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Introduction

The National Institute for Health and Clinical Excellence (NICE) in England produces two types of guidance on public health topics: Public Health Intervention Guidance (interventions being defined as involving single measures, eg GP advice to patients to be more active) and Public Health Programme Guidance (on broader activities, eg strategies for smoking cessation).  In Scotland, such Guidance has no formal status but attracts interest and provides a useful source of reviewed evidence.

As part of its role in promoting and supporting evidence-informed action for health improvement in Scotland, NHS Health Scotland (HS) produces Commentaries on NICE Public Health Guidance.  Each Commentary, with Comments/Conclusions on the Recommendations set out in the NICE Guidance, is produced in collaboration with an appropriately constituted specialist Reference Group with members from within and beyond HS.  The process involves consideration of the evidence cited and the Recommendations presented in the NICE Guidance, in the context of policy and practice in Scotland.

This Summary presents the Comments/Conclusions from the HS Commentary on NICE Public Health Guidance 3 (NICEPHIG3), published in February 2007, entitled One to one interventions to reduce the transmission of sexually transmitted infections (STIs) including HIV, and to reduce the rate of under 18 conceptions, especially among vulnerable and at risk groups.  These Comments/Conclusions are intended to help organisations, professionals and others make use of the NICE Guidance in a Scottish context.  The Commentary does not in itself constitute formal Guidance or Guidelines.  Its scope and contents are limited by those of the NICE Guidance on which it is based.  The Commentary should not be seen as a full action plan or full basis for a health improvement strategy on the subject area concerned, but rather as one evidence-informed contribution to such an action plan or strategy.  

The full Commentary and this Summary will be made available on the Health Scotland website (www.healthscotland.com).

General Health Scotland Notes

1. NICEPHIG3 acknowledges that one to one interventions are only one element of a broader sexual health strategy.  Sexual health and wellbeing are influenced by social and cultural environments, experiences at various stages in the lifecourse, lifeskills, relationships, socioeconomic and other forms of disadvantage, and social exclusion, as well as by access to services and sex and relationships education.  It is important that the focus on one to one interventions in NICEPHIG3 does not deflect from continued recognition of the need for multifaceted and broad-based approaches to the promotion of, and tackling of inequalities in, sexual health and wellbeing.

2. Overall Scottish contextual points – The Commentary should be read together with Respect and Responsibility: Strategy and Action Plan for Improving Sexual Health (Scottish Executive, 2005) and other relevant Scottish documents, notably: the SIGN Guideline on management of genital Chlamydia trachomatis infection (SIGN 42); the replacement for that Guideline once published (expected in late 2008); and a set of Key Clinical Indicators for sexual health that is informing the development of standards for sexual health services from NHS Quality Improvement Scotland (NHS QIS), expected in March 2008.  It should be noted that Respect and Responsibility focuses on (among other things) reducing the rate of under-16 (rather than under-18) conceptions.

3. Other specific Scottish contextual considerations are highlighted where relevant in the Commentary.

4. It is important to note that limitations to the currently available evidence have hampered the ability of NICEPHIG3 to provide evidence-informed advice on meeting specific needs of particularly vulnerable groups.

NICECPHIG3 Recommendations and HS Comments/Conclusions

Recommendation 1

Recommended action:

· Identify individuals at high risk of STIs using their sexual history.  Opportunities for risk assessment may arise during consultations on contraception, pregnancy or abortion, and when carrying out a cervical smear test, offering an STI test or providing travel immunisation.  Risk assessment could also be carried out during routine care or when a new patient registers
· Have one to one structured discussions with individuals at high risk of STIs (if trained in sexual health), or arrange for these discussions to take place with a trained practitioner
Target population

Key groups at risk of STIs including: 

· men who have sex with men

· people who have come from or who have visited areas of high HIV prevalence. 
Behaviours that increase the risk of STIs include: 

· misuse of alcohol and/or substances

· early onset of sexual activity

· unprotected sex and frequent change of and/or multiple sexual partners. 

Who should take action?

Health professionals working in:

· general practice

· genitourinary medicine (GUM)

· community health services (including community contraceptive services) 

· voluntary and community organisations 

· school clinics. 

HS Comments/Conclusions

Recommendation supported subject to the addition of sexually active young people under the age of 25 to the target population, especially since that group is at particular risk of chlamydia infection.  
Recommendation 2

Recommended action

· Have one to one structured discussions with individuals at high risk of STIs.  The discussions should be structured on the basis of behaviour change theories.  They should address factors that can help reduce risk-taking and improve self-efficacy and motivation.  Ideally, each session should last at least 15-20 minutes. The number of sessions will depend on individual need. 

Target population

Key groups at risk of STIs including: 

· men who have sex with men 

· people who have come from or who have visited areas of high HIV prevalence. 

Behaviours that increase the risk of STIs include: 

· misuse of alcohol and/or substances 

· early onset of sexual activity 

· unprotected sex and frequent change of and/or multiple sexual partners. 

Who should take action?

Health professionals trained in sexual health who work in: 

· general practice 

· GUM

· community health services (including community contraceptive services)

· voluntary and community organisations 

· school clinics. 

HS Comments/Conclusions

Recommendation supported subject to the addition of sexually active young people under the age of 25 to the target population, especially since that group is at particular risk of chlamydia infection.  With regard to theories of behaviour change, NICE is preparing Public Health Programme Guidance on generic and specific interventions to support attitude and behaviour change at population and community levels (anticipated publication date October 2007).  HS will produce a Commentary on that Guidance, which may be a useful adjunct to this Commentary.

Recommendation 3

Recommended action

· Help patients with an STI to get their partners tested and treated (partner notification), when necessary.  This support should be tailored to meet the patients’ individual needs.

· If necessary, refer patients to a specialist with responsibility for partner notification.  (Partner notification may be undertaken by the health professional or by the patient.) 

· Provide the patient and their partners with infection-specific information, including advice about possible re-infection.  For chlamydia infection, also consider providing a home sampling kit. 

Target population

· Patients with an STI.

Who should take action?
· Health professionals working in general practice, GUM and community health services (including community contraceptive services), voluntary and community organisations and school clinics.  (However, they may need to refer the patient to a specialist.) 

· Specialists with responsibility for helping to contact, test and treat partners of patients with an STI (partner notification).  They may be sexual health advisers, general practitioners (GPs) or practice nurses providing enhanced sexual health services, chlamydia screening coordinators or GUM clinicians. 

HS Comments/Conclusions

Recommendation supported, with the proviso that the recommended action be amended if necessary following the publication of a new SIGN Guideline on management of genital chlamydia infection (including testing of asymptomatic groups, antimicrobial treatment, partner notification, and health education in primary prevention and prevention of re-infection), expected in late 2008.  Scottish contextual points – As regards home sampling kits for chlamydia, the action plan set out in Respect and Responsibility included consideration of possible extension of the use of postal testing kits for chlamydia in the light of evaluation of the Healthy Respect National Health Demonstration Project; that extension is in progress.  The other recommended action within this Recommendation is consistent with the existing SIGN Guideline on management of genital chlamydia infection (SIGN 42).  

Recommendation 4

Recommended action

· Ensure that sexual health services, including contraceptive and abortion services, are in place to meet local needs.  All services should include arrangements for the notification, testing, treatment and follow-up of partners of people who have an STI (partner notification). 

· Define the role and responsibility of each service in relation to partner notification (including referral pathways). 

· Ensure staff are trained.

· Ensure there is an audit and monitoring framework in place. 

Target population

Population served by a PCT.

Who should take action?

PCT commissioners.

HS Comments/Conclusions

Recommendation supported subject to adaptation to fit the organisational structure and arrangements of NHS Scotland.  Scottish contextual points – The recommended action on ensuring that sexual health services are in place to meet local needs is consistent with recommendations in Respect and Responsibility, its associated practical plan for action, and Key Clinical Indicator 3 on services for termination of pregnancy (an implication of which is that NHS Boards should ensure that there are no referral pathway barriers to service access).  In addition, it is anticipated that NHS QIS standards for sexual health services, expected in March 2008, will address partner notification, termination of pregnancy, contraceptive services and the training of staff who provide sexual health services.  This Recommendation should be read alongside the Key Clinical Indicators, and the QIS standards for sexual health services once published.

Recommendation 5

Recommended action

· Where appropriate, provide one to one sexual health advice on: 

· how to prevent and/or get tested for STIs and how to prevent unwanted pregnancies
· all methods of reversible contraception, including long-acting reversible contraception (LARC)

· how to get and use emergency contraception 

· other reproductive issues and concerns. 

· Provide supporting information on the above in an appropriate format. 
Target population
Vulnerable young people aged under 18.  This may include young people: 

· from disadvantaged backgrounds 

· who are in – or leaving – care 

· who have low educational attainment. 

Who should take action?
· GPs, nurses and other clinicians working in healthcare settings such as primary care, community contraceptive services, antenatal and postnatal care, abortion and GUM services, drug/alcohol misuse and youth clinics, and pharmacies. 

· GPs, nurses and other clinicians working in non-healthcare settings such as schools and other education and outreach centres. 

HS Comments/Conclusions

Recommendation supported subject to substitution of the term ‘unintended pregnancies’ for ‘unwanted pregnancies’.  Scottish contextual points – LARC is to be the subject of Key Clinical Indicator 6 for sexual health (expected in the near future), and it is anticipated that LARC will also be covered in the NHS QIS standards for sexual health services due to be published in March 2008.  The latter are also expected to refer to identifying population needs for sexual health information and ensuring the accessibility of services.  This Recommendation should be taken together with Key Clinical Indicator 6 and the NHS QIS standards, once published.

Recommendation 6

Recommended action

· Regularly visit vulnerable women aged under 18 who are pregnant or who are already mothers. 

· Discuss with them and their partner (where appropriate) how to prevent or get tested for STIs and how to prevent unwanted pregnancies.  The discussion should cover: 

· all methods of reversible contraception, including LARC, and how to get and use emergency contraception 

· health promotion advice 

· opportunities for returning to education, training and employment in the future. 

· Provide supporting information in an appropriate format. 

· Where appropriate, refer the young woman to the relevant agencies, including services concerned with reintegration into education and work.
Target population

Vulnerable young women aged under 18 who are pregnant or who are already mothers.  This may include young women: 

· from disadvantaged backgrounds 

· who are in – or leaving – care 

· who have low educational attainment. 

Who should take action?

Midwives and health visitors who provide antenatal, postnatal and child development services.

HS Comments/Conclusions

Recommendation supported.  Scottish contextual point – While there is much work with pregnant women/mothers under 18 and their partners underway in Scotland, efforts with these specific groups were not referred to in Respect and Responsibility.  It is suggested that this Recommendation be taken into account in future strategy development.

Recommendations for Research, and gaps in the evidence

Recommendations for Research 

NICEPHIG3 recommends that the following research questions should be addressed in order to improve the evidence relating to one to one interventions in the UK. 

1. What are the most effective and cost-effective methods of – and tools for –   identifying individuals at high risk of STIs and under 18 conceptions? 

2. What are the key characteristics of an effective and cost-effective one to one discussion to reduce STIs and under 18 conceptions among people who engage in high risk behaviour? 

3. What is the relative effectiveness and cost effectiveness of one to one interventions delivered by different health professionals and in different settings? 

4. In the UK, what are the most effective and cost-effective methods of contacting, testing and treating partners of patients who have an STI, particularly those engaged in high risk behaviour? 

5. What utility scores should be applied to individuals with STIs and women who conceive under 18 to generate QALYs [Quality Adjusted Life Years] for use in cost-effectiveness analysis?

Gaps in the evidence
Based on an assessment of the evidence, stakeholder comments and fieldwork, NICEPHIG3 identifies the following gaps/needs in relation to the one to one interventions under examination, in respect of the UK in particular.

1. More rigorous evaluation of the effectiveness and cost effectiveness of one to one interventions to prevent STIs (including HIV) and under 18 conceptions in the UK.  Studies should be sufficiently powered to detect a reduction in STI infections and conceptions.  They should include the following:

· interventions by different health professionals in different settings (for example, in schools, youth and outreach settings) 

· peer led interventions 

· interventions aimed at vulnerable groups. 

2. A comparison of the relative effectiveness and cost effectiveness of one to one and group interventions aimed at reducing STIs and unintended teenage pregnancies. 

3. An evaluation of the most effective and cost effective ways of communicating sexual health information to young people and the wider public.  In particular, an assessment of effective and cost effective ways of addressing the stigma and discrimination surrounding sexual health issues. 

4. An evaluation of the relative effectiveness and cost effectiveness of proactive and opportunistic screening to detect, prevent and reduce chlamydia. 

5. An evaluation of the relative effectiveness and cost effectiveness of different methods of partner notification. 

6. Generation of QALYs for use in cost-effectiveness analysis by deriving utility scores for individuals with STIs and for underage conception.  Utility scores need to be quantified for the UK population as a whole and among high risk groups (for example, for re-infection and multiple infection rates and the incidence of other health complications). 

7. Studies to reflect the effects of onward transmission of STIs, using dynamic (rather than static) modelling to capture re-infection rates and further health consequences.

Recommendations for Research, and gaps in the evidence, contd

HS Comments/Conclusions

The Recommendations for Research and identified evidence gaps/needs are supported.  It is considered important to highlight the need for more evidence in relation to meeting specific needs of particularly vulnerable groups, including evidence concerning access to services.  This sort of evidence is necessary not only to inform action aimed at reducing inequalities in sexual health but also to help safeguard against possible widening of such inequalities. 
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