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Key findings
Figures relate to 2016 unless otherwise specified.
• Overall 1,108 new sexually transmitted infections (STIs) were diagnosed in residents of
Shropshire, a rate of 355.8 per 100,000 residents (compared to 750 per 100,000 in
England).
• Shropshire has the 307th highest rate (out of 326 local authorities in England) of new
STIs excluding chlamydia diagnoses in 15-24 year olds; with a rate of 344.3 per 100,000
residents (compared to 795 per 100,000 in England).
• 59% of diagnoses of new STIs in Shropshire were in young people aged 15-24 years
(compared to 51% in England).
• For cases in men where sexual orientation was known, 12.8% of new STIs in
Shropshire were among gay, bisexual and other men who have sex with men (MSM)
(Sexual health services [SHS]).
• The chlamydia detection rate per 100,000 young people aged 15-24 years in Shropshire
was 1,281 (compared to 1,882 per 100,000 in England).
• Shropshire has the 243rd highest rate (out of 326 local authorities in England) for
gonorrhoea, which is a marker of high levels of risky sexual activity. The rate of
gonorrhoea diagnoses per 100,000 in this local authority was 20.2 (compared to 64.9 per
100,000 in England).
• In Shropshire, an estimated 5.7% of women and 5.4% of men presenting with a new
STI at a SHS during the 5 year period from 2011 to 2016 were re-infected with a new STI
within 12 months.
• Among SHS patients from Shropshire who were eligible to be tested for HIV, 55.7%
were tested (compared to 67.7% in England) (HIV testing coverage).
• There were 11 new HIV diagnoses in individuals aged 15 years and above in
Shropshire. The diagnosed HIV prevalence was 0.8 per 1,000 population aged 15-59
years (compared to 2.3 per 1,000 in England).
• In Shropshire, between 2014 and 2016, 54.2% (95% confidence interval [CI] 28.8-92.6)
of HIV diagnoses were made at a late stage of infection (CD4 count =<350 cells/mm³
within 3 months of diagnosis) compared to 40.1% (95% CI 39.0-41.2) in England.
• The total rate of long-acting reversible contraception (LARC) excluding injections
prescribed in primary care, specialist SHSs and non-specialist SHSs was 60.3 per 1,000
women aged 15-44 years in Shropshire, and 46.4 per 1,000 women in England. The rate
prescribed in primary care was 56.3 in Shropshire and 28.8 in England. The rate
prescribed in the other settings was 4.0 in Shropshire and 17.6 in England.
• In Shropshire upper tier local authority, the total abortion rate per 1,000 female
population aged 15-44 years was 12.1, while in England the rate was 16.7 per 1,000. Of
those women under 25 years who had an abortion in that year, the proportion who had
had a previous abortion was 20.3%, while in England the proportion was 26.7%.
• In 2015, the conception rate for under-18s in Shropshire was 17.0per 1,000 females
aged 15-17 years, while in England the rate was 20.8.
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National recommendations
• Local authorities are responsible for providing comprehensive, open access sexual
health services. The prioritisation and provision of appropriate services can be shaped
locally via Joint Strategic Needs Assessments (JSNAs), and guided by the Public Health
Outcomes Framework (PHOF)1 and Framework for Sexual Health Improvement.
• Local epidemiological STI, HIV, contraception, conception and abortion data can be
employed to inform JSNAs, service commissioning and provision, and to make the case
for prioritisation of sustained investment in prevention and control interventions, targeting
populations most at risk.
• Statutory, high-quality relationship and sex education in secondary schools will equip
young people with the skills to improve their sexual health and overall wellbeing. Sex and
relationship education needs to include non-judgmental discussion of same-sex
relationships. Personal, social and health education that addresses self-esteem is also
crucial to all children’s confidence and in building confident adults who take fewer risks
(including sex, drugs and alcohol). Education should include information on how alcohol
and drug use impacts on decisions about sex, including negotiation of safer sex.

STIs and HIV
• A sustained public health response is needed to reduce the transmission of HIV and
STIs; based around early detection, successful treatment and partner notification,
alongside promotion of safer sexual and health-care seeking behaviour. Rapid, open
access to treatment and partner notification can reduce the risk of complications and the
spread of infection.
• Strengthened local and national prevention activities need to focus on groups at highest
risk, including young adults, black ethnic minorities and MSM.
• There are a number of approaches to the prevention of HIV transmission and continued
funding in prevention activities remains critical to curb the HIV epidemic.
• Correct and consistent condom use remains an extremely effective way to prevent STI
and HIV transmission. Work to improve condom use should address the underlying
factors that lead to risk taking behaviour, especially among MSM. These are diverse and
may include low self-esteem, ‘chemsex’ (the use of drugs before or during planned
sexual activity to sustain, enhance, disinhibit or facilitate the experience) and
sero-adaptive behaviour (modifying of sexual behaviour based on one’s own HIV
sero-status, the perceived HIV sero-status of a sexual partner, and/or differences in risk
of transmission by different sexual acts).
• Further HIV testing can reduce late diagnosis of HIV (a PHOF indicator), undiagnosed
HIV infection and onward HIV transmission. NICE guidelines2 include recommendations
for routine HIV testing in primary care and for people who are admitted to hospital based
on whether services are in areas of high prevalence (between 2 and 5 cases of
diagnosed HIV per 1,000 people aged 15-59 years) or extremely high prevalence (over 5
per 1,000). SHSs should increase HIV testing among all attendees, but especially black
Africans, attendees born in countries with a diagnosed HIV prevalence >1% and MSM.
MSM and black Africans should be encouraged to have frequent and regular HIV tests at
either SHSs, other settings where HIV testing is offered, or by ordering self-sampling HIV
kits on-line.3 As well as increasing awareness of HIV, efforts to reduce stigma and other
socio-cultural barriers that prevent people from testing and seeking long-term care must
be strengthened.
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• The PHOF includes an indicator to assess progress in controlling chlamydia in sexually
active young adults. This recommends local areas achieve an annual chlamydia
detection rate of at least 2,300 per 100,000 15-24 year old resident population, in order to
detect and treat sufficient asymptomatic infections to effect a decrease in incidence.
Areas achieving or above the 2,300 detection rate should aim to sustain or increase it,
with areas not achieving this rate aiming to increase it. Local areas should focus on
embedding chlamydia screening for 15-24 year olds into a variety of non-specialist SHSs
and community-based settings, focusing on those which serve the populations with the
highest need based on positivity. They should also emphasise the need for repeat
screening annually and on change of sexual partner, as well as the need for re-testing
after a positive diagnosis within 3 months of initial diagnosis; and ensure treatment and
partner notification standards are met.
• Reducing gonorrhoea transmission and ensuring treatment-resistant strains of
gonorrhoea do not persist and spread remains a public health priority. Prompt diagnosis,
prescribing guideline adherence, identifying and managing potential treatment failures
effectively, and reducing transmission are key.4 High levels of gonorrhoea transmission
are of particular concern, given the emergence of gonococcal resistance, including
high-level resistance to azithromycin. All patients diagnosed with gonorrhoea should have
a sample taken for culture, and this should be tested for susceptibility to first-line
antibiotics. All resistant isolates should be referred to the PHE national reference
laboratory. Clinics should ensure that patients with azithromycin or ceftriaxone resistant
gonorrhoea receive a test-of-cure, and that their partners are contacted and treated. They
should be vigilant to potential treatment failure for any STI in their patients and report
suspected cases to PHE using the restricted access HIV and STI web portal.5
• Drug and alcohol services and sexual health service providers should meet the specific
needs of MSM involved in ‘chemsex’. Joint working between alcohol and drug services
and SHSs should be established to ensure an integrated approach to care, including
specific treatment pathways for ‘chemsex’ according to need.6
• SHSs should vaccinate MSM against hepatitis A and hepatitis B as per national
guidelines.
• To prevent infections which are spread faeco-orally during sexual activity (termed
sexually transmissible enteric infections) such as Shigella, sexual health providers should
support work to make MSM aware of how infections such as Shigella are transmitted and
how people can avoid them.7

1 http://www.phoutcomes.info
2 HIV testing: increasing uptake among people who may have undiagnosed HIV. NICE, 2016. www.nice.org.uk/guidance/ng60
3 http://www.freetesting.hiv
4 Gonorrhoea Resistance Action Plan for England and Wales, 2013
http://webarchive.nationalarchives.gov.uk/20140714113033/http:/www.hpa.org.uk/webc/HPAwebFile/HPAweb_C/1317138215954
5 https://hivstiwebportal.phe.org.uk/login.aspx?ReturnUrl=%2f
6 http://www.nta.nhs.uk/Substance-misuse-services-for-MSM-involved-in-chemsex.aspx
7 http://www.gov.uk/government/publications/shigella-leaflet-and-poster
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Reproductive health
• Reducing the burden of unplanned pregnancy (whether this leads to maternity,
miscarriage or abortion) requires a sustained public health response. This should be
based around the following: marketing; easy access to high quality information for
informed decision-making; easy access to the full range of contraception (particularly the
most effective long-acting reversible contraception [LARC], the implant, intrauterine
systems [IUS] and intrauterine device [IUD]) for pregnancy prevention; and accessible
pregnancy testing with rapid referral to abortion services for unwanted pregnancy. These
services should be delivered alongside promotion of safer sexual and health-care
seeking behaviour.
• Every effort should be made to eliminate local barriers to pregnancy diagnosis and,
where requested, abortion referral, STI testing and contraception provision (which should
be made available free and confidentially at easily accessible services). Alongside the
effective clinical response, promoting safer sexual behaviour among individuals
–including use of the most effective contraceptives, condom use and regular testing
–remains crucial.
• Prevention programmes are also required for populations known to be at risk of
exclusion from routine contraception, pregnancy testing and abortion provision. These
include teenagers, the homeless and rootless, asylum seekers and refugees, those with
mental health problems, women involved in the criminal justice system, victims of sexual
violence, and those suffering from domestic abuse or from alcohol and drug problems.
• Increasing knowledge, access, choice and provision of all methods of reversible and
irreversible contraception, including the most effective LARC methods and emergency
contraception, both oral-hormonal and the more effective IUD, for women of all ages and
their partners can reduce unwanted pregnancies.
• Contraception should be available through general practice and other services,
including contraceptive, sexual health, pharmacy and young people’s services as well as
provided at the time of other treatments e.g. abortion and postnatal care, maternity and
STI testing. Contraception should be provided free from any prescription charges.
• Local authorities are mandated to commission open access contraception advice and
treatment services that meet the needs of their local population.
• LARC methods are more effective and cost-effective at preventing pregnancy than other
hormonal methods and condoms. There is also evidence that LARC methods fitted by the
abortion provider can reduce repeat abortions.
• For those women seeking an abortion, access to services at all gestations up to 24
weeks, as well as a choice of methods, should be easily available and accessible.
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Sexual health messages for the public
• Make sure you can use a reliable method of contraception before you start having
sexual relationships.
• Consistent and correct use of condoms can significantly reduce risk of STIs.
• Regular testing for HIV and STIs is essential for good sexual health.
• Everybody who is offered an HIV test by their healthcare professional is advised to
accept the test so that if an HIV diagnosis is made, effective treatment can be started
promptly.
• Anyone under 25 who is sexually active should be screened for chlamydia annually, and
on change of sexual partner.
• Black ethnic minority men and women should have a regular STI screen, including an
HIV test, if having condomless sex with new or casual partners.
• Gay, bisexual and other men who have sex with men (MSM)
• MSM should test annually for HIV and STIs and every three months if having
condomless sex with new or casual partners.
• Unprotected sex with partners believed to be of the same HIV status (serosorting)
is unsafe. For the HIV positive person, there is a high risk of acquiring other STIs
and hepatitis. For the HIV negative person, there is a high risk of acquiring HIV
infection as well as of acquiring STIs and hepatitis.
• Ask about hepatitis A and hepatitis B vaccination at your next specialist sexual
health service visit.
• Shigella can cause severe diarrhoea and is caught from bacteria in faeces getting
into your mouth during sex. There is a risk from rimming or giving oral sex after anal
sex. To avoid it, wash your hands after sex, especially if you’re fingering or handling
used condoms and sex toys, and change condoms between anal and oral sex.
• Ask your sexual health service where you can get support to reduce sexual health
and other risks associated with recreational drug use. People who inject drugs are
advised to use a full set of clean equipment for each injecting episode and make use
of resources on the Harm Reduction Works website to keep themselves safe and
reduce health harms. http://www.harmreductionworks.org.uk/hep_c.html
• How to get an HIV test:
• go to a STI clinic or a community testing site
(http://www.aidsmap.com/hiv-test-finder)
• ask your GP for an HIV test
• request a self-sampling kit online (http://www.freetesting.hiv) or obtain a self-testing
kit
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Introduction
Aim
The aim of this report is to describe local sexual and reproductive health in a local area in
an integrated way, including sexually transmitted infections (STIs), HIV, teenage
conceptions, abortions and contraception.
The local authority HIV, sexual and reproductive health epidemiology reports (LASERs)
are produced alongside other PHE local HIV, sexual and reproductive health intelligence
tools to help inform local Joint Strategic Needs Assessments (JSNAs) so that
commissioners can effectively target service provision.

Information sources
This report is compiled from a variety of routine data sources collated by a number of
different organisations e.g. PHE, Department of Health, Office for National Statistics
(ONS) and NHS Digital. These are highlighted in Appendix 1. Further requests for data
should be directed towards the appropriate data controller, for example, for the Sexual
and Reproductive Health Dataset (SRHAD), this would be NHS Digital.
Please also note that for some local authorities the number of some STIs e.g. syphilis, or
the numbers of new STIs in certain ethnic groups may be small. Where this is the case
please apply caution when interpreting comparisons to other local authorities, PHE
Centre (PHEC) or national rates, trends in rates over time and when comparing the rates
of STIs in different ethnic groups.
Numbers may not match other figures published or available elsewhere for a number of
reasons, for example, the data may relate to a financial rather than calendar year, it may
have been extracted on a different date, different denominator populations may have
been used or data in publically available reports may have been rounded or masked to
prevent deductive disclosure.
To avoid deductive disclosure, numbers have been suppressed for populations smaller
than a local authority. For STIs this has typically been conducted by rounding up to the
nearest multiple of five, for example, 1-4 would be rounded to 5, 6-9 rounded to 10 etc.
For HIV data this has been carried out by rounding up to nearest 5 including 0, e.g. 0-4
would be rounded to 5, 6-9 would be rounded to 10 etc. For SRHAD data, this has been
conducted by rounding to the nearest five e.g. 1-2 would be rounded to 0, 3-7 would be
rounded to 5 (consistent with NHS Digital's approach).
For an introductory guide on sexual health data sources, please access
https://www.gov.uk/government/publications/sexual-and-reproductive-health-in-england-l
ocal-and-national-data.
For local information on a range of sexual health indicators, please access the Sexual
and Reproductive Health Profiles http://fingertips.phe.org.uk/profile/sexualhealth/. These
include a publically available downloadable LA sexual and reproductive health profile.
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STIs
Over the past decade, diagnoses of gonorrhoea, syphilis, and genital herpes have
increased considerably in England, most notably in males, while diagnoses of genital
warts have decreased in females.8 Since the full-scale implementation of the National
Chlamydia Screening Programme (NCSP) in 2008, diagnosis rates of chlamydia have
increased in men and women. More STI testing in sexual health services and through the
NCSP with routine use of more sensitive diagnostic tests, such as nucleic acid
amplification tests (NAATs), will partly explain increases in the early part of the decade,
although ongoing high levels of condomless sex will have played a role.
The burden of STIs continues to be greatest in young people, MSM and black ethnic
minorities. The highest STI diagnosis rates in England are in young people aged 15-24
years.
The number of STI diagnoses in MSM has risen sharply in England over the past decade.
Several factors may have contributed to this, including condomless sex associated with
HIV seroadaptive behaviours and 'chemsex' (the use of drugs before or during planned
sexual activity to sustain, enhance, disinhibit or facilitate the experience). More screening
of extra-genital (rectal and pharyngeal) sites in MSM using NAATs will also have
improved detection of gonococcal and chlamydial infections, although this will have had
less impact in recent years as these developments have become more established.
However, after years of successive increases since 2008, the number of gonorrhoea
diagnoses in MSM in England decreased between 2015 and 2016. This decline coincided
with reductions in HIV diagnoses which have been associated with improved HIV testing
uptake at STI clinics, including repeat testing. Increased STI testing uptake at STI clinics
occurred in parallel, and may have helped facilitate prompt identification and treatment of
asymptomatic infection, reducing the likelihood of secondary transmission. Despite this,
gonorrhoea remains the most commonly diagnosed STI among MSM.
High levels of gonorrhoea transmission are of particular concern given the emergence of
gonococcal resistance. The outbreak of high-level azithromycin resistant gonorrhoea
persists (azithromycin is one of the antimicrobials used for treatment). As of June 2017,
there were a total of 81 confirmed cases. 9 Cases occurred in both MSM and
heterosexuals, and were reported from across England, although more than half of the
cases in 2017 were from London. The first documented global case of treatment failure
with first-line dual therapy was detected in the UK in 2016.
As STIs are often asymptomatic, frequent testing of risk groups is important. Early
detection and treatment can reduce important long-term consequences, such as infertility
and ectopic pregnancy.
While vaccination is a measure that can be used to control genital warts, hepatitis A and
hepatitis B, control of other STIs relies on consistent and correct condom use, behaviour
change to decrease overlapping and multiple partners, ensuring good access to testing
and treatment, and ensuring partners of cases are notified and tested.

8 https://www.gov.uk/government/statistics/sexually-transmitted-infections-stis-annual-data-tables
9 https://www.gov.uk/government/publications/gonococcal-resistance-to-antimicrobials-surveillance-programme-grasp-report
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Data Sources
This report has been compiled using routine STI data, the majority of which comes from
specialist SHSs.10 Chlamydia test and diagnosis data from community services are
sourced from the NCSP and 'Non-NCSP/Non-specialist SHS' services for 2008-2012 and
include only those aged 15-24 years. From 2013, chlamydia test and diagnosis data are
sourced from the CTAD Chlamydia Surveillance system (CTAD) and include all ages. As
a result, chlamydia data from community services from 2013 onwards are not
comparable to data in previous years. See link below for further details on chlamydia data
from community services and for additional data on chlamydia testing coverage, positivity
and diagnostic rates (for those aged 15-24 years).11 Data quality of CTAD submissions
by reporting laboratory is presented in Appendix 2. The data are continually updated and
this report uses STI and CTAD data as of 6 April 2017. Diagnoses of all other STIs are
reported from specialist and non-specialist SHSs using the GUMCAD STI Surveillance
System. Level 2 enhanced GP data are excluded from GUMCAD due to poor reporting
compliance.

10 sexual health services (SHSs) include both specialist (level 3) and non-specialist (level 1 & 2) SHSs. Specialist SHSs refers to genitourinary medicine (GUM) and integrated
GUM/sexual and reproductive health (SRH). Non-specialist SHSs refers to SRH services, young people’s services, online sexual health services, termination of pregnancy
services, pharmacies, outreach and general practice, and other community-based settings.
11 https://www.gov.uk/government/statistics/national-chlamydia-screening-programme-ncsp-data-tables
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Burden and trend of new STIs
A total of 1,108 new STIs were diagnosed in residents of Shropshire in 2016 (537 in
males and 571 in females), a rate of 355.8 per 100,000 residents (males 347.7 and
females 363.8) (gender was not specified or unknown for 0 episodes). The number of
cases of each new STI diagnosed in Shropshire from 2012-2016 can be found in
Appendix 3. Please see Appendix 4 for diagnoses included in new STIs. It should be
noted that if high rates of gonorrhoea and syphilis are observed in a population, this
reflects high levels of risky sexual behaviour.
Table 1. Rates per 100,000 population of new STIs in Shropshire and England:
2015-2016
Diagnoses
New STIs
New STIs (excl. those with
Chlamydia aged 15-24)^
Chlamydia
Gonorrhoea ¥
Syphilis
Genital Warts ‡
Genital Herpes ±

Rate: 2015

Rate: 2016

382.5
367.4

355.8
344.3

% change
Rank within
2015 to 2016* England: 2016**
-7.0
-6.3
307

206.8
18.6
3.5
77.7
37.9

198.5
20.2
3.2
71.3
34.0

-4.0
8.6
-8.6
-8.2
-10.3

243
237
290
256

Rate in England
residents: 2016
749.7
795.0
364.2
64.9
10.6
112.5
57.2

Rates are calculated using 2015 ONS population estimates
* % change not provided where rate per 100,000 population in 2015 was 0.0
** Out of 326 local authorities, 1st rank has the highest rates. Rank within England has been based on
alphabetical order of local authority name where rate for local authority was 0.0 per 100,000 population
^ Population is restricted to those aged 15-64 years
¥ Any increase in gonorrhoea diagnoses may be due to the increased use of highly sensitive Nucleic Acid
Amplification Tests (NAATs) and additional screening of extra-genital sites in MSM
‡ Any decrease in genital warts diagnoses may be due to a moderately protective effect of HPV-16/18
vaccination
± Any increase in genital herpes diagnoses may be due to the use of more sensitive NAATs
Data Source: Data from routine specialist and non-specialist sexual health services’ returns to the
GUMCAD STI Surveillance System and routine non-specialist sexual health services’ returns to the CTAD
Chlamydia Surveillance system (CTAD)
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Figures 1a to 1d show the rates per 100,000 population of diagnoses of
gonorrhoea, syphilis, genital warts and genital herpes by year in Shropshire
compared to rates in areas of West Midlands PHE Centre (PHEC) and England:
2012-2016. (Please note different scales and that scales may not start at 0).
1a. Rates of gonorrhoea*

Source: Data from routine specialist and non-specialist sexual health services’ returns to GUMCAD. *Any
increase in gonorrhoea diagnoses may be due to the increased use of highly sensitive Nucleic Acid
Amplification Tests (NAATs) and additional screening of extra-genital sites in MSM. Rates are calculated
using ONS population estimates.
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1b. Rates of syphilis

Source: Data from routine specialist and non-specialist sexual health services’ returns to GUMCAD. Rates
are calculated using ONS population estimates.

1c. Rates of genital warts*

Source: Data from routine specialist and non-specialist sexual health services’ returns to GUMCAD. Rates
are calculated using ONS population estimates. *Any decrease in genital warts diagnoses may be due to a
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moderately protective effect of HPV-16/18 vaccination.

1d. Rates of genital herpes*

Source: Data from routine specialist and non-specialist sexual health services’ returns to GUMCAD. *Any
increase in genital herpes diagnoses may be due to the use of more sensitive NAATs. Rates are calculated
using ONS population estimates.
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Figure 2. Rates per 100,000 population of new STIs in each local authority in West
Midlands PHEC: 2016

Source: Data from routine specialist and non-specialist sexual health services’ returns to the GUMCAD STI
Surveillance System and routine non-specialist sexual health services’ returns to the CTAD Chlamydia
Surveillance system (CTAD)
Rates based on the 2015 ONS population estimates

Reinfection of STIs
Reinfection with an STI is a marker of persistent risky behaviour. In Shropshire, an
estimated 5.7% of women and 5.4% of men presenting with a new STI at a SHS during
the 5 year period from 2012 to 2016 became re-infected with a new STI within 12
months. Nationally, during the same period of time, an estimated 7.0% of women and
9.4% of men presenting with a new STI at a SHS became re-infected with a new STI
within 12 months.
In Shropshire, an estimated 2.2% of women and 3.6% of men diagnosed with gonorrhoea
at a SHS between 2012 and 2016 became reinfected with gonorrhoea within 12 months.
Nationally, an estimated 3.9% of women and 10.7% of men became reinfected with
gonorrhoea within 12 months.
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STI prevention groups
Overall, of all those diagnosed in 2016 with a new STI in Shropshire, 48% were men and
52% were women (gender was not specified or unknown for 0% of episodes).

Young people
Young people aged between 15 and 24 years experience high rates of new STIs. This is
reflected in Shropshire where 59% of diagnoses of new STIs made in SHSs and
non-specialist SHSs were in young people in this age-group. The age profile is shown in
Figure 3.
Figure 3. Proportion of new STIs by age group and gender in Shropshire: 2016

Source: Data from routine specialist and non-specialist sexual health services’ returns to the GUMCAD STI
Surveillance System and routine non-specialist sexual health services' returns to the CTAD Chlamydia
Surveillance system (CTAD). *Please note that to prevent deductive disclosure the number of STI
diagnoses has been rounded up to the nearest 5.

Young people are also more likely to become re-infected with STIs, contributing to
infection persistence and health service workload. In Shropshire, an estimated 10.1% of
15-19 year old women and 9.2% of 15-19 year old men presenting with a new STI at a
SHS during the 5 year period from 2012 to 2016 became re-infected with an STI within
12 months. Teenagers may be at increased risk of re-infection because they lack the
skills and confidence to negotiate safer sex.
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The Public Health Outcome Framework includes an indicator to assess progress in
controlling chlamydia in sexually active young adults under 25 years old: the annual
detection rate among the resident 15-24 year old population. The detection rate reflects
both coverage and the proportion testing positive at all sites, including SHS diagnoses as
well as those made outside of SHSs.
Since chlamydia is most often asymptomatic, a high detection rate reflects success at
identifying infections that, if left untreated, may lead to serious reproductive health
consequences. The detection rate is not a measure of prevalence. PHE recommends
that local areas achieve a rate of at least 2,300 per 100,000 resident 15-24 year olds, a
level which is expected to produce a decrease in chlamydia prevalence. Areas already
achieving this rate should aim to maintain or increase it. Areas not currently achieving
this rate should work towards it. High detection levels can only be achieved through the
ongoing commissioning of high-volume, good quality screening services across primary
care and sexual health services.
The chlamydia detection rate in 15-24 year olds in Shropshire was 1,281 per 100,000
population. 14.1% of 15-24 year olds were tested for chlamydia with a 9.1% positivity
rate. Nationally, 20.7% of 15-24 year olds were tested for chlamydia with a 9.0% positivity
rate. The number of tests, annual coverage and positivity for Shropshire are shown in
Table 2. The detection rate per 100,000 and its rank in West Midlands PHEC and
England are shown in Table 3.
Appendix 2 has information on data quality from laboratories which processed the test of
Shropshire residents. If information on patient postcode of residence and testing service
type is poorly reported, this may result in over/under-reporting of chlamydia tests and
diagnoses in Shropshire residents.
Table 2. Chlamydia testing data in 15-24 year olds in Shropshire: 2016
Number of
chlamydia
tests in
specialist
SHSs
1,506

Number of
chlamydia tests in
non-specialist
SHSs settings

Total number
of tests

Number of
positives (all
settings)

Percentage of
population tested
(all settings)*

3,225

4,731

431

14.1

*Repeat tests are not excluded
Source: Data from routine specialist and non-specialist sexual health services’ returns to the GUMCAD STI
Surveillance System and routine non-specialist sexual health services’ returns to the CTAD Chlamydia
Surveillance system (CTAD)

Table 3. Chlamydia detection rate per 100,000 population in 15-24 year olds in
Shropshire, West Midlands PHE Centre and England: 2016
Rate of
detection
1,281.2

Rate in the PHE
Centre
1,714.0

Rate in
England
1,882.0

Rank within
PHE Centre†
26

Rank within
England*
238

Rates based on the 2015 ONS population estimates (15-24 year olds)
†Out of 30 local authorities in West Midlands PHEC, 1st rank has the highest rates
*Out of 326 local authorities in England, 1st rank has the highest rates
Source: Data from routine specialist and non-specialist sexual health services’ returns to the GUMCAD STI
Surveillance System and routine non-specialist sexual health services’ returns to the CTAD Chlamydia
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Surveillance system (CTAD)

In Shropshire, 2% of young people aged 15-24 years diagnosed with chlamydia at a
specialist SHS in quarter 2 (April-June 2016) were re-tested at the same clinic in the
subsequent 7-14 weeks, and of these patients 0% were positive when re-tested. Within
non-specialist SHS an estimated12 1.9% of patients were re-tested at another
non-specialist SHS and of these 0% were positive when re-tested.

12 Non-SHS data are dependent on quality of data submissions. A very high proportion of positives at re-test might be due to small numbers. For more detailed information on
re-testing at national, regional and local levels in England and the methodology please access
https://www.gov.uk/government/publications/chlamydia-re-testing-following-a-positive-diagnosis
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Gay, bisexual and other men who have sex with men (MSM)
In Shropshire in 2016, for cases in men where sexual orientation was known, 12.8%
(n=55 -number rounded up to the nearest five) of new STIs were among MSM. In 2012,
this proportion was 7.0% (n=35 -number rounded up to the nearest five). Please note that
the numbers for MSM presented in this report include gay and bisexual men.
Figures 4 and 5 provide the proportions of common STIs in men who were MSM, in
addition to the underlying rounded numbers. There were 20 new diagnoses of
gonorrhoea and 10 new diagnoses of syphilis in MSM in Shropshire (all numbers have
been rounded up to the nearest five, including zeros). In England 65% of gonorrhoea
cases and 86% of syphilis cases among men diagnosed with STIs were in MSM.
Figure 4. Proportion* of new STIs, chlamydia, genital warts and genital herpes in
MSM among men in Shropshire (SHS diagnoses): 2012-2016 (underlying numbers
have been rounded up to the nearest five. Do not use this figure if the total number of a
particular STI among men in Figure 5 is <50 as the proportions will be distorted by
rounding)

Source: Data from routine specialist and non-specialist sexual health services’ returns to the GUMCAD STI
Surveillance System. Excludes CTAD Chlamydia Surveillance system (CTAD) data on chlamydia
diagnoses made from routine non-specialist sexual health services’ returns. For cases in men with known
information on sexual orientation, see Figure 5 for denominator. *Please note that to prevent deductive
disclosure the number of STI diagnoses has been rounded up to the nearest 5.
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Figure 5. Number* of new STIs, chlamydia, genital warts and genital herpes in MSM
and in heterosexual men in Shropshire (SHS diagnoses only): 2012-2016

Source: Data from routine specialist and non-specialist sexual health services’ returns to the GUMCAD STI
Surveillance System. Excludes data made from routine non-specialist sexual health services’ returns to the
CTAD Chlamydia Surveillance system (CTAD). *Please note that to prevent deductive disclosure the
number of STI diagnoses has been rounded up to the nearest 5.
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During the 2016-17 reporting period, 23% (n=362/1,555) of gay or bisexual men
presenting to drug treatment in England reported problematic use of one of the three
substances most commonly used in relation to 'chemsex' (GBL, methamphetamine
and/or mephedrone). This proportion was much higher than among heterosexual men
(0.6%). Among individuals who used these drugs, rates of current injecting were also
much higher among gay/bisexual men than among heterosexual men (42% compared to
16%).13
In 2016/17 financial year there were fewer than five gay or bisexual men presenting to
drug treatment in Shropshire. Of these, none cited use of one of these drugs. It is
important to note that this data may be a reflection of the effectiveness of treatment
pathways and there may be unmet need not reflected in the data.

13 National Drug Treatment Monitoring System (NDTMS). NDTMS collects activity data from drug and alcohol treatment services in England. Aims of the use of NDTMS data
include assessing treatment outcomes, monitoring trends in order to inform future service planning, and measuring the impact of drug treatment as part of the wider public health
service. The data in this report refers to individuals aged 18 and over at the start of treatment. Regular statistics from NDTMS, including annual national statistics, can be found at
www.ndtms.net
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Ethnic group and country of birth
The proportion of new STIs diagnosed in SHSs by ethnic group is shown in Table 4.
Rates are shown in Figure 6.
Table 4. Number* and proportion of new STIs by ethnic group (SHS diagnoses):
2016
Ethnic group
White
Black or Black British
Asian or Asian British
Mixed
Other ethnic groups
Not specified

Number
745
5
10
15
5
5

%
94.9
0.6
1.3
1.9
0.6
0.6

Source: Data from routine specialist and non-specialist sexual health services’ returns to the GUMCAD STI
Surveillance System. Excludes chlamydia made from routine non-specialist sexual health services’ returns
to the CTAD Chlamydia Surveillance system (CTAD). *Please note that to prevent deductive disclosure the
number of STI diagnoses in this table has been rounded up to the nearest 5 which may distort the
proportions in each category.

Figure 6. Rates* per 100,000 population of new STIs by ethnic group in Shropshire
and England (SHS diagnoses only): 2016 (underlying numbers have been rounded up
to the nearest five. Do not use this figure if the number of STIs in an ethnic group in Table
4 is <100 as rates will be distorted by rounding)

Source: Data from routine specialist and non-specialist sexual health services’ returns to the GUMCAD STI
Surveillance System. Excludes chlamydia data from routine non-specialist sexual health services’ returns to
the CTAD Chlamydia Surveillance system (CTAD) Rates based on the 2011 ONS population estimates.
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Where recorded, 5.3% of new STIs diagnosed in Shropshire were in people born
overseas.

Distribution of new STIs and deprivation
Socio-economic deprivation (SED) is a known determinant of poor health outcomes and
data from SHSs show a strong positive correlation between rates of new STIs and the
index of multiple deprivation across England. The relationship between STIs and SED is
probably influenced by a range of factors such as the provision of and access to health
services, education, health awareness, health-care seeking behaviour and sexual
behaviour. The rates of new STIs by deprivation category are displayed in Figure 7.
New STI rates from 2016 are mapped using 2011 Lower Super Output Areas (LSOAs).
However, for a small proportion of local authorities it was not possible to assign all 2016
new STI diagnoses to the latest (2011) LSOAs.
The LSOA geographies used since 2001 changed in 2011. Clinics only report residence
LSOA codes to PHE, not residence postcodes. Up until December 2015, clinics were
reporting using 2001 LSOA codes only and we mapped to 2001. However, in January
2015, clinics started the changeover to reporting using 2011 LSOA codes, so clinics in
England overall reported a mixture of 2001 and 2011 LSOA codes. While some 2001
LSOA geographies precisely map to 2011 LSOA geographies, many do not. Therefore if
we map 2016 data using 2011 LSOA geographies some new STI diagnoses reported
using 2001 codes will not be represented and the areas on the map that correspond to
these areas may have artificially low rates of new STI diagnoses. The impact of this is
variable across the country. In Shropshire LA, 1.6% of new STIs were reported with 2001
codes. We have provided maps of 2016 new STI data in Appendix 5 of both the 2001 and
2011 maps so the effect of this can be seen.
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Figure 7. Rates per 100,000 population of new STIs and deprivation by LSOA* in
Shropshire (SHS diagnoses): 2016. (Please refer to the text and Appendix 5 to assess
the extent to which clinic coding issues may have distorted this map)

Source: Data from routine specialist and non-specialist sexual health services’ returns to the GUMCAD STI
Surveillance System. Excludes chlamydia data from routine non-specialist sexual health services’ returns to
the CTAD Chlamydia Surveillance system (CTAD). Rates based on the 2011 ONS population estimates.
Deprivation quintiles generated from Index of Multiple Deprivation (IMD) scores 2011. Excludes chlamydia
diagnoses made outside SHS.
*Lower Layer Super Output Areas (LSOA) are built from groups of contiguous Output Areas and have been
automatically generated to be as consistent in population size as possible, and typically contain from four to
six Output Areas. The minimum population is 1,000 and the mean is 1,500.
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Table 5. Number* and proportion of new STIs by deprivation category (SHS
diagnoses only): 2016
Deprivation category
Most deprived
4th least deprived
3rd least deprived
2nd least deprived
Least deprived

Number
60
130
295
180
105

%
7.8
16.9
38.3
23.4
13.6

Source: Data from routine specialist and non-specialist sexual health services’ returns to the GUMCAD STI
Surveillance System. Excludes chlamydia diagnoses made from routine non-specialist sexual health
services’ returns to the CTAD Chlamydia Surveillance system (CTAD).
*Please note that to prevent deductive disclosure the number of STI diagnoses in this table has been
rounded up to the nearest 5. Numbers may be underestimated in some deprivation categories due to
reporting of outdated geographical information by some SHSs.

Figure 8. Rates* per 100,000 population of new STIs by deprivation category in
Shropshire (SHS diagnoses only): 2016 (underlying numbers have been rounded up to
the nearest five. Do not use this figure if the total number of STIs in a deprivation group in
Table 5 is <100 as rates will be distorted by rounding)

Source: Data from routine specialist and non-specialist sexual health services’ returns to the GUMCAD STI
Surveillance System. Excludes chlamydia diagnoses made from routine non-specialist sexual health
services’ returns to the CTAD Chlamydia Surveillance system (CTAD). Rates based on the 2011 ONS
population estimates. The 2011 LSOA boundary data and 2016 IMD scores were used. *Please note that to
prevent deductive disclosure the underlying number of STI diagnoses used to calculate the rates in this
figure has been rounded up to the nearest 5. Numbers may be underestimated in some deprivation
categories due to reporting of outdated geographical information by some SHSs.
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Clinic service use
Information on the clinics attended by residents of Shropshire is shown in Table 6. The
table shows the list of SHSs with more than 10 attendances by residents of Shropshire.
Table 6. Percent of all attendances by Shropshire residents at SHSs: 2016 (only
SHSs with more than 10 attendances included)
Clinic name
Severnfields Health Village
Royal Shrewsbury Hospital
SH24
Bishton Court
Sexual Health HUB (Telford)
Claremont Bank Surgery
Caxton Surgery
Market Drayton Health Centre
Gaol Street Sexual Health Services
Bridgenorth Hospital
Cobridge Community Health Centre
Russells Hall Hospital
University Hospital Birmingham
The John Anthony Centre
Fountains Health
New Cross Hospital
The Manor Hospital
Royal Liverpool University Hospital
Dean Street Clinic (GUM)
Wellington Medical Practice
Royal Berkshire Hospital
Mortimer Market Centre
Whitchurch Community Hospital(SRH)
Newport Cottage Care centre
Helena Lane Community Centre
Salford Royal Hospital
Manchester Royal Infirmary
Abacus

% of all
attendances
40.3
18.4
12.2
8.2
3.1
2.9
2.7
1.8
1.7
1.6
0.8
0.5
0.5
0.4
0.4
0.3
0.3
0.2
0.2
0.2
0.2
0.2
0.2
0.1
0.1
0.1
0.1
0.1

Robust epidemiological information to inform local commissioning is reliant on good
quality data from SHSs. Appendix 6 has information on data quality from clinics attended
by Shropshire residents i.e. sexual orientation, ethnicity, country of birth, gender, age and
LSOA. If this information is poorly collected, this may result in artificially low STI
rates/proportions in certain groups e.g. in MSM or ethnic groups.
In addition to the 9,005 attendances at SHSs by Shropshire residents, there were 1,987
attendances at non-SHSs, 41.8% within the LA and 58.2% outside the LA.
In 2016 the rate of STI testing (excluding chlamydia in under 25 year olds) in sexual
health services in Shropshire was 8,761 per 100,000 aged 15 to 64 years, a 4.9%
increase compared to 2015. This compares to a rate of 16,722 per 100,000 in England in
2016.
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HIV
Free and effective antiretroviral therapy (ART) in the UK has transformed HIV from a fatal
infection into a chronic but manageable condition. People living with HIV in the UK can
now expect to live into old age if diagnosed promptly.
A decline in new HIV diagnoses among MSM has been observed for the first time in the
UK since the epidemic was detected over 30 years ago. 14 This decline was focused in
five London clinics, which delivered high levels of HIV testing, including frequent testing
of men at high risk of HIV, together with accelerated initiation of ART at HIV diagnosis.
There has been a continued decline in new HIV diagnoses among black African
heterosexual men and women. This decline is due to changing patterns of migration, with
fewer people from high HIV prevalence countries coming to the UK. However, among
white heterosexual women and men new HIV diagnoses have remained relatively stable
over the past decade.
The estimated number of people with undiagnosed HIV infection has reduced in 2016,
with most of the decline apparent in gay and bisexual men in London, and black African
heterosexual women.
Despite these promising data, significant challenges remain. Guidelines indicate MSM
should test for HIV every 3 months if having sex without condoms with new or casual
partners. However, 77% of gay and bisexual men diagnosed with HIV at a SHS had not
had a test in the previous year.15
The number of late HIV diagnoses remains high, particularly among heterosexuals. In
2016, only 69% of black African men and women attending SHSs were tested for HIV,
and increasing numbers of black African men and women are declining HIV tests when
offered. For heterosexuals, further expansion of HIV testing in line with NICE guidelines
will help reduce the number of AIDS diagnoses and HIV-related deaths.16
The HIV pre-exposure prophylaxis (PrEP) Impact Trial is a new component of PHE's HIV
Prevention Programme. Beginning in October 2017, the 3-year trial of 10,000 participants
will address outstanding questions on PrEP.17
With progressive strengthening of combination prevention (including condom use,
expanded HIV testing, prompt ART and availability of PrEP), HIV transmission, AIDS and
HIV-related deaths could be eliminated in the UK. The recent encouraging changes are
dependent upon sustained prevention efforts. The inconsistencies between groups and
geographies demonstrate that combination prevention needs to be replicated for all those
at risk of acquiring of HIV, whoever they are and wherever they live.

People living with diagnosed HIV
In 2016, the diagnosed HIV prevalence rate in Shropshire was 0.8 per 1,000 population
aged 15-59 years, compared to 2.3 per 1,000 in England. 0% of the middle super output
areas (MSOAs) in this local authority had a prevalence rate higher than 2 per 1,000
population, all ages (Figure 9).

14 https://www.gov.uk/government/publications/hiv-in-the-united-kingdom
15 https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/659078/HIV_testing_in_England_report_2017.pdf
16 https://www.nice.org.uk/guidance/ng60
17 https://www.prepimpacttrial.org.uk/
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Figure 9. Prevalence of diagnosed HIV per 1,000 in Shropshire, all ages by MSOA:
2016

Source: HIV and AIDS Reporting System (HARS)
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In 2016, 172 residents in Shropshire received HIV-related care: 150 (number rounded up
to nearest 5) males and 30 (number rounded up to nearest 5) females. This represents a
39.8% change from 2012 to 2016. Among these, 90.1% were white, 5.8% black African
and 0.0% black Caribbean. With regards to exposure, 61.0% probably acquired their
infection through sex between men and 34.9% through sex between men and women
(Table 7).
Table 7. Number* of people living with diagnosed HIV by ethnicity and exposure
group in Shropshire: 2012 and 2016
Ethnicity

Probable route of infection

Total

White
Black African
Other
Sex between men
Sex between men and women
Injecting drug use
Other/Not known
Actual total

2012
110
10
10
75
45
5
5
123

% 2012
89.4
8.1
8.1
61.0
36.6
4.1
4.1
100.0

2016
155
10
15
105
60
5
5
172

% 2016
90.1
5.8
8.7
61.0
34.9
2.9
2.9
100.0

Source: HIV and AIDS Reporting System (HARS)
* Please note to prevent deductive disclosure the number of people living with diagnosed HIV has been
rounded up. Numbers from 0-4 are rounded to 5 and thereafter rounded up to the nearest 5. Therefore, the
totals, as they have not been rounded, may not equal the sum of their parts.
Please note the rounding of the underlying numbers will distort the percentages especially for those local
authorities with small numbers of cases. As a result this table will only be meaningful for local authorities
with large numbers of cases.

Proportion of people living with diagnosed HIV infection receiving treatment
Current treatment guidelines indicate treatment for all those with a CD4 count =<350
cells/mm³ and that those with CD4 counts >350 who wish to take treatment to prevent
onward transmission (Treatment as Prevention) may do so after discussion with their
health practitioner. A new policy of immediate ART at HIV diagnosis is currently being
considered by NHS England which would complement the current Treatment as
Prevention policy.
In the West Midlands in 2016, 95.7% of residents with diagnosed HIV were receiving
ART. Of these, 97.2% were virally suppressed (VL<200) and were very unlikely to pass
on HIV, even if having sex without condoms (untransmissible virus). This compares to
96% in England receiving ART, of whom 97% were virally suppressed. For West
Midlands residents diagnosed with HIV in 2016, the median time from diagnosis to
treatment initiation was 18 days. This compares to 21 days in England.
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New HIV diagnoses
In 2016 in England, residence information was available for 91% of those diagnosed with
HIV infection. Where residence was not reported, the LA of diagnosis was used.
In 2016, 11 residents of Shropshire aged 15 years and above were newly diagnosed. The
rate of new HIV diagnosis per 100,000 population among people aged 15 years or above
in Shropshire was 4.2, compared to 10.3 in England.
Unfortunately, due to small numbers in many local authorities, it is not possible to present
a break-down of new HIV diagnoses by route of transmission in this report. In England in
2016, 48% of new HIV diagnoses were in gay and bisexual men, 15% in male
heterosexuals, 19% in female heterosexuals; 53% of new HIV diagnoses were in white
and 20% in black African populations.
Figure 10. Rate of new HIV diagnoses per 100,000 population among people aged
15 years or above by year in Shropshire compared to rates in West Midlands PHE
Centre (PHEC) and England: 2012-2016.

Source: HIV and AIDS Reporting System (HARS)
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HIV late diagnosis
Late diagnosis is the most important predictor of HIV-related morbidity and short-term
mortality. It is a critical component of the Public Health Outcomes Framework and
monitoring is essential to evaluate the success of local HIV testing efforts.
In Shropshire, between 2014 and 2016, 54.2% (95% CI 28.8-92.6) of HIV diagnoses
were made at a late stage of infection (CD4 count =<350 cells/mm³ within 3 months of
diagnosis) compared to 40.1% (95% CI 39-41) in England. Also, within Shropshire 33.3%
(95% CI 10.8-77.8) of men who have sex with men (MSM) and 85.7% (95% CI
31.5-186.6) of heterosexuals were diagnosed late.

Offer and uptake of HIV testing at eligible* attendances¥ in specialist SHSs
In 2016, an HIV test was offered at 84.6% of eligible attendances at specialist SHSs
among residents of Shropshire and, where offered, an HIV test was done in 61.8% of
these attendances.
Nationally, an HIV test was offered at 81.5% of eligible attendances at specialist SHS
and, where offered, an HIV test was done in 76.5% of these attendances. An HIV test
was offered to MSM at 87.4% of specialist SHS attendances, 94.2% of whom took up the
offer.

Coverage of HIV testing among eligible* patients at specialist SHSs
In 2016, among specialist SHS patients from Shropshire who were eligible to be tested
for HIV, 55.7% were tested.
Nationally, 67.7% of specialist SHS patients who were eligible to be tested for HIV were
tested.
* When calculating these rates, eligibility for HIV testing is determined by reviewing previous HIV diagnosis
and testing history for each patient. Those who are known to be HIV positive, based on their GUMCAD
history, are not considered eligible for testing. Those who have been tested already are not considered
eligible to be tested again until six weeks have passed (i.e. eligibility for testing occurs only once every six
weeks).
¥ Eligible patients may have multiple eligible specialist SHS attendances in a year. For further information
please access the Sexual and Reproductive Health Profiles.

http://fingertips.phe.org.uk/profile/sexualhealth/
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Other STIs
Other infections can be spread through sexual intercourse in addition to with other routes,
e.g. hepatitis B, hepatitis C and some infections are spread faecal-orally during sexual
activity - termed sexually transmissible enteric infections (STEI) e.g. hepatitis A and
Shigella.
In 2016 an outbreak of hepatitis A was identified among MSM in England and across
Europe, which continued in 2017. This was linked to three particular strains of hepatitis A
and between July 2016 and 02 April 2017 266 cases associated with the outbreak had
been identified in England, 74% of these among MSM. 18 This resulted in work to raise
awareness of how to prevent infection through hygiene measures (e.g. washing hands
after sex)19 and recommendations around hepatitis A vaccination of MSM attending
SHSs. This outbreak highlights how quickly and widely an infection can become
established in at risk groups if prevention measures such as vaccination are not
undertaken.
After previous rises in the number of Shigella cases in MSM in England (as indicated by a
high excess of male compared to female non-travel cases), this number fell in 2016.
Shigella among MSM is an example of a STEI associated with higher risk behaviours,
such as 'chemsex' and multiple partners. Most MSM cases present to primary care rather
than SHSs. PHE and other agencies undertook activity to raise awareness among MSM
of Shigella and how to avoid it20 between Spring and Summer 2016 in London, Brighton
and Manchester. Only a minority of MSM are thought to be aware of Shigella and how to
avoid it.
In England, hepatitis B is most often acquired sexually. Where information on risk
exposures was recorded among the 453 acute hepatitis B cases in England in 2016, the
most commonly reported risk was heterosexual exposure (65%, 106/164) both in the UK
and abroad, followed by sex between men (14%, 23/164). Vaccination can prevent
infection and is recommended for MSM, for individuals with multiple sexual partners and
for individuals who place themselves at risk when abroad through sexual activity.
Following recent clusters of acute hepatitis B in men who did not disclose MSM activity
initially, an enhanced surveillance questionnaire for acute hepatitis B cases was
developed in 2016 to improve completeness of risk factor information on cases with
undisclosed risk factors to support targeted control and prevention measures.
Most people in England acquire hepatitis C through injecting drug use. However, MSM
are a risk group for hepatitis C transmission. The majority of those infected have been
HIV-positive with high risk sexual behaviour and so guidance for hepatitis C screening
has been targeted towards this group.

18 http://www.gov.uk/government/uploads/system/uploads/attachment_data/file/613909/hpr1717_hepA.pdf
19 http://www.gov.uk/government/publications/hepatitis-a-preventing-infection-in-men-who-have-sex-with-men
20 http://www.gov.uk/government/publications/shigella-leaflet-and-poster
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Reproductive Health
Unplanned pregnancy
Unplanned pregnancies can end in abortion or maternity. Many unplanned pregnancies
that continue will become wanted. However, unplanned pregnancy can cause financial,
housing and relationship pressures and have impacts on existing children. Restricting
access to contraceptive provision by age can therefore be counterproductive and
ultimately increase costs.
The Third National Survey of Sexual Attitudes and Lifestyles (NATSAL-3), which was
carried out in Britain in 2010-12, found that 16.2% of all pregnancies in the year before
the study interview were unplanned. This survey found that:
• Pregnancies among 16-19 year olds accounted for 7.5% of the total number of
pregnancies, but 21.2% of the total number that were unplanned.
• The highest numbers of unplanned pregnancies occur in the 20-34 year age group.
• 42% of the unplanned pregnancies ended in an abortion, 32% ended in a miscarriage
and 25% went on to a full term pregnancy.
The survey included a pregnancy analysis of 5,686 women aged 16-44 years. The survey
used a psychometrically-validated London Measure of Unplanned Pregnancy (LMUP),
which assigned a score to each multiple choice answer, to questions on contraceptive
use and intention of getting pregnant. The total score of 0-3 is categorised as unplanned,
4-9 as ambivalent and 10-12 as planned. The survey estimated that 54.8% (95% CI
50.3-59.2) of pregnancies were planned. The remaining 45.2% of pregnancies were
described as 29.0% (95% CI 25.2-33.2) ambivalent and 16.2% (95% CI 13.1-19.9)
unplanned.
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Abortion*
Abortion data is not available at lower tier local authority level so only upper tier
information is presented in this section.
The total abortion rate, under 25 years repeat abortion rate, under 25 years abortions
after a birth, and over 25 years abortion rates are indicators of lack of access to good
quality contraception services and advice, as well as problems with individual use of
contraceptive method.
In 2016, in Shropshire upper tier local authority (UTLA):
• The total number of abortions in 2016 was 596. The percentage change from 2015 was
-4.3%.
• The total abortion rate per 1,000 female population aged 15-44 years was 12.1, while in
England the rate was 16.7 per 1,000. The rank (out of 147* UTLA) within England for the
total abortion rate was 139 (1st has the highest rate).
• Among women under 25 years who had an abortion in that year, the percentage of
those who had had a previous abortion was 20.3%, while in England the percentage was
26.7%. The rank within England for this indicator was 134 (out of 145* UTLA) (1st has the
highest percentage).
• Among women under 25 years who had an abortion in that year, the percentage of
those who had had a previous birth was 26.1%, while in England the percentage was
27.4%. The rank within England for this indicator was 84 (out of 146* UTLA) (1st has the
highest percentage).
• The abortion rate for women aged over 25 years per 1,000 female population aged
25-44 years was 9.6 while in England the rate was 14.5. The rank within England for this
indicator was 142 (out of 147* UTLA) (1st has the highest rate).
There is also an abortion indicator relating to under 10 weeks gestation. The earlier
abortions are performed the lower the risk of complications. Prompt access to abortion,
enabling provision earlier in pregnancy, is also cost-effective and an indicator of service
quality.
• Among NHS funded abortions, the percentage of those under 10 weeks gestation was
77.7%, while in England the percentage was 80.8%. The rank within England for this
indicator was 121 (out of 147* UTLA) (1st has the highest percentage).
The choice of early medical abortion as a method of abortion is likely to have contributed
to the increase in the overall England percentage of abortions performed at under 10
weeks gestation. Early medical abortion is less invasive than a surgical procedure and
carries less risk as it does not involve instrumentation or the use of anaesthetics. Medical
abortions are also cheaper than surgical interventions.
However, women may prefer a surgical abortion under local or general
anaesthesia/conscious sedation for a variety of reasons such as: wishing to avoid the
experience of going through an induced pregnancy loss; intrauterine contraception can
be fitted per procedure; only one visit would be required to the provider site for the
procedure (medical abortions typically require two trips) which may be more feasible in
terms of travel, work commitments, home caring responsibilities or financial implications.
There is also a new manual vacuum aspiration (MVA) technique which is a quicker and
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cheaper surgical procedure that does not require an anaesthetic.
The following indicator relating to the use of medical procedures will help to improve
transparency at a local level on the extent of medical and surgical services available to
women, and will thus be an indicator of patient choice. A very low or a very high
percentage of medical abortions compared to other areas could be an issue for concern.
• Among NHS funded abortions, the percentage of those under 10 weeks gestation that
were performed using a medical procedure was 76.3%, while in England the percentage
was 71.3%. The rank within England for this indicator was 50 (out of 146* UTLA) (1st has
the highest percentage).
*Due to small cell sizes we do not present data for some of the 152 UTLAs. The majority
actually have a substantial number of abortions but are suppressed due to small count
differences from published data available at CCG level here:
https://www.gov.uk/government/statistics/report-on-abortion-statistics-in-england-and-wal
es-for-2016
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Teenage conception21
Teenage pregnancy is a cause and consequence of education and health inequalities for
young parents and their children. Teenagers have the highest rate of unplanned
pregnancy and around half of under-18s conceptions end in abortion.
Babies born to mothers aged under 20 have a 13% higher risk of stillbirth and a 75%
higher risk of infant mortality. Children born to teenage mothers have a 63% higher risk of
living in poverty. Mothers aged under 20 have a 30% higher risk of poor mental health
two years after giving birth. This affects their own wellbeing, and their ability to form a
secure attachment with their baby, recognised as a key foundation stone for positive child
outcomes. Around one-fifth of the estimated number of young women aged 16-18 who
are not in education, employment or training, are teenage mothers; and by the age of 30,
teenage mothers are 22% more likely to be living in poverty than mothers giving birth
aged 24 or over. Young fathers are twice as likely to be unemployed aged 30, even after
taking account of deprivation. Recent analysis of the Next Steps data shows that some of
these poor outcomes are also experienced by young parents up to the age of 25.
England has achieved a 55% reduction in the under-18s conception rate between 1998
and 2015. The rate is currently at the lowest level since 1969, with the greatest
reductions in the most deprived areas, and a doubling in the proportion of young mothers
in education, training or employment. However the rate of 20.8 per 1,000 15-17 year old
females remains higher than comparable western European countries and inequalities
persist between and within local areas. Almost a third of local authorities have an
under-18s conception rate significantly higher than the England average and 80% have
at least one high rate ward. Further progress in both reducing the under-18s conception
rate and improving the outcomes for young parents is central to improving young
people’s sexual health and narrowing the health and educational inequalities experienced
by young parents and their children. Maintaining the downward trend is a priority in the
Department of Health Framework for Sexual Health Improvement in England and key to
PHE priorities, including reducing health inequalities, ensuring every child gets the best
start in life and improving sexual and reproductive health.
International evidence identifies the provision of high quality, comprehensive
relationships and sex education (RSE) linked to improved use of contraception as the
areas where the strongest empirical evidence exists on impact on teenage pregnancy
rates. RSE also has wider safeguarding and health benefits but to have impact, provision
needs to reflect the internationally recognised effectiveness factors. Contraceptive
services need to be accessible and youth friendly to encourage early uptake of advice,
with consultations that recognise and address any knowledge gaps about fertility and
concerns about side effects, and support young people to choose and use their preferred
method. An open and honest culture around sex and relationships is also associated with
lower teenage pregnancy rates. Countries with more open approaches to young people’s
sexual health, as assessed by better RSE, more parental communication and more
accessible contraceptive services, have lower conception rates.
Measures to reduce teenage pregnancy need to be both universal and targeted. Although
two-thirds of young people do not have sex before 16 years, by the age of 20, 85% will
have experienced vaginal intercourse so all young people need good RSE and access to
services to prevent early pregnancy and look after their sexual health. Universal
prevention programmes are also essential to reduce rates by a substantial margin. Some
young people, however, will be at greater risk of early pregnancy and require more
intensive RSE and contraceptive support, combined with programmes to build resilience
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and aspiration – providing the means and the motivation to prevent early pregnancy.
Reaching young people most in need involves looking at area and individual level
associated risk factors.
In 2015, in Shropshire:
• The under-18s conception rate per 1,000 females aged 15-17 years was 17.0, while in
England the rate was 20.8 per 1,000. The rank (out of 324*) within England for the
under-18s conception rate was 195 (1st has the highest rate). Between 1998 and 2015,
Shropshire achieved a 50.0% reduction in the under-18s conception rate, compared to a
55.4% reduction in England.
• Among the under-18s conceptions, the percentage of those leading to abortion was
63.4%, while in England the percentage was 51.2%. The rank (out of 324*) within
England for the under-18s conceptions leading to abortion was 68 (1st has the highest
percentage).
*Due to small cell size we do not present data for some of the 326 LAs.
Figure 11. Under-18s conception rates per 1,000 females aged 15-17 years, in
Shropshire, West Midlands PHE Centre and England: 1998 to 2015

There is also a development underway to present teenage conception data at small area
(ward, MSOA) level. Further details will be made available via the following link:
https://www.gov.uk/guidance/child-and-maternal-health-data-and-intelligence-a-guide-forhealth-professionals

21 References and further analysis can be found in PHE’s Teenage Pregnancy and Young Parents reports available for upper tier local authorities (and to be updated shortly)
here: https://fingertips.phe.org.uk/profile-group/child-health/profile/child-health-young-people
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Contraception
The government and the Faculty of Sexual and Reproductive Healthcare (FSRH) both
highlight the importance of knowledge, access and choice for all women and men to all
methods of contraception to help reduce unwanted pregnancies. Good contraception
services have been shown to lower rates of teenage conceptions, which is one of the
indicators in the Public Health Outcomes Framework.
Contraception is widely available in the UK from a number of sources, and is provided
free by the NHS for women and men of all ages. Contraception is available free of charge
from: general practices, level 2 sexual and reproductive health (SRH) services, young
person’s clinics, NHS ‘walk-in centres (emergency contraception only), some specialist
sexual health services (SHSs) (emergency contraception and male condoms) and some
pharmacists under a Patient Group Direction (usually only emergency contraception,
condoms and chlamydia testing). If commissioned, contraception is also provided by
abortion providers, a significant proportion of which is thought to be the most effective
long acting reversible contraception (LARC) methods (implants, intra-uterine systems
(IUS) and intrauterine devices (IUD) but not injections).
Condoms are not prescribable on the NHS, and are therefore not available from
prescription data from GPs. Condoms can be purchased from pharmacies, supermarkets,
and other retailers and are free at sexual health services as well as for young people
through condom distribution schemes. Emergency hormonal contraception
(levonorgestrel and ulipristal acetate) can also be bought over the counter at some
pharmacies and private clinics.
Currently, data on contraception provision are only centrally collected from specialist
SHSs, level 2 SRH services and some young person’s clinics through the Sexual and
Reproductive Health Activity Dataset (SRHAD) and from NHS prescription forms within
primary care. Data sources used in this report are SRHAD and Prescribing Analysis Cost
Tabulation (PACT). PACT data is available by number of prescriptions and is therefore a
more useful indicator of use for LARC than short acting methods that require repeated
prescription. However, there is no way of measuring method continuation so the LARC
data reflects method initiation only. The way in which this report presents total amount of
contraception used in England should therefore be interpreted with care.
For the following analyses, it is important to refer to Appendix 7 and 8 to
appreciate the differences between SRHAD and GP prescribing data, and for
background information on SRHAD data including any locally relevant data quality
issues. In particular, it should be noted that a number of providers in England
either completely or partially did not identify local authority of residence in their
SRHAD submission, so the relevant activity will be excluded from local authority
and PHE Centre level analysis.
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Attendance and service provision at sexual and reproductive health (SRH)
clinics
Of those who attend a SRH service, not all residents will attend a service in the LA in
which they are resident.
There were 1,522 attendances by Shropshire residents at SRH services in 2016. A
proportion of these represent repeat attendances by an individual. Table 8 provides
information on the SRH Services with more than ten attendances by residents of
Shropshire.
Table 8. Percent of all attendances* by Shropshire residents at SRH Services with
more than 10 attendances: 2016
Clinic name
Royal Shrewsbury Hospital
Kidderminster Health Centre
Aqueduct
Claremont Bank Surgery
Moor Street Clinic
Oswestry Health Centre
Snow Hill Centre
Hereford Health Partnerships - Commercial Road Clinic
Market Drayton Primary Care Centre
Shropshire Community Health NHS Trust Hq
Manor Hospital
Codsall Clinic
Cobridge Community Health Centre
Bridgnorth Hospital
Stafford Central Clinic
Telford College Of Arts And Technology
Ludlow Hospital

Number of all
attendances
722
180
132
74
42
36
25
20
19
17
16
16
13
13
11
11
10

% of all attendances
47.4
11.8
8.7
4.9
2.8
2.4
1.6
1.3
1.2
1.1
1.1
1.1
0.9
0.9
0.7
0.7
0.7

Source: SRHAD. Data from Sexual and Reproductive Health Services.
*Attendances by residents at SRH services may be more than once within the calendar year.

In 2016, of 1,220,224 residents in England who attended SRH Services, 109,477 were
from West Midlands PHE Centre, of which 1,240 residents (rounded to the nearest 5)
were from Shropshire. While SRH services attendees are predominantly women, men
comprised 19.0% (underlying count rounded to nearest 5), 9.5% and 10.6% of attendees
from Shropshire, West Midlands PHE Centre and England respectively. The age
breakdown of the individuals is presented in Figure 12.
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Figure 12. Proportion* of SRH services attendees by age group, in residents of
Shropshire, West Midlands PHE Centre and England: 2016. Warning - proportions
may be distorted as numbers used to calculate the proportions are rounded – see
footnotes.

Source: SRHAD. Data from Sexual and Reproductive Health Services.
This represents a breakdown of the number of individuals who have attended SRH services in the year,
whether once or more than once.
* Please note, to prevent deductive disclosure the underlying number of attendees by age group have been
rounded to the nearest 5. Percentages may be distorted by rounding especially where small numbers are
involved.
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Table 9 describes the range of SRH services provided to residents of Shropshire, West
Midlands PHE Centre and England.
Table 9. Number and proportion* of contraceptive and other SRH services provided
among residents of Shropshire, West Midlands PHE Centre and England by service
provided: 2016
SRH service provided
Regular contraceptive care
Emergency contraceptive care
Pre-contraception consultation
Implant removal±
IUS Removal±
IUD Removal±
Sexual health advice
Pregnancy related care
Abortion related care
Cervical screening
Psychosexual related care
Sterilisation/vasectomy related care
IUS insertion (non-contraception)
IUS check (non-contraception)
Menopause management & treatment
Colposcopy related care
Ultra sound scan
Sub fertility treatment and care
Other Gynecology treatment and care
Alcohol brief intervention
Safe guarding children referral
CAF# Referral
Other Referrals
TOTAL

LA (n)±
1,225
35
65
100
40
5
1,165
150
15
20
85
0
0
0
0
0
5
0
0
0
0
0
10
2,920

LA (%)
42.0
1.2
2.2
3.4
1.4
0.2
39.9
5.1
0.5
0.7
2.9
0.0
0.0
0.0
0.0
0.0
0.2
0.0
0.0
0.0
0.0
0.0
0.3

PHE
Centre (%)
45.1
3.3
4.6
3.4
1.1
0.8
28.1
6.8
1.0
1.2
0.7
0.3
0.0
0.0
0.0
0.0
0.6
0.0
0.3
0.6
0.0
0.0
2.0

England
(%)
43.7
2.9
5.6
3.4
1.1
0.8
30.2
6.7
1.0
1.4
0.7
0.1
0.0
0.1
0.1
0.0
0.6
0.0
0.5
0.3
0.0
0.0
0.8

Source: SRHAD. Data from Sexual and Reproductive Health Services.
Multiple services can be provided on the same attendance.
'Regular contraceptive care' includes all contraceptive consultations including new, change and
maintenance of method and insertion and removal of devices for contraceptive purposes.
* Please note to prevent deductive disclosure the number of SRH services provided in the LA have been
rounded to the nearest 5. Therefore the totals may not equal the sum of their parts. Percentages will be
distorted by rounding especially where small numbers are involved.
± Clinics can remove implants, intrauterine systems (IUS) and intrauterine devices (IUD) that they have not
provided themselves, therefore it is possible that a clinic may remove more devices than they provide.
# CAF: Common assessment framework.
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The reason for attendances at SRH services is presented in Figure 13.
Figure 13. Proportion of attendances at SRH services by 'contraception method
status' among residents of Shropshire, West Midlands PHE Centre and England:
2016

Source: SRHAD. Data from Sexual and Reproductive Health services.
* 'No contraceptive method' includes: emergency contraceptive only; other SRH service only; emergency
contraception and other SRH services and where no contraceptive method was recorded.

Contraceptive care
In 2016, of 1,358,928 attendances at SRH services by residents in England where
regular contraception was prescribed, 1,225 (rounded to the nearest 5) were by residents
from Shropshire.
Each contraceptive related attendance at SRH services by residents in Shropshire is
tabulated in Table 10 below.
Injectable contraception is excluded from the LARC category due to reliance on users'
compliance to turn up promptly for subsequent dose every 12 weeks. In addition,
emergency contraception is excluded from the LARC and user dependent methods
(UDM) totals.
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Table 10. Number* of contraceptive related attendances at SRH Services by type of
method and age group (years), among residents of Shropshire: 2016
Choice
LARC
(excluding
injections)

Method
IU Device
IU System

<16
0
0

16-17
0
0

18-19
0
5

20-24
10
15

25-34
20
20

35-44
20
45

45+
5
35

Total**
60
120

Implant
TOTAL LARC (excluding
injections)

10
10

20
20

35
40

65
95

30
75

15
75

5
45

180
360

Injectable

Injectable Contraceptive

0

0

5

30

15

15

0

70

UDM

Oral Contraceptive#
Male Condom
Female Condom
Contraceptive Patch
Natural Family Planning
TOTAL UDM±

10
25
0
0
0
40

50
70
0
0
0
120

60
65
0
0
0
125

150
150
0
5
0
310

105
145
0
0
5
260

25
45
0
0
5
75

15
40
0
0
5
60

410
545
5
5
20
995

Source: SRHAD. Data from Sexual and Reproductive Health Services.
Both main and supporting contraceptive methods used by a patient at an attendance will be recorded
regardless of prescriptions issued for either, both or none of the methods at that attendance. The number of
attendances for prescriptions will also be dependent on prescribing habits of services (e.g. some services
provide yearly supplies of contraceptive pills, others 6 monthly), care should therefore be taken when
interpreting this information. However, the approach taken here matches that taken for Table 10 in the 2014
LASER report and Table 3 in the 2015 LASER contraception supplement so they are comparable.
IUD intrauterine device; IUS intrauterine system; UDM user dependent methods
* Please note, to prevent deductive disclosure the underlying number of contraceptive methods prescribed
has been rounded to the nearest 5. Therefore the totals may not equal the sum of their parts.
** Includes those with unknown age.
# Includes combined pill and progesterone only pill.
± Includes vaginal ring, cap/diaphragm and spermicides.

The main contraceptive method chosen by female Shropshire residents attending SRH
services is tabulated by age group in Table 11 below. This shows the proportion choosing
each method within each age group. This reflects the record of the last attendance in the
year where a main contraception method is recorded and regardless of whether starting,
maintaining or changing method.
Figure 14 then compares the local age group proportions with England for total LARCs
(excluding injections), injectables and UDM. The main methods of contraception chosen
by residents in Shropshire were 33.9% LARC (excluding injections), 5.6% injectable
contraception and 60.6% UDM, compared to 28.1% LARC (excluding injections), 9.8%
injectable contraception and 62.1% UDM for residents in England.
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Table 11. Proportion* of SRH Service female attendees by chosen main method of
contraception and by age group (years), among residents of Shropshire: 2016.
Warning - proportions may be distorted as numbers used to calculate the proportions are
rounded – see footnotes.
Choice
LARCs
(excluding
injections)

Method
IUD
IUS

<16
0.0
0.0

16-17
0.0
0.0

18-19
0.0
4.5

20-24
3.7
5.6

25-34
7.0
9.3

35-44
9.1
36.4

45+
7.7
46.2

Total**
5.0
11.7

Implant
TOTAL LARCs (excluding
injections)

16.7
16.7

18.8
18.8

27.3
31.8

22.2
31.5

14.0
30.2

9.1
54.5

7.7
61.5

17.2
33.9

Injectable

Injectable Contraceptive

0.0

0.0

4.5

7.4

4.7

9.1

0.0

5.6

UDM

Oral Contraceptive#
Male Condom
Female Condom
Contraceptive Patch
Natural Family Planning
Other±
TOTAL UDM±

33.3
50.0
0.0
0.0
0.0
0.0
83.3

50.0
31.3
0.0
0.0
0.0
0.0
81.3

45.5
18.2
0.0
0.0
0.0
0.0
63.6

46.3
14.8
0.0
0.0
0.0
0.0
61.1

44.2
18.6
0.0
0.0
2.3
0.0
65.1

13.6
18.2
0.0
0.0
4.5
0.0
36.4

15.4
15.4
0.0
0.0
7.7
0.0
38.5

38.3
18.9
0.0
0.6
2.2
0.6
60.6

Source: SRHAD. Data from Sexual and Reproductive Health Services.
This is the percentage of female attendees choosing each main method within each age group. Each
column will add to 100%. This reflects the record of the last attendance in the year where a main method of
contraception is recorded. This table differs from table 4 in the 2015 LASER contraception supplement
which included all attendees, not just women. This current table is now aligned with the approach used in
the Sexual and Reproductive Health Profiles but the figures in the 'Total' column will differ slightly due to
the use of rounding here.
IUD intrauterine device; IUS intrauterine system; UDM user dependent methods
* Proportion of attendees where a main contraception method is recorded. The underlying number has
been rounded to the nearest 5 to prevent deductive disclosure. Percentages will be distorted by rounding
especially where small numbers are involved.
** Includes those with unknown age.
# Includes combined pill and progesterone only pill.
± Includes vaginal ring, cap/diaphragm and spermicides.
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Figure 14. Proportion* of LARC (excluding injections), injectable and UDM chosen
as main contraception method by age group among female residents of Shropshire
and England: 2016. Warning - proportions may be distorted as numbers used to
calculate the proportions are rounded – see footnotes.

Source: SRHAD. Data from Sexual and Reproductive Health Services.
* This is the percentage of attendees choosing each main method within each age group. For each age
group, the three columns representing the three types of method will add to 100%. This reflects the record
of the last attendance in the year where a main method of contraception is recorded. The local authority
values match those in Table 11. This figure differs from figure 3 in the 2015 LASER contraception
supplement which included all attendees, not just women. The underlying local authority number has been
rounded to the nearest 5 to prevent deductive disclosure. Percentages will be distorted by rounding
especially where small numbers are involved.

45

General practice prescribing data on contraception provision
Prescribing Analysis and Cost (PACT) data provide information on prescribable
contraception from general practice. NHS Prescription Services, which is part of the NHS
Business Services Authority (NHSBSA), uses NHS prescription forms to calculate how
much pharmacists, GPs who dispense and appliance contractors should be paid as
reimbursement and remuneration for medicines and medical devices dispensed to
patients within primary care settings in England. PACT data are available to authorised
users at Primary Care Organisations/Area Teams/Trusts and National users.
PACT data excludes: prescriptions that were not collected (i.e. not dispensed); data from
community sexual and reproductive health services, pharmacies and young people's
services; and contraception provided within General Practice where devices are bought
by a local authority or community SRH service.
The different methods of contraception prescribed within a primary care setting are
presented in Table 5. Care should be taken when interpreting this information as the total
number of prescriptions is not representative of the number of women who have received
each contraceptive method. This is a particular issue with methods that are likely to be
prescribed more than once a year - mainly user dependent methods.
PACT data used in Table 12 and Figure 15 in this report mainly refer to prescriptions
made in general practice, with less than 1% of prescriptions being made in other services
such as walk in centres, out of hours services, prison prescribing cost centres and others.
Table 12. Number* of types of contraception and percentage of total contraception
prescribed within a primary care setting: 2016. Warning - proportions may be
distorted as numbers used to calculate the proportions are rounded – see footnotes.
Choice

LA (n)

LA (%)

IUD
IUS

160
1,425

0.3
3.0

PHE
Centre (n)
3,635
10,620

Implant
TOTAL LARC (excluding
injections)

1,150
2,735

2.4
5.8

14,510
28,765

1.8
3.5

145,800
305,860

1.7
3.6

Injectable

Injectable Contraceptive**

5,075

10.7

104,260

12.9

930,700

11.0

UDM

Oral Contraceptives¥
Contraceptive Patch
Other±
TOTAL UDM
TOTAL CONTRACEPTION

39,225
340
35
39,595
47,410

82.7
0.7
0.1
83.5
100.0

666,265
10,290
1,210
677,770
810,795

82.2
1.3
0.1
83.6
100.0

7,087,175
79,520
23,335
7,190,025
8,426,590

84.1
0.9
0.3
85.3
100.0

LARC
(excluding
injections)

TOTAL

Method

PHE
England
Centre (%) (n)
0.4
36,800
1.3
123,255

England
(%)
0.4
1.5

Source: PACT. NHS Prescription Services' Prescribing Database.
IUD intrauterine device; IUS intrauterine system; UDM user dependent methods
* Numbers rounded to the nearest 5 to prevent deductive disclosure.
** Excludes norethisterone enantate under LARC numbers (as only meant for short term use) but included
under total contraception.
¥ Includes combined pill and progesterone only pill.
± Includes vaginal ring, cap/diaphragm and spermicides.
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Focus on long acting reversible contraceptives (LARCs)
LARC methods such as contraceptive injections, implants, IUS or IUD are more effective
as they do not depend on daily concordance. They are also considered to be more cost
effective than User Dependent Methods (UDM), and their increased uptake could further
help to reduce unintended pregnancy (NICE Clinical Guideline CG30
https://www.nice.org.uk/guidance/CG30/). All currently available LARC methods are more
cost effective than the combined oral contraceptive pill even at 1 year of use.
Contraceptive injections are excluded from the LARC (long-term) categorisation in this
report, due to reliance on users’ compliance to turn up promptly for subsequent dose
every 12 weeks. This is a short duration compared to doses lasting for 3 years, 5 years
and
10
years
for
implants,
IUS
and
IUD
respectively
(https://www.nice.org.uk/guidance/cg30/chapter/Appendix-A-Features-of-the-LARC-meth
ods-to-discuss-with-women/). Consequently, the failure rate of typical use of
contraceptive injections is 6%, which is more comparable to that of combined oral
contraceptive at 9%, as documented in method specific FSRH guidance documents on
(https://www.fsrh.org/standards-and-guidance/current-clinical-guidance/method-specific/).
Figure 15 illustrates the rate of LARCs prescribed in a primary care setting between 2011
and 2016. In 2016, Shropshire was ranked 30 out of 326 local authorities in England for
the rate of GP prescribed LARCs (1st has the highest rate), with a rate of 56.3 per 1,000
women aged 15 to 44 years, compared to 26.3 in West Midlands and 28.8 in England.
Figure 15. Rates per 1,000 women aged 15-44* years of LARCs (excluding
injections) prescribed in primary care for Shropshire local authority, West
Midlands PHE Centre and England: 2011 to 2016

Source: PACT. NHS Prescription Services' Prescribing Database.
*Age not provided for PACT data. Rates based on PACT data (all ages) and ONS population estimates
(women aged 15-44 years).
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To provide a combined version of prescribing in both primary care and SRH services, it is
necessary to ensure that the measure in SRH services is comparable. The measure of
prescribed LARC (excluding injections) in SRH services is constructed from the following
SRHAD fields: 'contraception main method' AND either i) 'contraception method status' =
New OR Change OR ii) 'contraception method status' = maintain AND the specified 'SRH
care activity' code indicating that the LARC type has been removed (i.e. that the LARC
device has been replaced with a new one of the same type). This matches the approach
taken for the indicator included in the online Sexual and Reproductive Health Profiles
tool.
In 2016, the rate of LARCs (excluding injections) prescribed in SRH services per 1,000
women aged 15 to 44 years was 4.0 for Shropshire, 14.0 for West Midlands PHE Centre
and 17.6 for England. The total rate of LARC (excluding injections) prescribed in primary
care and in SRH services was 60.3 for Shropshire, 40.4 for West Midlands and 46.4 per
1,000 women in England.
The data presented do not include LARCs that been prescribed in other services, such as
termination of pregnancy (TOP) services, which may be a significant amount.
The number of LARCs (excluding injections) reported is not indicative of concordance as
data on LARC removals without replacement are not reported here, and LARC removals
are not recorded in GP prescribing data. Discontinuation is an important driver of relative
cost effectiveness between LARC methods.
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Focus on emergency contraception
Emergency contraception is used to reduce the risk of pregnancy following unprotected
intercourse or contraceptive failure. There are two types of emergency contraception
available; hormonal (two types of contraceptive pills) and non-hormonal (IUD). The IUD is
the most effective method and therefore should be offered to all women attending for
emergency contraception where indicated. Only emergency contraceptive pills are
reported in GP prescribing data; the number prescribed by GPs in 2016 was 1045 in
Shropshire (rounded to the nearest 5). Emergency contraceptive pills bought over the
counter are not included in this data. Data from SRH services provide information on both
emergency contraceptive pills and emergency IUD.
In 2016, 35 (rounded to the nearest 5) women resident in Shropshire were prescribed
emergency contraception at SRH Services. Of those, 3.0% were prescribed it more than
once in 2016, compared to 8.9% in England. Figure 16 describes the type and amount of
emergency contraception prescribed by age group and Figure 17 describes the
frequency of emergency contraception prescribed to women residents by age group
(frequency can only be determined in the 2016 calendar year, so any emergency
contraception received in previous years would not be counted).
Figure 16. Number* of prescribed emergency contraception to female residents in
Shropshire by age group at SRH Services: 2016

Source: SRHAD. Data from Sexual and Reproductive Health Services.
* Please note to prevent deductive disclosure the number of emergency contraception prescribed has been
rounded to the nearest 5.
Age is based on the last attendance in the year. The analysis may exclude some records where it is not
possible to assign age.
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Figure 17. Number* of female residents in Shropshire prescribed emergency
contraception by age group and frequency** at SRH Services: 2016

Source: SRHAD. Data from Sexual and Reproductive Health Services.
*Please note to prevent deductive disclosure the number of emergency contraception prescribed has been
rounded to the nearest 5.
** Frequency is only accounted for in 2016 and so if an emergency contraception was received in
December 2015 for example this would not be counted. The most recent local authority of residence is
allocated to a patient who has moved residences within the year and has been prescribed emergency
contraception more than once. Frequency of emergency contraception prescribed to residents of
Shropshire will only capture residents who return to the same clinic as the anonymised dataset is unable to
monitor patients across different services.
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Appendix 1: Data sources
STIs
• GUMCAD STI Surveillance System, PHE
• Chlamydia test and diagnosis data from community services are sourced from NCSP
and 'Non-NCSP/Non-specialist SHS' services for 2008-2012 and include only those aged
15-24 years. From 2013, chlamydia test and diagnosis data are sourced from CTAD and
include all ages.
1. STI data presented are compiled from a combination of sources and reflect diagnoses
made in SHSs and include chlamydia diagnoses made in other community healthcare
and non-healthcare settings such as general practice
2. STI data presented are the number of diagnoses reported and not the number of
people diagnosed (except for data on coverage of offer and uptake of HIV tests)
3. Rates are calculated using ONS population estimates
4. This report uses STI data as of 6 April 2017

HIV
• The Survey of Prevalent HIV Infections Diagnosed (SOPHID), PHE
• HIV and AIDS new diagnoses and deaths, PHE
• CD4 Surveillance Scheme, PHE
• HIV and AIDS Reporting System (HARS), PHE
• GUMCAD STI Surveillance System, PHE

Reproductive Health
• Abortion Statistics, England and Wales, 2016: Department of Health
• Conception Statistics, England and Wales, 2015: ONS
• Sexual and Reproductive Health Activity Dataset (SRHAD), 2016: PHE copy of records
from NHS Digital. Please see Appendices 7 and 8 for further details.
• Prescribing Analysis Cost Tabulation (PACT), 2016: NHS Business Services Authority
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Appendix 2: Data quality for laboratories processing chlamydia tests
Table A1 shows the list of laboratories who processed 50 or more tests for residents of
Shropshire sorted by the number of tests reported to PHE (highest to lowest). The data
represent the overall data quality for each laboratory. If you are concerned about a
specific data quality issue in your area please discuss this with your regional sexual
health facilitator.
Table A1. Percent of chlamydia tests records reported to PHE with “known”
information on patient postcode of residence, gender, date of birth and testing
service type, England, 2016.
Laboratory

Tests

694A0 - Royal Shrewsbury Hospital
Laboratory
690J0 - Royal Sussex County Hospital
Lab
69460 - Hull & East Yorkshire
Pathology Services
69180 - Doncaster Royal Infirmary Lab
69740 - Birmingham Children'S
Hospital
690S0 - Manchester Royal Infirmary
Lab
69440 - Royal Devon & Exeter
Hospital (Wonford) Lab
696D0 - Sunderland Royal Hospital
Lab
8Hr56 - Preventx
697X0 - Source Bioscience
694F0 - New Cross Hospital Pathology
Lab
69240 - County Hospital Lab
69020 - Fazakerley Hospital Lab
697Q0 - Northwick Park & St Marks
Hospital (Harrow; Middlesex)
69650 - Worcester Royal Hospital
Laboratory
697E0 - Portsmouth Microbiology Lab
697G0 - Acculabs Diagnostics UK Ltd
69270 - Homerton Hospital
693Z0 - Rotherham General Hospital
Laboratory
69330 - Norfolk & Norwich Hospital
Lab
69390 - North Staffordshire Hospital
Lab
691R0 - Gloucestershire Royal
Hospital Lab
695Q0 - University Hospital
Birmingham Lab
697D0 - Oxford University Trust
Microbiology Lab
697F0 - Hpa Phl and Clinical
Microbiology- Addenbrooke'S Hospital
693U0 - Royal Preston Hospital
Laboratory

9,968

Non-sp
ecialist
SHS
tests
7,797

53,316

33,817

67

100

100

3

22,302

14,328

93

100

100

0

24,885
3,227

17,729
3,227

95
0

99
100

100
100

10
100

89,806

70,935

74

99

100

0

24,257

9,185

75

100

100

0

14,725

6,796

93

100

100

1

93,516
23,578
23,461

93,344
23,313
15,569

100
96
83

100
99
99

100
100
98

0
0
7

7,827
69,231
30,127

4,110
67,924
8,838

94
80
92

100
98
100

100
100
100

0
0
0

23,265

14,806

52

99

100

0

22,594
73,515
46,153
17,736

12,760
49,634
20,615
11,198

97
100
94
97

99
98
100
99

99
100
100
100

0
0
0
1

15,642

15,642

98

100

100

0

35,443

25,016

97

100

100

0

29,558

15,810

100

100

100

1

75,700

11,999

71

99

100

0

44,602

19,118

90

75

100

0

21,418

21,418

96

100

100

0

51,371

40,877

57

100

100

31
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Patient
Gender* Date of Unknown
postcode
birth*
testing service
of
type†
residence*
96
100
100
0

695H0 - The Royal London Hospital
694K0 - Sandwell General Hospital
Laboratory
69720 - The Doctors Laboratory (TDL)
69470 - Royal Liverpool University
Hospital Laboratory
69770 - PHE Lab Bristol
695S0 - Coventry and Warwickshire
Pathology Services
696K0 - Birmingham Womens Lab
69670 - York District Hospital
Laboratory
693E0 - Northern General Hospital
Lab
69Z03 - Barnet General Hospital
693R0 - Derriford Hospital Lab
693S0 - Poole General Hospital Lab
69190 - Dept Of Pathology (Russells
Hall Hospital)

81,118
10,414

33,990
6,443

93
97

100
100

100
100

2
0

157,547
40,577

84,589
22,804

82
89

98
98

100
100

0
0

92,282
38,620

64,004
12,621

93
98

100
100

100
100

0
0

1,769
36,500

1,769
17,727

64
98

100
100

100
100

0
0

48,723

29,425

97

100

100

0

21,218
25,499
25,301
11,011

13,419
10,490
13,754
4,344

99
94
94
95

100
100
100
100

100
100
100
99

0
0
0
1

*As a proportion of non-specialist SHS tests
†As a proportion of all tests
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Appendix 3 (Table A2): Number of cases of each new STI diagnosed in
residents in Shropshire (including SHHAPT codes): 2012 - 2016
Diagnoses
New sexually transmitted infections (New
STIs) †
Chancroid / LGV / Donovanosis
Chlamydia ‡
Gonorrhoea
Herpes: anogenital herpes (first episode)
HIV new diagnosis

Molluscum contagiosum
Mycoplasma genitalium §
Non-specific genital infection (NSGI)
Pelvic inflammatory disease (PID) &
epididymitis: non-specific ¥
Scabies / pediculosis pubis
Shigella §
Syphilis: primary, secondary & early latent
Trichomoniasis
Warts: Anogenital warts (first episode)

Codes*
All codes in this
table
C1, C2, C3
C4, C4A, C4B, C4C
B, B1, B2, B5
C10A
E1A, E2A, E3A1,
H1, H1A, H1B, H1X,
H1AX, H1BX
C12
C16
C4H, C4N
C5, C5A
C8, C9
SG1, SG2, SG3
A1, A2, A3
C6A
C11A

2012
1,210

2013
1,075

2014
1,210

2015
1,195

2016
1,110

0
520
35
95
5

0
525
25
100
10

5
620
45
85
10

5
645
60
120
5

5
620
65
110
10

40

35

40

120
35

100
50

75
40

30
0
55
25

30
0
35
15

10

10

5

5
10
350

5
5
240

10
5
300

10
0
15
5
245

5
0
10
5
225

* Please see Appendix 4 for information on codes
† Data from CTAD (for non-specialist chlamydia diagnoses only) and GUMCAD
‡ Chlamydia diagnoses data from GUMCAD and community settings
¥ Chlamydial and gonococcal PIDs are included in chlamydia and gonorrhoea totals
§ Codes for Mycoplasma genitalium and shigella were introduced in 2015
Data Source: Data from routine specialist and non-specialist sexual health services’ returns to the
GUMCAD STI Surveillance System and routine non-specialist sexual health services’ returns to the CTAD
Chlamydia Surveillance system (CTAD)
Please note that to prevent deductive disclosure the number of STI diagnoses in this table has been
rounded up to the nearest 5
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Appendix 4: New sexually transmitted infections (STIs)
Suffixes of relevant SHHAPT codes* have been removed during the data cleaning
procedure, but the base codes of suffixes have been included in the following list.
New STIs include:
A1
A2
A3
B
B1
B2
B5
C1
C2
C3
C4
C4A
C4B
C4C
C4H
C4N
C5
C5A
C6A
C8
C9
C10A
C11A
C12
C16
E1A
E2A
E3A1
H1
H1X
H1A
H1AX
H1B
H1BX
SG1
SG2
SG3

Primary syphilis
Secondary syphilis
Early latent syphilis
Gonorrhoea
Uncomplicated post-pubertal gonorrhoea
Uncomplicated pre-pubertal gonorrhoea
Complicated gonococcal infection – including PID and epididymitis
Chancroid
Lymphogranuloma venereum
Donovanosis
Chlamydial infection
Uncomplicated chlamydial infection of the lower genital tract
Complicated chlamydial infection – including PID and epididymitis
Uncomplicated chlamydial infection, other sites
Uncomplicated non-gonococcal/non-specific urethritis in males,
or treatment of mucopurulent cervicitis in females
Non-specific genital infection
Complicated infection (non-chlamydial/non-gonococcal) – including PID and
epididymitis
Pelvic inflammatory disease and epididymitis (excluding C4 or B)
Trichomoniasis
Scabies
Pediculosis pubis
Anogenital herpes simplex - first episode
Anogenital warts infection - first episode
Molluscum contagiosum
Mycoplasma genitalium
New HIV diagnosis - asymptomatic
New HIV diagnosis - symptomatic
New HIV diagnosis - late infection
New HIV diagnosis
New HIV diagnosis - diagnosed elsewhere
HIV new diagnosis - acute infection
HIV new diagnosis - acute infection - diagnosed previously elsewhere
New HIV diagnosis - late infection
New HIV diagnosis - late infection - diagnosed elsewhere
Shigella flexneri
Shigella sonnei
Shigella Other/unspecified

* SHHAPT codes: Sexual Health and HIV Activity Property Type (SHHAPT) codes, previously known as
KC60 codes. These codes are used by clinic staff for coding data of GUMCAD extracts.
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Appendix 5: Rates of new sexually transmitted infections (STIs) by LSOA
As it has not been possible to assign all 2016 new STI diagnoses to the latest (2011)
Lower Super Output Areas in all LAs in England, maps using both geographies are
shown here.
The LSOA geographies used since 2001 changed in 2011. Clinics do not report
residence postcodes to PHE, only residence LSOA codes. Up until December 2014,
clinics were reporting using 2001 LSOA codes only and we mapped to 2001. However, in
January 2015, clinics started the changeover to reporting using 2011 LSOA codes, so
clinics in England overall reported a mixture of 2001 and 2011 LSOA codes. While some
2001 LSOA geographies precisely map to 2011 LSOA geographies, many do not.
Therefore if we map 2016 data using 2011 LSOA geographies some new STI diagnoses
reported using 2001 codes will not be represented and the areas on the map that
correspond to these areas may have artificially low rates of new STI diagnoses. The
impact of this is variable across the country. In It is important to examine both maps
together to obtain a true reflection of the burden of STI in a particular area. Only if there
is very little activity on the 2001 geography map would the 2011 geography map provide
an resonable reflection of the geographical burden of STIs.
Shropshire LA, 1.6% of new STIs were reported with 2001 codes. This is shown in the
maps of 2016 new STI data of both the 2001 and 2011 maps so the effect of this can be
seen.
Distribution of rates of new STIs by LSOA, Shropshire (SHS diagnoses): 2016

Source: Data from sexual health services. Rates based on the 2011 ONS population estimates. STI rates
may be underestimated in some LSOAs due to the reporting of outdated geographical information by some
SHSs.
Excludes chlamydia diagnoses made outside SHSs.
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* Lower Super Output Areas (LSOA) are built from groups of contiguous Output Areas and have been
automatically generated to be as consistent in population size as possible, and typically contain from four to
six Output Areas. The minimum population is 1,000 and the mean is 1,500.
Data that were not able to be mapped to the new 2011 LSOA codes are presented in the 2001 LSOA map.
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Appendix 6: Local clinics and data quality (GUMCAD data)
Table A3 shows the list of clinics with more than 10 attendances by residents of
Shropshire sorted by the number of attendances to clinics (highest to lowest).
Table A3. Percent of attendances to SHSs with “known” information on sexual
orientation, ethnicity, country of birth, gender, age and patient LSOA by residents
from Shropshire: 2016
Clinic name
Severnfields Health Village
Royal Shrewsbury Hospital
SH24
Bishton Court
Sexual Health HUB (Telford)
Claremont Bank Surgery
Caxton Surgery
Market Drayton Health Centre
Gaol Street Sexual Health Services
Bridgenorth Hospital
Cobridge Community Health Centre
Russells Hall Hospital
University Hospital Birmingham
The John Anthony Centre
Fountains Health
New Cross Hospital
The Manor Hospital
Royal Liverpool University Hospital
Dean Street Clinic (GUM)
Wellington Medical Practice
Royal Berkshire Hospital
Mortimer Market Centre
Whitchurch Community Hospital(SRH)
Newport Cottage Care centre
Helena Lane Community Centre
Salford Royal Hospital
Manchester Royal Infirmary
Abacus

Sexual
orientation
100
99.8
97
99.9
100
100
99.6
100
75.2
100
100
97.6
100
100
100
80.6
100
100
94.7
100
100
27.8
100
100
100
100
81.8
81.8

Ethnicity
99.9
99.9
99.8
99.9
100
100
100
100
96.7
100
98.6
95.1
93.6
100
100
100
100
100
100
100
100
100
100
100
100
100
72.7
100

Country of Gender
birth
99.7
100
99.9
100
0
100
99.9
100
100
100
99.2
100
98.8
100
100
100
100
100
100
100
97.1
100
82.9
100
83
100
95
100
100
100
100
100
100
100
100
100
100
100
87.5
100
100
100
22.2
100
100
100
100
100
100
100
100
100
100
100
100
100

Age

LSOA

99.6
99.7
100
99.6
98.9
100
100
100
100
100
100
100
100
100
100
100
100
100
100
100
100
100
100
100
100
100
100
100

100
100
100
100
100
100
100
100
100
100
100
100
100
100
100
100
100
100
100
100
100
100
100
100
100
100
100
100

Table A4 and A5 present information of the quality of the data submitted from Level 2
sexual health services (non-specialist SHSs).
Please note some Local Authorities do not have any non-specialist SHSs registered with
PHE therefore, for these Local Authorities both Table A3 and Table A4 will be blank. If
there is a non-specialist SHS service in your local authority which does not appear in
these tables please notify the GUMCAD team at gumcad@phe.gov.uk.
Table A4. Percent of attendances to non-specialist SHSs with “known” information
on sexual orientation, ethnicity, country of birth, gender, age and patient LSOA by
residents: 2016
Clinic name
Claremont Bank Surgery
Helena Lane Community Centre
Whitchurch Community Hospital(SRH)
Caxton Surgery
Market Drayton Health Centre

Sexual
orientation
100
100
100
99.41
100
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Ethnicity
100
100
100
100
100

Country of Age
birth
99.31
100
100
100
100
100
99.12
100
100
100

Gender LSOA
100
100
100
100
100

100
100
100
100
100

Bridgenorth Hospital

100

100

100

100

100

100

*These services have submitted data for 2016, however data is still being processed

Table A5. List of commissioned Level 2 sexual health services (non-specialist
SHSs) that have not submitted GUMCAD data in 2016
Clinic name

Type of service*

*registered with PHE to submit GUMCAD
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Appendix 7: SRHAD: the dataset, submissions, limitations, other
publications
Sexual and Reproductive Health Activity Dataset (SRHAD) - the dataset
Data on contraception from SRH services is collected through the Sexual and
Reproductive Health Activity Dataset (SRHAD) by NHS Digital. SRHAD came into effect
on 1 April 2010 and consists of anonymised patient-level attendances data submitted on
an annual basis by community SRH services. It replaced the trust level aggregate KT31
return and provides a much richer source of contraceptive and sexual health data,
including residence based information, for a range of uses from commissioning to
national reporting. All SRH services should now be submitting SRHAD to NHS Digital.
Further details regarding the collection of SRHAD can be found on the NHS Digital
website here: http://content.digital.nhs.uk/datacollections/srhad.
This report uses data for the calendar year 2016.

Differences between SRHAD and PACT
The contraceptive data in this report is compiled using two data sources; SRHAD and
PACT. While SRHAD is patient-level data on contraception, sexual health and
reproductive services, PACT contains the number and cost of prescription items
dispensed by GPs. SRHAD can record more than one contraceptive method or sexual
and reproductive health activity per patient, whereas PACT counts the number of
prescriptions and so cannot capture the range of contraceptive methods each person
may receive. Despite their differences, they are complementary in portraying a more
complete picture of contraceptive uptake in England. This is because SRHAD collects
data from community SRH services and young person’s clinics whereas PACT data
consist of the number and cost of prescription items, of which 99% are prescribed by GP
services.

Limitations
The number of patients determined in the report is based on the definition of a patient
having a unique combination of clinic ID and patient ID. As a patient could potentially visit
a different SRH service throughout the year and thus given a new clinic ID and patient ID,
the number of patients could be over-reported.
The SRHAD collection has significantly improved over the years and there is almost
100% coverage of England activity. However, please refer to Appendix 8 for details
regarding local data quality issues.

Other publication
PHE provides selected indicators at local authority level in the Sexual and Reproductive
Health Profiles here: http://fingertips.phe.org.uk/profile/sexualhealth/. This tool provides
flexible ways of making comparisons and highlights statistically significant differences.
Data can be downloaded and charts and maps can be exported for further use.
NHS Digital published the report 'Sexual and Reproductive Health Services, England 2016-17' on 5 October 2017. The annual report, accompanying data quality tables, excel
data tables and non-disclosive disaggregated dataset are all available at:
http://digital.nhs.uk/catalogue/PUB30094. The data tables include breakdowns of activity
by local authority and by SRH service provider, including cross boundary use of SRH
services.
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The non-disclosive dataset has gone through some transformation to meet the
requirements of Open Data, i.e. non-disclosive data in line with the NHS anonymisation
standard. Further information in the guidance document is available on the NHS Digital
report website. This will allow users to analyse the data.
Please note that information published by NHS Digital will not match those presented in
this report due to differences in methodology.
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Appendix 8: Local SRH clinics and data quality
Table A6 provides information on data quality for the main demographic variables
collected in SRHAD. The table lists the SRH services with more than 10 attendances by
residents of Shropshire sorted in descending order by the number of attendances at
clinics.
Table A6. Percent of attendances to SRH Services with “known” information on
age, ethnicity, gender and LSOA by residents from Shropshire: 2016
Clinic name
Royal Shrewsbury Hospital
Kidderminster Health Centre
Aqueduct
Claremont Bank Surgery
Moor Street Clinic
Oswestry Health Centre
Snow Hill Centre
Hereford Health Partnerships - Commercial
Road Clinic
Market Drayton Primary Care Centre
Shropshire Community Health Nhs Trust Hq
Manor Hospital
Codsall Clinic
Cobridge Community Health Centre
Bridgnorth Hospital
Telford College Of Arts And Technology
Stafford Central Clinic
Ludlow Hospital

Age
100
100
100
100
100
100
100
100

Ethnicity
99.7
100
98.5
100
100
100
92
85

Gender
100
100
100
100
100
100
100
100

LSOA
100
99.9
99.9
100
99.5
100
100
100

100
100
100
100
100
100
100
100
100

100
100
100
100
100
100
100
100
100

100
100
100
100
92.3
100
100
100
100

100
100
97.2
100
100
100
100
99.8
100

For information on known missing SRHAD data submissions for specific services in the
financial years 2014/15, 2015/16 and 2016/17 (whether part or whole year) and further
details regarding data quality please refer to NHS Digital’s data quality statements here:
http://digital.nhs.uk/catalogue/PUB18597, here: http://digital.nhs.uk/catalogue/PUB21969
and here: http://digital.nhs.uk/catalogue/PUB30094.
Please also refer to data table 21 in the set of tables accompanying these for further
details on data quality for each provider. In particular, note the percentage ‘use of
unknown LA code’, i.e. the percentage missing local authority of residence information.
To encourage improved SRHAD collection and ensure that NHS Digital’s annual data
quality statement addresses all known issues, local authority sexual health leads should
discuss data collection with their local providers and in collaboration contact the NHS
Digital Data Collections Team at data.collections@nhs.net as soon as possible regarding
any anticipated problems for the annual data submission to NHS Digital (mid-May to
mid-June) and subsequent analysis. Providers can run test submissions at any time of
the year and are encouraged to test data well ahead of the final data submission period
to check and address any significant data quality issues highlighted as errors (data
rejected) or warnings by NHS Digital’s data validation routines. This is particularly useful
for new or changed data collections.
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