a newly reconstituted group is now taking this
forward, the Public Awareness and Engagement Group;

Messages to the Grampian general public (544,000 population) in short,
relevant and interesting BBV and SH media features (press, radio,
television) and visual representations (information leaflets, posters) is now
expanding to include messaging through online pilot projects.

In conjunction with Local Authority partners, schoolchildren (approximately
75,000 primary and secondary school rolls) at relevant points of their
educational journey are engaged on prevention messages affecting
current and future lifestyle decisions. This can be supported through the
Curriculum for Excellence agenda in a joint effort between health and local
authority professionals.

Targeted groups at higher risk than the general population require specific
interventions for effect prevention messages to reach them reliably. Some
examples of these include:

o Injecting equipment providers (IEPs) working on the ‘Break the
Cycle’ initiative involve current injectors (previously estimated at
3,000) in recognising that their injecting habits and way of life can
serve as negative examples to individuals considering drug
experimentation. Through this initiative in all agency and NHS IEPs,
injectors are trained to not inject nor speak about their injecting to
those not yet involved in this, thus reducing the opportunities for
non-injectors to try this eventually very damaging activity; through
community pharmacies’ increased recognition of their potential
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Public Health role, IEPs in this setting may also consider rolling out
the ‘Break the Cycle’ intervention in future;

o Sex workers (perhaps 150 across Grampian), whether working the
streets or in indoor environments can benefit from information and
easy access to harm reduction opportunities such as accessing
condoms, clean injecting equipment, HBV vaccination and easy
access to sexual health services.

0 Prisoners are another very particular group for targeted educational
messages mainly concerning their risk of acquiring BBV infection
while in custody through tattooing, drug injecting or intercourse in
prison.

o People who travel abroad need to consider the risk of BBV and STI
infections as well as other travel-related risks (90,000 foreign visits
(not individuals), pro-rata figure for Grampian, excluding trips to
Europe and North America, where BBV risk is less). Targeted
messages relevant to work or leisure trips abroad must continue to
contain advice on protection against BBV transfusional and sexual
risks, through HBV immunisation and safer sex practice.

o Residents of non-British/lrish heritage may be at increased BBV
risk due to increased opportunities of contact with positive
individuals, originating from or travel to countries of high
prevalence. Provision of information to this risk group must consider
language and cultural needs.

As described, many prevention principles and interventions covering BBV and
STIs are common to both groups of infections. Strategically, increased joint
working across preventative issues will lead to more effective and efficient
provision of services.

Hepatitis C is the most common BBV and unlike HIV and Hepatitis B the majority
of infections that affect the population of Grampian have been acquired in
Grampian and therefore where we have most chance of primary prevention
message. This predominantly affects the IDU population and therefore there are
clear target audiences for intervention. There are clear links with the possible
transmission of both HBV and HIV which can be transmitted through IDU.
Hepatitis B can largely be prevented by immunisation, and when it occurs in
adults normally results in a self-limiting disease, although 1% may develop acute
liver failure and 5% may go on to develop chronic HBV infection. (For the
purpose of the primary prevention message, Hepatitis A could also be considered
a BBV as it has been associated with outbreaks in the IDU population, there is a
viraemic phase of the infection and in the outbreaks it has been unclear if the
infections were acquired as a result of faecal-oral or blood-borne route).
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There needs to be education of professionals and the population with regard to
the infection particularly among those participating in IDU but not currently
infected. The prevention of infection can be achieved by ensuring:

a sterile needle, syringe, works is used by a single individual for each
injecting episode

Universal Hepatitis B and Hepatitis A immunisation in those at risk

There is a theoretical chance that if infected individuals are aware of their
status they will take action to prevent onward transmission to others. This
would perhaps be best developed for HBV infection where relatives /
sexual partners can be immunised.

In addition to the areas of commonality in the prevention of HCV, HBV and HIV in
the IDU population, the message with regard to sexual transmission of HBV and
HIV are similar with use of barrier contraception, safer sexual practices and
numbers of different partners. With this regard there is some commonality with
Sexual Health Services and HBV/HCV infection. All women attending services
for management of BBV will be signposted to the Sexual Health Service for
support and advice regarding contraception and reproductive health.

4.2 Secondary Prevention
4.2.1 Abortion/Unwanted Fertility

GP’s, specialist sexual health service providers, any specialist healthcare
providers and those dealing with special needs and vulnerable women, will
continue to be able to use the existing care pathway by referral or direct access
by women themselves to the pregnancy advisory and abortion care provider
services based in ARI and at Dr Grays in Elgin. Access to this service is now
almost solely through community clinics with direct abortion care provision
remaining hospital based within the gynaecology ward and short stay surgical
unit. Opportunities will continue to be explored for community care in keeping
with less medicalised models and shifting the balance of care. The service will
continue to improve access and develop care in line with RCOG guidelines on
induced abortion (2011) and monitored against local performance standards and
Scotland’s KCI for abortion. NHS Grampian will continue to work with the
Scottish Abortion Care Providers group to continue to develop best possible care
models for women and to address reducing the rate for repeat abortion and
increasing LARC uptake. NHS Grampian will also remain engaged with the
national working group, looking at the provision of abortion between 16 and 24
weeks across Scotland.

4.2.2 Viral Hepatitis
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Hepatitis C as the most common blood borne virus, results in more deaths as a
result of the infection than HIV or HBV. Unlike the other blood borne viruses,
HCV infection is curable. As infection is only cured if infected individuals are
tested, with the positive test result communicated to the patient, they are
assessed at specialist services and complete a course of successful antiviral
therapy. If treated at an early stage, viral eradication will prevent development of
significant liver disease as a result of HCV. There are significant secondary
prevention messages for the development of liver disease that can be given eg
prevention of obesity, abstinence from alcohol consumption, influence of
cannabis and smoking on disease progression.

There needs to be a stepwise plan to ensure that patients infected are identified
and treated:

Identify those at risk

o Current/ previous IDU (especially IDU in prison)

o Immigration from high prevalence country
Increased testing services for those at risk

o Different sites, GPs, Injecting Equipment Providers, Substance

Misuse Service, Prison, (workplaces)

o Different methods, eg. Dried Blood Spot, Near Patient Testing
Increased referral to, and assessment at, specialist services
Appropriate configuration and integration of specialist services
Increased numbers of patients receiving antiviral therapy

0 Most efficacious treatment

o Complete prescribed course

The secondary prevention for development of significant liver disease in those
with HBV infection has commonalities with HCV, particularly around the
influences of other factors on the progression of liver disease. The plan would be
to encourage BBV testing in high risk groups and therefore those tested for HCV
would also be tested for HBV and HIV. Those having an HIV test as a result of
sexual exposure or immigration would be offered testing for HBV (and HCV if
from an area of high endemicity).

Although HBV cannot be cured, there is very effective antiviral therapy available
that results in decreased disease progression and development of cirrhosis. Only
a proportion of patients, perhaps 20% of those infected will be in a stage of the
disease where antiviral therapy would be recommended, there are different
disease stages, and perhaps a total of 40% may progress to a stage of HBV
related disease requiring antiviral therapy. At present the advice is for life-long
therapy (~£3,000 per patient year) in the majority and therefore there is a
significant resource required to ensure patients are appropriately, assessed and
monitored. The number of patients with a new diagnosis of chronic HBV infection
in recent years has doubled and is now running around 60 additional cases per
year. The target group is mainly those born or immigrating to Grampian from
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countries with rates of HBV where up to 12% of the population may be infected.
These are generally the same countries as with a high rate of HIV infection and
therefore there is a commonality between the 2 groups.

4.2.3 HIV

Patients diagnosed with HIV and living with HIV whether seen through the
community service in Genitourinary Medicine or through the Infection Unit in the
acute sector will be treated according to a common care pathway and in line with
HIV standards. Quality improvement is being pursued through improved support
for partner notification and regular updating of sexual health risk history and
appropriate sexual health screening. For women, additional attention needs to
be paid to their reproductive health needs with links through to the specialist SRH
and maternity services. Post exposure prophylaxis will continue to be provided
for exposure through sexual health risk or occupational risk.

4.3 Tertiary Prevention

Patients with HCV and HBV who have associated liver disease, are at risk of
developing the complications of cirrhosis namely the components of End Stage
Liver Disease (ESLD) and Hepatocellular cancer (HCC). The risk may be
decreased in some with the judicious use of antiviral therapy but in others, this
requires ongoing follow-up specialist services with:

6 monthly abdominal ultrasound and clinic review to detect and treat early
hepatic decompensation or HCC

Screening for oesophageal varices

Appropriate specialist dietetic advice

Interventional surgical and radiological techniques where appropriate
Liver transplantation

As services are currently configured there are no significant areas of
commonality of tertiary prevention messages and methods between those
infected with HBV / HCV and those attending for HIV infection or sexual health
services.
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5.0 Cross Strategy Issues
There are various strands of work that cut across sexual health and BBVs.
5.1 Health Promotion

The World Health Organisation (WHO) describes the process of health promotion
as not only involving political change and interagency collaboration, but also
enabling people to take more control over their own health and equipping them
with the means for well-being.

Currently NHS Grampian is developing a framework to promote health and
reduce inequalities (needs reference). This development has served as a
reminder to address the wider determinants of health e.g. rurality, poverty, and
social isolation, and to utilise an asset based approach to health improvement,
which aims to empower individuals and communities to build upon their existing
capacity. NHS Grampian Board has approved the mainstreaming of this
approach across Grampian, which as such cuts across this strategy.

Sexual health promotion therefore includes:

- increasing individual knowledge and skills about sexual health and
wellbeing, the prevention of sexually transmitted infection, BBVs, and
unintended pregnancy
fostering positive, respectful, and responsible relationships
increasing competence in accessing sexual health services
raising awareness and strengthening community action about the political
and environmental factors that influence sexual health for example the
law and remoteness respectively

5.2 Multi-agency working

There has generally been a difficulty in engaging some multi-agency partners in
the complete care pathway of patients at risk of or infected with Hepatitis B and
C. This has been variable with particular difficulties with Local Authority partners.
It would appear that the Local Authority may be more involved with some of the
issues around HIV and other sexual health issues. As there is a large overlap in
the individuals at risk from leading a life that may expose them to the risks of
contracting a BBV and those with poor sexual health, it may be that the same
individuals could represent the Local Authority views and provide services for
individuals spanning both sexual health and BBVs. This is a model that has been
used in other health board areas where the social work and support mechanisms
that were funded for patients with HIV infection expanded their remit to include
the other BBVs.
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The strategy therefore could be to establish Local Authority and Third Sector
representation and support for all patients across the BBV and sexual health
framework.

5.3 Training

Sexual Health and BBV Training in Grampian has been driven by Scottish
Government policy directed by Respect and Responsibility (2005) Hepatitis C
Action Plan (2006, 2008) and HIV Action Plan (2009). In 2008 training needs
audits were undertaken for sexual health and HCV workforce education. Since
then recommendations from these audits were used to develop training and
education plans with any planned training addressing some of the gaps identified
(such as cost, location, availability). In addition, any training developed for
specific groups has been developed to meet their training needs.

The following principles are adopted in development of any training:

Involve Stakeholders (trainees, trainers, healthcare providers, community
learning, education, social care and wellbeing and other groups) to identify
training needs in the development of training programmes

Establish and endorse a guide to training for the multidisciplinary range of
people involved in delivering sexual health and blood borne viruses work
across the networks

Ensure accessible and appropriate training is provided with consistent key
messages.

Prioritise and target training to maximise efficacy of the training that can be
provided

Provide accredited training where possible and implement quality assurance
of all training.

Ensure accurate local and regional signposting and up to date information is
available including on websites

The Sexual Health Network Education Sub group of the Sexual Health MCN will
broaden out to cover BBVs in addition to Sexual Health from 2012 onwards. It
will produce a targeted training plan, updated annually, to ensure we have a
competent, confident workforce in the areas of greatest need.

5.4 Laboratory

The laboratory in Grampian and the reference laboratory in Greater Glasgow and
Clyde provide essential functions to the Sexual Health, HIV and Liver Services.

5.4.1 Diagnosis
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The diagnosis and equally as important, the monitoring of patients with BBV
infections both on and off therapy is reliant on the use of the diagnostic laboratory
services.

There has recently been a comprehensive review of the recommended testing
algorithm for patients at risk of infection with blood borne viruses. This
emphasises the commonality and the diversity between the likelihood of infection
of each of these infections and gives guidance on what tests should be
performed in each circumstance. This approach will result in patients having the
correct battery of tests performed in a timely manner without unnecessary
duplication of effort and resource. There could be thoughts as to the inclusion of
some of the additional tests for sexually transmitted infections for appropriate
individuals. The diagnostic tests are currently generally performed on venous
blood samples dried blood spot testing provision is being expanded and near
patient testing modalities may become available for appropriate cases. This will
allow the expansion of the sites that diagnostic services can be offered including
in areas where the service is provided by non-health service staff. The diagnosis
of BBV infection is almost totally reliant on the services of the virology service
both locally and in the West of Scotland Virology Lab. There is currently a move
to bring the majority of these tests to the local lab with DBS antibody and antigen
testing and HCV PCR on venous samples likely to be available imminently. There
is the possibility of the addition of HIV and HBV viral load testing which will
reduce the significant time delays currently experienced, this may have additional
cost benefits to NHS Grampian as a whole.

The strategy should be to ensure that individuals at risk have rapid access to
comprehensive testing for blood borne viruses with a minimum of delay in the
reporting of the results back to the patient. The range of testing modalities at
different sites and a rapid turnaround will be encouraged regardless of whether
the local lab is used or samples sent away.

5.4.2 Monitoring

For all three of the Blood Borne Viruses, the decision to institute, modify or
withdraw antiviral therapy requires the combination of clinical, virological and
other laboratory findings. This often requires the use of the haematology, blood
transfusion (for HIV CD4 count) and clinical biochemistry.

The strategy should be to ensure individuals with infection with a BBV are
monitored by a clinician with experience and access to appropriate diagnostic

laboratory services in order to make decisions about the requirement for
instituting or altering antiviral therapy treatment.

5.5 Pharmacy
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Pharmacies will remain the first line providers of emergency contraception where
contraception has not been used or where there have been condom problems or
where contraception has been forgotten or for some reason, become unreliable.
Emergency contraception will continue to be available across the majority of
pharmacies within NHS Grampian, in line with Health Scotland policy and within
the arrangements of the current pharmacy contract. Care pathways are in place
and women will be sign-posted to pharmacies in the first instance with GP’s and
specialist services underpinning provision for complex situations and at present,
for intra-uterine device/Ulipristal for women presenting after 72 hours but before
120 hours. Emergency contraception will continue as an opportunity for all
providers to offer support and advice for use of effective longer term hormonal
contraception or copper IUD for women wishing to avoid hormonal contraception.
The pilot work with pharmacies for oral contraceptive provision will continue and
be developed in accordance with national policy guidance, pharmacy contracts
and available funding streams.

At present there are different issues around the provision of medication
depending on which infection patients are being treated for and where they
access their specialist care. There are specialist pharmacists in both HIV and
Viral Hepatitis in secondary care. Hepatitis C treatment is time limited with the
requirement for intensive monitoring due to the risk of adverse events as a result
of treatment. The model of delivery has been treatment being dispensed at the
time of clinic visits. This is sustainable as the majority of patients are attending on
a monthly basis for a limited period of time with the aim being cure of the
infection. To date there has been sufficient funding available from NHS Grampian
Core funding with the addition of the funds from the HCV Action plan when this
came into being and resulted in an increase in the number of individuals treated.
There are now new therapies that have been licensed for the treatment of some
patients with HCV infection. These therapies come at a significant cost and this
will be financed from non-recurring funding within the Effective Preventions
budget for 2011/12. From 2012/13 onwards this will be financed from core
budgets.

Treatment for HBV and HIV are maintenance therapies with patients only
attending specialist services every 3 to 6 months and therefore lend themselves
to a different model. There is currently a shared care protocol for HBV treatment
with the majority of prescriptions signed by GPs and dispensed from community
pharmacies. There is inconsistency in the approach that GPs have and there
have been difficulties in community pharmacies obtaining adequate supplies of
antiviral drugs. As the treatments for HBV and HIV are lifelong and therefore the
number of individuals on therapy increases year on year, there needs to be some
security around the funding of these drugs.

The strategy therefore needs to be to establish a cost-effective, sustainable
model for the supply of antiviral and other supportive therapies for all patients
with infection with BBVs.



5.6 Information Provision

The provision of accurate, consistent and unbiased information which is relevant
to the needs of the Grampian population, is regarded an essential component of
high quality health promotion activity, and is supported by partnerships across
the local multi-agency Sexual Health Managed Care Network (MCN) and Interim
Blood Borne Virus MCN. There is a review of information provision which falls in
with the annual MCN annual monitoring and planning process.

In order to meet the varied needs of the population in Grampian robust
arrangements are in place to provide information to the ethnic minority population
and people with learning disabilities. NHS Grampian has a large pool of
interpreters in addition to Language Line which is a telephone based interpreting
service which is available 24 hours a day, seven days a week. It is known that
migrants take up to three years to become familiar with using NHS services.

Information about local service provision and sexual health conditions is available
in various mediums including leaflets and booklets, posters and on NHS
Grampian’s website (www.nhsgrampian.org), and is available to professionals
and the public. These can be ordered via the Health Information Resources
Service online www.nhsghpcat.org, by e-mail grampian.resources@nhs.net or by
telephone (01224) 558504.

Information for distribution across Grampian is designed and ratified by health
promotion or clinical specialists, and all resources are evaluated annually by the
sexual health and BBV team. This considers how many requests for a resource
there have been, new resources available on the topic, and any client feed back
received. Information developed locally is undertaken in a participative manner
with the target population, to ensure appropriateness and accessibility. Links to
relevant partner organisations are included in publications and websites where
appropriate. Key information themes may be identified nationally or locally will be
linked to any formal social marketing campaigns.

As part of the integration of sexual health services, NHS Grampian now has a
one stop sexual health service number (0845 337 99 00).

NHS Grampian has worked with young people via focus groups to consider the
development of the new Health Village. These focus groups also informed
development of welcome packs which are given to young people when they first
access local sexual health services. The packs include information on sexual
health conditions, clinic times, contraception, health promotion and links to
websites for further information, in addition to information on pertinent topics
including bullying, drugs, and alcohol.
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Individual pieces of work to assess the sexual health needs of vulnerable groups,
including HIV positive people, and the lesbian, gay, bisexual and transgender
(LGBT) population are currently being undertaken and will inform service
redesign.

There are several Healthpoints across Grampian which are ‘one stop’ health
information points, offering free confidential information, free condoms and
lubricant, advice and access to reputable services, in a friendly welcoming
environment. They are based in the community and can be accessed by
professionals and the public. There is also a free phone Healthline available
Monday to Friday 9am — 5pm. Health Information Advisers respond to people’s
telephone enquiries which can be supplemented by posting information to them
free of charge.

5.7 Campaigns

Recent and current national campaigns including Sex: It's Healthy to Talk About
It (promoting communication), Giving You More Choice Raising awareness of
longer acting reversible contraception (LARC), and HIV Wake Up (raising
awareness of HIV testing, aimed at men who have sex with men (MSM) have
been and are promoted locally via the sexual health MCN and by working in
conjunction with Health Scotland and The Scottish Government on distribution
lists. In addition, the Sex; It's Health To Talk About It poster has been utilised
locally to advertise the National Sexual Health Advice Line (0800 121 4590) and
the Sexual Health Scotland website (www.sexualhealthscotland.co.uk). There
have also been recent national professional and public awareness campaigns for
Hepatitis C.

Local public awareness campaigns are developed based upon local identified
need, largely informed by epidemiological trends. The types of tailored
messages that may be promoted in Grampian are outlined in section 4.2.1
above. Campaign concepts, design and distribution methods are decided upon in
partnership with local professionals and target populations.

The media by which such campaigns are communicated include mail outs of
posters and information packs, press releases, press features, radio coverage,
toilet door advertising, and via pubs and clubs, buses, and Aberdeen airport, for
example. In addition this we have recently launched a face book page
(www.facebook.com/NHSG.SHS), winning a national Wellbeing in Sexual Health
(WISH) award.

Sexual health and BBV information is available on NHS Grampian’s website
(www.nhsgrampian.org/sexualhealth) and our MCN websites
(www.nhsgrampian.org/sexualhealthnetwork, www.nhsgrampian.org/hepcmcn)
are being reviewed. The Sexual Health Scotland website
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(www.sexualhealthscotland.co.uk) is actively promoted locally and feedback from
the Scottish Government indicates considerable local interest.

5.8 Coercion/Stigma

The main influences in the early years are parenting, functionality of the family
and educational input through nursery and primary education. It is critical for
good parenting skills to be supported and for dysfunctionality within families to be
recognised and addressed. Health visitors and social workers often have
involvement with these families. Education of course can continue to modify
behaviours through the primary school years and in to the secondary school
years and beyond. The National Sexual Health and Relationship Education
(SHARE) programme has been rolled out in schools across Grampian and this a
tremendous opportunity for positive influence and therefore, is firmly embedded
in Curriculum for Excellence and the Sexual Health MCN annual planning
process. This should ensure that young people have the knowledge and skills to
enjoy relationships free from fear or coercion and that they have the ability to
make positive decisions around their sexual health without subsequent regret.

The SHARE programme needs to continue with a strategic, co-ordinated
programme of delivery with continuity of professional development to maintain a
skilled workforce for delivery. The quality assurance of the programme should
match the standards of the Learning Teaching Scotland NHS Health Scotland
Toolkit. The “Learner Voice” needs to be part of shaping the future of SHARE to
ensure it delivers on the message.

5.9 Patient education and support

Patient education is across the various primary, secondary and tertiary
prevention streams with areas of commonality being more in the primary and
secondary prevention. We should be striving to ensure there is widely available
consistent information to at risk individuals. This information will cross the
boundaries of sexual health and BBV infection where appropriate and be
provided by a wide range of professionals from different backgrounds across the
multi-disciplinary team but more specific advice and support will be required for
individuals affected by different BBV infections or sexual health matters.

There is an ongoing requirement for support of all different types in this hard to
reach group, including benefits and housing advice, advocacy and substance
misuse that may be common across the different strands and therefore there
could be merit in services catering to patients attending specialist services as a
result of BBV issues.

The strategy therefore would be to ensure wide-ranging, appropriate patient

centred education and support is available from a variety of sources in a timely
manner. This will be planned, implemented and monitored, through the training
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and education plan for Sexual Health and BBVs overseen by the network training
and education group.

5.9.1 Peer support

Peer support requirements for patients with BBVs are diverse given the different
backgrounds and issues that patients have. There is the possibility of some
commonality but it may be that the major point of the strategy here would be to
have a shared learning of methods and outcomes of various peer support
projects whether patient or organisation led, and provided locally or nationally.
The strategy would be to ensure that there is appropriate peer support services
available to individuals and that there is a shared learning between them.

5.9.2 Psychological support

Medical staff, nursing staff and health advisors frequently provide support around
sexual and reproductive health issues and blood borne viruses. This could range
from short term support while dealing with an unplanned pregnancy or new
diagnoses of an STI or BBV. Patients may also utilise such support through their
General Practice, particularly if they are struggling emotionally in the longer term
or where there are coexisting mental health problems. The Sexual Health
Service also has a small number of hours of support from a clinical psychologist
to whom internal referrals may be made. Care pathways are in place for referring
in to the Mental Health Service from all BBV and Sexual Health Services. lItis
important to maintain and develop psychological support as part of the specialist
service and MCN framework.

5.9.3 Psychosexual Medicine

Sex problems are not infrequent and are a source of significant distress to those
affected and their partners. While erectile dysfunction is mainly managed by
Urology and Primary Care services, the majority of sexual problems are not
amenable to medication. Patients with sexual dysfunction considered suitable
and open to working in a brief therapy way, can be referred to the specialist
psychosexual medicine service. This will continue to be a significant part of
delivering the full spectrum of Sexual Health Services in support of the strategy
and population of NHS Grampian.

6.0 Performance Monitoring

A detailed work plan is under development and will work streams outlined in this
strategy. Performance management across the Sexual Health and Blood Borne
Virus work streams will be undertaken with the meeting structure to be
determined. Updates will be available on the respective MCN websites
www.nhsgrampian.org/sexualhealthnetwork, and
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www.nhsgrampian.org/hepcmcn. Exception reporting will be used to focus
discussions and efforts where improvements are required.

6.1 Outcomes

The Scottish Government will make annual visits to Health Boards to review
progress against the Sexual Health and Blood Borne Virus Framework. A full list
of the indicators can be found in Appendix C.

Following the NHS Quality Improvement Scotland visit in February 2011 NHS
Grampian is required to give six monthly reports to Health Care Improvement
Scotland (NHS Board who have replaced NHS Quality Improvement Scotland )
against progress with the Standards for Sexual Health Service.

In July 2011 Health Care Improvement Scotland published Standards for Human
Immunodeficiency Virus (HIV) Services. NHS Grampian Clinical Effectiveness
Department requires six monthly updates against these standards with the first
benchmarking report due in January 2012.

Healthcare Improvement Scotland have published draft Quality Performance
Indicators for Hepatitis C. Through 2011 NHS Grampian took part in the field
testing of these indicators to assist us in preparation for their implementation in
2012. The draft indicators can be viewed at
http://www.healthcareimprovementscotland.org/default.aspx?page=13664.

Respect and Responsibility: Strategy and Action Plan for Improving Sexual
Health highlighted the need to monitor sexual health service development both
nationally and at an NHS Board level. A set of key clinical indicators has been
developed for this purpose and they can be accessed using the links below or
directly trough I1SD (http://www.isdscotland.org/Health-Topics/Sexual-Health/Key-
Clinical-Indicators/):
- Termination of Pregnancy KCI - 08 June 2011

Long acting reversible contraception (LARC) KCI - 26 July 2011/ Revised

09 November 2011

Sterilisation KCI - 27 September 2011

Chlamydia KCI - 27 September 2011

HIV Therapy - 27 September 2011

The Scottish Intercollegiate Guidelines Network (SIGN) develops evidence based
clinical practice guidelines. SIGN 109 refers to Management of genital
Chlamydia trachomatis infection and SIGN 92 refers to the Management of
Hepatitis C. Both sets of guidelines are used within NHS Grampian. For HIV
treatment the European AIDS Clinicians Society (EACS) produces the European
Guidelines for treatment of HIV infected adults in Europe. As these were
updated in October 2011 they are considered to be the most up to date and have
been adopted by clinicians in NHS Grampian.



6.2 Data

There are various data sources for both qualitative and quantative data around
the Sexual Health and Blood Borne Virus outcomes as outlined above. Health
Intelligence are working closely with the managed care networks and the Sexual
Health Service to develop at a glance score cards to aid in performance
management.

Work is required around the Sexual Health Services patient management
system, NaSH. NaSH is a National Sexual Health patient management system
that has been introduced through 2011 to a differing degree within Sexual and
Reproductive Health (S&RH) Care and GUM, but harmonisation across sites is
anticipated from January 2012 when both Sexual and Reproductive Health and
Genitourinary Medicine will use a minimum dataset within NaSH to comply with
national reporting requirements.

Further work is required around Hepatitis C data in planning the implementation
of the Quality Performance Indicators. NHS Grampian is working closely with
Healthcare Improvement Scotland on this.

6.3 Funding

The current economic position of the public sector, and funding cycles of the
Scottish Government, means there is significant uncertainty in funding over the
lifetime of this strategy. For 2011/12 Sexual Health Strategy, BBV Prevention
and Hepatitis C Action Plan funding have been “bundled” with under as Effective
Prevention monies with Child Healthy Weight, Smoking Prevention Action Plan
and Smoking Cessation. The Scottish Government have taken this approach to
enhance Boards flexibility and autonomy to manage the delivery of outcomes
within an agreed framework, recognising local needs. This will allow NHS
Grampian to ensure that funding is prioritised and used effectively to have the
strongest chance to achieve this strategy’s high level impacts. The strategy
implementation can move forward with the caveat that the financial uncertainty in
the short term will require both flexibility and ingenuity with adaptive changes
being made in adjustment to economic circumstances.

In order to ensure maximum impact those working in Sexual Health and Blood
Borne Viruses will:

Align funding to achieve outcomes.

Prioritise services in areas and target populations that will make the
biggest impact.

Work closely with their multiagency members to make strategic decisions.
Ensure value for money through performance management of all services
commissioned and delivered.
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Develop a performance management system to monitor progress against
outcomes.

Strategy Author: Sexual Health MCN, Viral Hepatitis MCN
Main Contact : Cathy Young, Managed Care Network Manager
cathyyoung@nhs.net 01224 558569
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Appendix A - 9 MCN Core Principles

The core principles underpinning MCN development are detailed in HDL (2007) 21 — Strengthening the role of Managed
Clinical Networks. These correspond to existing quality management principles, including the internationally recognised

ISO 9000 quality management principles and standards produced by the International Organisation for Standardisation
(1ISO).

The core principles are:-

Clear management arrangements and leadership of the MCN

A defined MCN structure setting out the points at which the service is to be delivered and the connections between
them

The use of an MCN annual work plan

The use of a documented evidence base by the MCN

The multidisciplinary multi professional constitution of the MCN

A patient-focused approach

The use of an MCN quality assurance programme

Optimising the MCN education and training potential and continuing professional development, and
Generating better value for money

Appendix B - List of outcomes and indicators.

Sexual Health and Blood Borne Virus Framework (Scottish Government 2011),
Standards for Sexual Health Services (NHS QIS 2008),
Standards for Human Immunodeficiency Virus (HIV) (Healthcare Improvement Scotland 2011),
Draft Quality Performance Indicators for Hepatitis C (Healthcare Improvement Scotland 2011),
Key Clinical Indicators for Sexual Health (Information Services Division) covering:

o Termination of Pregnancy,

o Long Acting Reversible Contraception (LARC),

o Sterilisation,
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o Chlamydia,
o and HIV Therapy.
Sign 92 and 109.
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Appendix C — Sexual Health and Blood Borne Virus Fr

amework Indicators

Framework Outcome

Indicators

Sexual Health

HIV

Hepatitis C

Hepatitis B

1. Fewer newly acquired
blood borne viruses and
STls; fewer unintended
pregnancies

SH 1.1 Diagnoses of genital
Gonorrhoea in heterosexual men
and women

Acc: NHS Boards/ Local
Authorities

hMon: HPS

SH 1.2 Diagnoses of rectal
gonorrhoea in MSM

Acc: NHS Boards/ Local
Authorities

Mon: ISD

SH 1.3 The rate of terminations
of pregnancy

Acc: NHS Boards/ Local
Authorities

hMon: 15D

SH 1.4 The rate of repeat
terminations of pregnancy
Acc: NHS Boards/ Local
Authorities

hMon: ISD

HIV 1.1 Rates of
transmission of HIV
acquired by residents in
Scotland; overall and by
risk group

Acc: NHS Boards/Local
Authorities/Third Sector
Mon: HPS in association
with BBV Specialist
Laboratories

HCV 1.1 Rates of
transmission of HCV
acquired by residents in
Scotland; overall and by
risk group

Acc: NHS Boards/ Local

Authorities / Third Sector

Mon: HPS in association
with BBV Specialist
Laboratories

HBV 1.1 Rates of
tfransmission of HBY
acquired by residents in
Scotland; overall and by
risk group

Acc: NHS Boards/ Local
Authorities / Third Sector
Mon: HPS in association
with BBV Specialist
Laboratories

HBY 1.2 Proportion of
babies bomn to HBY
infected mothers
vaccinated and
immunised

Acc: NHS Boards
Mon: HPS

SH/BBV1.5 The delivery of evidence-informed Relationships, Sexual Health and Parenthood education and blood
borne virus education in line with Curriculum for Excellence in all schools and wherever learning takes place.

Acc: Local Authorities

hon: Scottish Government™ in association with Education Scotland

Acc: Accountability for delivery Mon: Accountability for monitoring

*The Scottish Government will work with key stakeholders to examine and develop options for collecting national survey data
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Framework Outcome

Indicators

Sexual Health

HIV

Hepatitis C

Hepatitis B

2. A reduction in the
health inequalities gap
in sexual health and
blood borne viruses

SH 2.1 The raie of teenage
pregnancy in areas of highest
deprivation

Acc: Local Authorities/NHS Boards
Mon: ISD

HIV 2.1 Rate of HIV
diagnosed population
accessing specialist
services by population”
group

Acc: NHS Boards/ Local
Authorities/ Third Sector
Mon: HPS in association
with BBV Specialist
Laboratories

HCV 2.1 Rate of HCV
diagnosed population
accessing specialist
services by population®
group

Acc: NHS Boards/ Local
Authorities/ Third Sector
NMon: HPS in association
with BBV Specialist
Laboratories

HBV 2.1 Rate of HBV
diagnosed population
accessing specialist
services by population”
group

Acc: NHS Boards/ Local
Authorities / Third Sector
Mon: HPS in association
with BBV Specialist
Laboratories

SH 2.2 The rate of termination of
pregnancy in areas of highest
deprivation

Acc: NHS Board/ Local Authorities
Mon: 15D

SH 2.3 Chlamydia indicator [awaits
recommendations of Chlamydia
working group]

SH 2.4 The uptake of contraception
amongst female IDUs™", where
appropriate

Acc - NHS Board/ Local Authorities
Mon: HPS in association with the
University of the West of Scotland

Acc: Accountability for delivery Mon: Accountability for monitoring

*to be defined by the Data Monitoring and Assurance Group

** Whilst the document refers to 'people who inject drugs’, the Framework data tables and indicators tables refer to 1DU population(s) as a recognised epidemiological term.
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Framework Qutcome

Indicators

Sexual Health

HIV

HCV

HBV

3. People affected by
blood borne virus(es)
lead longer, healthier
lives

Refer to NHS Quality Improvement
Scotland Sexual Health Criteria 1.4

and Standard 5

Diagnosis

HIV 3.1 Number of
people diagnosed and
this number as a
proportion of the
estimated infected
population

Acc. NHS Boards

Mon: HPS in association
with BBV Specialist
Laboratories

Diagnosis

HCV 3.1 Number of
people diagnosed and
this number as a
proportion of the
estimated infected
population

Acc: NHS Boards

Mon: HPS in association
with BBV Specialist
Laboratories

Diagnosis

HBY 3.1 Number of
people diagnosed and
this number as a
proportion of the
estimated infected
population

Acc: NHS Boards

Mon: HPS in association
with BBV Specialist
Lahoratories

Late Diagnosis:

HIV 3.2 Number of
people newly diagnosed
with late HIV disease
(indicated by a CD4
count less than 350).

Acc: NHS Boards
Mon: HPS
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Late Diagnosis /
Burden of Disease:
HIV 3.3 Annual number
of people hospitalised,
or having died, with
advanced HIV-related
disease; total and within
1 year of diagnosis

Acc: NHS Boards
Mon: HPS

Late Diagnosis /
Burden of Disease:
HCV 3.3 Annual
number of hepatitis C
diagnosed persons
hospitalised, or
having died with end-
stage liver disease;
total and within 1
year of diagnosis

Acc: NHS Boards
NMon: HPS

Late Diagnosis / Burden
of Disease:

HBY 3.3 Annual number of
hepatitis B diagnosed
persons hospitalised, or
having died with end-stage
liver disease; total and
within 1 year of diagnosis

Acc: For national purposes
to establish baseline.

Mon: HPS

(Subject to epidemiclogical
rr‘ndmgs and the current HBV

landscape, yet to be determined).

Treatment:

HIV 3.4 Proportion of
diagnosed HIV infected
people, for whom
treatment is clinically
indicated®, receiving
treatment

Acc: NHS Boards
Mon: HPS

Treatment:

HCV 3.4 Ratio of the
diagnosed HCV
chronically infected
population to the
annual and total
number of people
initiated onto antiviral
therapy

Acc: NHS Boards
NMon: HPS

Treatment:

HBV 3.4 Proportion of
diagnosed highly infectious
(eAntigen positive/high viral
load) HBY chronically
infected persons, who are
receiving antiviral therapy

Acc: NHS Boards
Mon: HPS

* To be defined by National Monitoring and Assurance Group

%



Treatment:

HIV 3.5 The proportion
of the treated HIV
population achieving an
‘optimal treatment
response’ (viral load <50
copies per ml within 12
months of commencing
treatment)

Acc: NHS Boards
Mon: HPS

Treatment:

HCV 3.5 The
proportion of the
treated HCV
population that
completes treatment
and the proportion
achieving a
sustained viral
response

Acc: NHS Boards
Mon:- HPS

Treatment:

HBV 3.5 The proportion of
the treated HBV population
achieving an 'optimal
treatment response’

Acc: NHS Boards
Mon: HPS

Framework Outcome

Sexual Health Indicators

4 Sexual relationships
are free from coercion
and harm.

SH 4 1 Levels of sexual regret (nationally)

Acc: Local Authorities/NHS Boards
Mon: Scottish Government™

SH 4 2 Levels of sexual wellbeing (nationally)

Mon: Scottish Government™

SH 4 3 Levels of gender based violence, as recorded within specialist sexual health services

Mon: I1SD (via NaSH)

Acc: Accountability for delivery Mon: Accountability for monitoring
* The Scottish Government will work with key stakeholders to examine and develop options for collecting national survey data







