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Wirral Sexual Health Needs Assessment 2014-15 – Evidence Review 
 
Executive Summary  

 
Background 

 Sexual behaviour and relationships are key components of wellbeing. Positive sexual 
experience is good for us and regular sexual activity contributes to health and quality of life 
(Wellings, 2013) 

 Education is more strongly associated with sexual behaviours and attitudes than socio-
economic status (Mercer et al 2013) 

 Sexual lifestyles in Britain have changed substantially in recent decades, with changes in 
behaviour greater in women than men. Age at first heterosexual intercourse has decreased, the 
number of sexual partners has increased, there has been an expansion in sexual practices and 
attitudes toward same-sex partnerships have become more tolerant (Mercer et al 2013)  

 Sexual activity continues into later life, albeit reduced in range and frequency, emphasising that 
attention to sexual health and wellbeing is needed throughout the life course and should not 
exclusively target young people 

 
Unplanned pregnancy and contraception 

 The increasing intervals between first sexual intercourse, cohabitation, and childbearing means 
that, on average, women in Britain spend about 30 years of their life needing to avert an 
unplanned pregnancy (Wellings et al, 2013) 

 Strong associations are observed between unplanned pregnancy and age, education, 
relationship status, potentially harmful health behaviours and depression (Wellings et al 2013).  

 Up to 50% of pregnancies are unplanned; these have a major impact on individuals, families 
and wider society (DH, 2013). Unplanned pregnancy is associated with a number of other 
factors such as: drug use; depression; smoking; lower educational attainment; early initiation of 
sexual activity; lack of sexual competence at first sexual intercourse; receiving information on 
sex from sources other than school; higher frequency of recent sex and having more than one 
partner in the past year (Wellings et al, 2013)  

 In 2011, 36% of women having an abortion, had previously had an abortion. Just over half of 
those women had also previously had a live or stillbirth, indicating better contraception support 
is required following childbirth (DH, 2013) 

 For every £1,000 spent on contraception services, £11,000 is saved (DH, 2010) Recent UK 
research concentrating on the views and beliefs of disadvantaged young people (aged <25) 
about contraception suggested a lack of knowledge about contraception, specifically; correct 
usage; what was available; emergency contraception and how and where to access services. 
Other barriers were a strong sense of embarrassment, the cost of contraception and family 
planning clinics being perceived as only for girls or older, married women. The same research 
found that longer term or “trusting” relationships can lead to less careful use of contraception 
(Baxter, 2010) 

 Evidence shows that many health professionals are reluctant to prescribe LARC to adolescent 
women. Local qualitative research exploring young womens views on LARC found: unfamiliarity 
with LARC and how it is administered; main sources of information on LARC were 
friends/female relatives (who often gave incorrect and/or negative information) and a feeling that 
LARC was mainly for older women. Positives were how long it lasted (‘not having to think about 
it’) and negatives included menstrual changes, pain when being administered or removed; 
mood-related changes and acne - the main fear however, was weight gain (Madden, 2014) 

 Meta-analysis of condom distribution schemes which addressed availability, accessibility and 
acceptability, concluded that they are effective, specifically for the following outcomes: condom 
use; condom acquisition/condom carrying; delayed sexual initiation; reduced STIs (Charania, 
2010) 
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Sexually transmitted infections (STIs) 

 In England during 2011, one person was diagnosed with HIV every 90 minutes and almost half 
of newly diagnosed adults were diagnosed after the point at which they should have started 
treatment (DH, 2013) 

 Rates of infectious syphilis are at their highest since the 1950s and gonorrhoea is becoming 
more difficult to treat, as it can quickly develop resistance to antibiotics 

 The rate of sexually transmitted infections (STIs) diagnosed in sexual health clinics in 
individuals aged 20–24 years is almost 20 times higher than that in those aged 44–59 years. 
Although recent reports have shown increases in some STIs in older age groups, rates are still 
very low compared to those in younger people (Sonnenberg et al, 2013) 

 Being tested for an STI can be associated with (positive) changes to subsequent sexual risk 
behaviour and sexual health knowledge. After testing, respondents reported being more likely to 
get tested again (66%); use condoms with new partner (62%); an awareness of how to avoid 
chlamydia (59%) and having fewer sexual partners (30%) (PHE, 2014) 

 Research indicates that cash incentives for pharmacy-based chlamydia screening may increase 
participation (Parker, 2013). Other research looking at non-cash incentives for testing (e.g 
charity donations, vouchers, prize/lottery draws) found these did not make a significant 
difference to the likelihood of specimen return. Plus, the more deprived individuals were, the 
less likely they were to return their samples, regardless of non-cash reward (Dolan, 2014) 

 A number of studies exploring the feasibility and acceptability of home testing (for chlamydia) 
have indicated they are acceptable and feasible for a range of populations and settings (Lorimer 
et al, 2013). Also, compared with conventional testing of partners at a clinic, home-testing 
appears to be successful in reducing delays, especially when the partner was not a current 
partner (Falk et al, 2014) 

 Broad, population-wide interventions are recommended to tackle the more common STI’s such 
as chlamydia and HPV, whilst reserving more targeted interventions for gonorrhoea and HIV 
prevention, due to their relative rarity outside of high-risk populations (Sonnenberg et al, 2013) 

 Although attendance at sexual health clinics and uptake of HIV and chlamydia testing has 
increased over in the past two decades, a large proportion of people still do not present 
regularly for testing. Only one in four of sexually active MSM in 2013 had been tested for HIV in 
the past year (as per the recommendation for all men in this group) (Sonnenberg et al, 2013) 

 Deprivation and a higher numbers of partners were risk factors for testing positive for 
chlamydia, but there was no association between deprivation and chlamydia testing, suggesting 
that increased testing in areas of deprivation may be warranted (Sonnenberg et al, 2013) 

 
Sexual violence 

 Sexual violence is increasingly recognised as a public health issue because the potential health 
effects are broad ranging and include physical, sexual, reproductive and mental health issues. 
Research suggests that sexual violence is more common in certain groups including; younger 
people; those who have grown up in care, people with mental health problems, men who have 
sex with me, those who have already been sexually abused early in life and people with 
physical disabilities (Macdowell, 2013) 

 
Health and sexual function 

 Many people report that a health condition negatively affected their sex life (particularly in the 
older age groups), but few had sought clinical help, suggesting unmet clinical need. 
Researchers concluded that awareness, guidance and communication skills among 
professionals needed improvement, to ensure that sexual problems are acknowledged, 
discussed and dealt with appropriately (Field et al, 2013) 

 Low sexual function was associated with increasing age, but also (after adjustment for age), 
unemployment, poor self-assessed general health and depression (Mitchell et al, 2013) 

 
Holistic information and SRE 

 BME young people are more likely to experience extreme mixed/conflicting messages regarding 
sexual health (e.g the values and norms of the home and the local BME community, versus the 
values of the wider community and mass media). Being in receipt of ‘mixed messages’ about 
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sex and relationships is a contributing factor to poor sexual health (SEU, 1999). Concerningly, , 
there were also lower levels of sexual health knowledge in BME groups, relative to White British 
students (TSA/NPL, 2006) 

 Recent research indicates that young people are concerned that easier and wider access to 
porn and sexually explicit material is creating unrealistic norms and assumptions in how they 
should conduct their relationships - especially in the absence of high-quality SRE (IPPR, 2014) 

 Research shows there can often be a significant gap between the SRE being taught and the 
SRE young people want. Young people state they want SRE to be about relationships, not just 
sex, and for it to better reflect the reality of young people’s life by covering online content, 
bullying, access to pornography, expectations of sex and LGBT (IPPR, 2014) 

 There is evidence of the increased effectiveness of interventions which incorporate the concept 
of pleasure into sexual health programmes. This is because people mostly have sex because it 
is pleasurable, so interventions which acknowledge this are more likely to work than those that 
do not (Wellings & Johnson, 2013). Locating sex within the context of procreation might be 
easier for services and professionals to deal with, but reproduction is not the reason most 
people engage in sexual activity and SRE should acknowledge this (Wellings & Johnson, 2013) 

 Public health programmes need to ensure that services and preventive interventions are 
appropriate for present lifestyles; that they promote informed, consensual, safe, respectful, and 
pleasurable relationships; and that their aims are consistent with a broader, more holistic 
definitions of sexual wellbeing 

 

 
Background 
 
Sexual behaviour and relationships are key components of wellbeing. Positive sexual experience is 
good for us. Regular sexual activity contributes to health and quality of life and men and women 
who enjoy an active sex life are fitter, have lower rates of depressive symptoms, and improved 
cardiovascular health as compared with those who do not (Wellings & Johnson, 2013). Conversely, 
unsafe sex has been identified as the ninth most important risk factor for disease, disability or 
death in the worlds developed countries (Free et al, 2011). 
 
Many different factors can influence relationships and safer sex including (DH, 2013): 
 
• Personal attitudes and beliefs; 
• Social norms; 
• Peer pressure; 
• Religious beliefs; 

• Culture; 
• Confidence and self-esteem; 
• Misuse of drugs and alcohol; and 
• Coercion and abuse 

 
DH Framework for Sexual Health (2013) states that there are certain core needs that are common 
to everyone and that there is ample evidence that sexual health outcomes can be improved by: 
 

 Accurate, high-quality and timely information that helps people to make informed decisions 
about relationships, sex and sexual health 

 Preventative interventions that build personal resilience and self-esteem and promote 
healthy choices 

 Rapid access to confidential, open-access, integrated sexual health services in a range of 
settings, accessible at convenient times 

 Early, accurate and effective diagnosis and treatment of STIs, including HIV, combined with 
the notification of partners who may be at risk 

 Joined-up provision that enables seamless patient journeys across a range of sexual health 
and other services – this will include community gynaecology, antenatal and HIV treatment 
and care services in primary, secondary and community settings 

 
Significant progress has already been made in improving sexual health, including: 
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 Access to specialist genito-urinary medicine (GUM) services has improved by promoting 
rapid access to accessible services 

 Teenage pregnancy rates have fallen to their lowest levels since records began 

 The use of more effective long-acting methods of contraception has increased: making up 
28% of all community contraception-services users in England in 2011/12, up from 18% in 
2003/04 

 High antenatal screening coverage for HIV, syphilis and hepatitis B have led to extremely 
low rates of mother-to-child transmission of HIV and congenital syphilis 

 Access to services improved through the expansion and integration of services outside of 
specialist services, particularly in the community and general practice 

 Developments in diagnostic tests for STIs and HIV have increased screening outside of 
GUM clinics 

 More Sexual Assault Referral Centres for victims of sexual violence have opened 
throughout England 

 
However, there is still work to be done. This is demonstrated by the following statistics: 
 

 Up to 50% of pregnancies are unplanned; these have a major impact on individuals, 
families and wider society 

 In England during 2011, one person was diagnosed with HIV every 90 minutes 

 Almost half of adults newly diagnosed with HIV were diagnosed after the point at which 
they should have started treatment 

 Rates of infectious syphilis are at their highest since the 1950s and gonorrhoea is 
becoming more difficult to treat, as it can quickly develop resistance to antibiotics 

 In 2011, 36% of women overall (rising to 49% in black and black British women), having an 
abortion, had previously had an abortion 

 In 2011, just over half of women having an abortion had previously had a live or stillbirth, 
indicating better contraception support is required following childbirth 

 Estimates from the Crime Survey for England and Wales indicate that there are around 
400,000 female victims of sexual offences each year. Of these, around 85,000 are victims 
of the most serious offences (e.g rape) 

 
Key objectives for sexual health 
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Source: DH, 2014 
About NATSAL  
 
The first National Survey of Sexual Attitudes and Lifestyles (NATSAL-1) was carried out in 1990-91 
with a sample of 18,876 adults aged 16-59 years. It provided population-based data to inform the 
prevention and prediction of HIV transmission and was followed in 1999-01 by NATSAL-2 (which 
sampled 11,161 adults aged 16–44 years). NATSAL-2 broadened its focus to include wider 
aspects of sexual and reproductive health and data from both of these surveys were widely used to 
inform sexual and reproductive health policy in Britain (Mercer et al, 2013). 
 
The third survey, NATSAL-3, surveyed 15,000 adults aged 16-74 years between September 2010 
and August 2012. Results from NATSAL-3 were published in six papers in The Lancet and provide 
the most detailed picture yet of the British population’s sex lives over the last 10 years. The 
emergent themes from the papers are as follows: 
 

 Sexual behaviour and attitudes over the life course 

 Risk factors, prevalence STIs 

 Sexual violence 

 Unplanned pregnancy 

 Associations between health, sexual lifestyles and sexual function 
 
This literature review will cover these themes and in addition, present literature and evidence on 
the following topics: 
 

 New and emerging technologies relating to sexual health (e.g social media) 

 Contraception (e.g LARC) 

 Innovative approaches to self-care and prevention 
 
Obviously, these are not discrete topics, there is significant overlap between them.  
 
Sexual behaviour and attitudes over the life-course 
 

Young people today have sex at an earlier age than previous generations did. However, as men 
and women are living longer, have healthier lives, and continue to have active sex lives well 

beyond their reproductive years, we need to view sexual health and well-being as an issue of 
lifelong importance. Dr Cath Mercer, UCL Infection & Population Health 

 
The main attitudinal and behavioural findings from NATSAL-3 included; a reduction in the age of 
first heterosexual intercourse; increase in the numbers of sexual partners and an expansion in the 
range of sexual practices amongst heterosexual partners (particularly in oral and anal sex). Data 
from the 45,000 participants in Natsal-1 (1990–91), Natsal-2 (1999–2001), and Natsal-3 (2010-12) 
indicate that sexual lifestyles in Britain have changed substantially in the past 60 years, with 
changes in behaviour greater in women than men (Mercer et al 2013).  
 
Although many aspects of health behaviour were noted to have strong social determinants in 
NATSAL-3, researchers noted that education was more strongly associated with sexual behaviours 
and attitudes than socioeconomic status. Area-level deprivation was seldom associated with 
sexual behaviours in fact (Mercer et al 2013), although interestingly, deprivation was associated 
with testing positive for chlamydia.   
 
NATSAL-3 found that the proportion of women reporting sexual experience with same-sex partners 
now exceeds that of men (at least at younger ages), when the proportion describing themselves as 
bisexual is highest. Women in general continued to be more accepting of same-sex partnerships 
compared to men (Mercer et al 2013). 
 
Interestingly however, there was greater disapproval of non-exclusivity in marriage and of one-
night stands (compared to previous NATSALs) and women continued to be more disapproving of 

http://www.thelancet.com/themed/natsal


Produced by Wirral Council Public Health Intelligence Team 
December 2014  |  Page 6 of 20 

 

both these behaviours than men (Mercer et al 2013), although the NATSAL researchers warn 
about social desirability bias when people are answering questions of this nature. 
 
Older adults 
Most adults at all ages in the UK report being sexually active, but NATSAL indicates that sexual 
frequency and range of practices appears to reduce with age, especially in women (Mercer et al 
2013).There was also a decrease in sexual frequency and recent vaginal sex across all age groups 
between NATSAL-2 and NATSAL-3. This may be partly explained by the changing demographics 
in the UK, e.g the proportion of people not living with a partner has increased since 1996 due to 
people marrying later in life or not at all, or who experience breakdown of relationships, decreasing 
opportunities for sexual activity. The demographic context only partly explains this finding however, 
because sexual frequency in people living with a partner also dropped during this time. It appears 
that although the range of sexual practices have widened, people are having sex less frequently 
compared to previous NATSALs (Mercer et al 2013). The continuation of sexual activity into later 
life - albeit reduced in range and frequency - emphasises that attention to sexual health and 
wellbeing is needed throughout the life course. Other  
 
Younger people 
Attitudinal work carried out with young people from BME groups in the UK indicates they are likely 
to experience extreme mixed/conflicting messages regarding sexual health (e.g the values and 
norms apparent in the home and the local BME community, versus the values of the wider 
community and explicit sexuality presented in the mass media). Being in receipt of mixed 
messages about sex and relationships has been acknowledged as a contributing factor to poor 
sexual health (SEU, 1999). Some evidence suggests that Asians and Black Africans are the 
groups most likely to experience these conflicting norms and mixed messages. Relative to White 
British students, there were also lower levels of sexual health knowledge among BME groups, 
which was a major cause for concern. Those most in need of improved knowledge were males 
who identified as Other White, Bangladeshi, Pakistani and Black African and girls who identified as 
Pakistani (TSA/NPL, 2006). 
 
Irrespective of religion or ethnicity, an appreciation and desire for good sexual health was universal 
and the vast majority of young people see the value and necessity of good SRE (sex and 
relationships education (TSA/NPL, 2006). These findings are reinforced by findings from the IPPR 
research from 2014, which showed that there is a significant gap between what is being taught and 
what young people want. The research found that young people want SRE to be about 
relationships, not just sex, and for it to better reflect the reality of young people’s life by covering 
LGBT issues, digital content, bullying, access to pornography and expectations of sex (IPPR, 
2014). 
 
The IPPR findings were based on a representative survey of young people, key findings included: 
 

 Eight out of 10 said it was too easy for young people to accidentally see pornography online 

 Seven out of 10 said ‘accessing pornography was seen as normal at school; typically between 
the ages of 13 and 15 

 Almost half (46%) said ‘sending sexual or naked photos or videos is part of everyday life for 
teenagers nowadays’ 

 Seven out of 10 (72%) say ‘pornography leads to unrealistic attitudes to sex’ and that 
‘pornography can have a damaging impact on young people’s views of sex or relationships’ 
(70%) 

 Two-thirds of young women (66%) and almost half of young men (49%) agree that ‘it would be 
easier growing up if pornography was less easy to access for young people’ 

 Two-thirds (66%) say ‘people are too casual about sex and relationships’ 

 Almost eight out of 10 young women (77%) say ‘pornography has led to pressure on girls or 
young women to look a certain way’, while almost as many (75%) said ‘pornography leads to 
pressure on girls and young women to act a certain way’. 
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NAT (National Aids Trust) research with young, gay men aged 14-19 asked, where respondents 
look for information, advice and support; the top answers were ‘websites’ and ‘pornography’. On 
‘enjoyable sex with other guys’, the most common answer was pornography and for information on 
HIV it was ‘websites’ (Perry, 2014). When asked what types of information they would value more 
of, the most common answers were ‘relationships and being attracted to other guys’ (72%), and 
‘ways to have sex that you enjoy with another guy’ (67%). Other responses included ; HIV testing 
(53%); being bullied or treated unfairly because you’re attracted towards other guys and managing 
your mental health (52%); HIV and safer sex, mobile hook-up apps and what it’s like to live with 
HIV today (48-52%). The majority said they had not received this information as part of their 
school-based SRE (Perry, 2014). 
 
Sexually Transmitted Infections (STIs) 
 
Diagnosed STIs increased in the UK between the 1990s and 2012 according to NATSAL-3, 
emphasising the importance of continued public health programmes to identify and treat infections, 
reduce morbidity and mortality, and prevent onward transmission (Sonnenberg et al, 2013). Four 
STIs were included in NATSAL-3: HPV; chlamydia; HIV and gonorrhoea. Findings showed that 
HPV was the most prevalent infection followed by chlamydia, whilst HIV and gonorrhoea were 
relatively uncommon (Sonnenberg et al, 2013). 
 
Consequently, researchers concluded that broad, population-wide interventions were needed to 
tackle chlamydia and HPV, but that as gonorrhoea and HIV were restricted to a small proportion of 
the population who had high risk factors (including other STIs), these two infections should be 
tackled via targeted interventions (Sonnenberg et al, 2013). 
 
It was noted that prevalence of gonorrhoea was substantially higher in people testing positive for 
chlamydia than it was in the general population, suggesting that, in addition to outbreak 
investigation, gonorrhoea testing in people with chlamydia identified through population screening 
may be an appropriate strategy (Sonnenberg et al, 2013). 
 
Surveillance data shows that the rate of acute STIs diagnosed in sexual health clinics in individuals 
aged 20–24 years is almost 20 times higher than that in those aged 44–59 years (4,278 per 
100,000 population vs 227 per 100,000 population in 2012). So although recent reports have 
shown increases in some diagnosed STIs in older age groups, absolute rates are still very low. 
This meant that a population-based survey of 15,000 participants (i.e NATSAL-3) was not sufficient 
to estimate STI prevalence in those older than 44 years with any precision (Sonnenberg et al, 
2013).  
 
Self-care and STI testing 
Encouragingly, attendance at sexual health clinics and uptake of HIV testing have increased 
substantially in the past two decades and furthermore, many sexually active young adults reported 
having had a chlamydia test in the past year (Sonnenberg et al, 2013). Although it is reassuring 
that large and increasing proportions of the population at high risk are accessing services and 
testing, it was also the case that a large proportion still had not done so. Roughly half of all the 
sexually active men who had sex with men in NATSAL-3 had tested for HIV in the past 5 years, but 
only 27% (95% CI 19%–37%) had done so in the past year, far less than the recommendation that 
all men in this group should be tested annually (Sonnenberg et al, 2013).  
 
Being tested for a sexually transmitted infection (STI) can be associated with (positive) changes to 
subsequent sexual risk behaviour and sexual health knowledge (PHE, 2014). A recent anonymous 
online survey of 16-24 year olds who had undergone chlamydia screening (undertaken examine 
how chlamydia screening affects young adults’ subsequent knowledge, and/or healthcare-seeking 
or sexual behaviour), found that many respondents reported that testing had a positive impact on 
their knowledge and/or healthcare-seeking or sexual behaviour. After testing, respondents reported 
being more likely to get tested for chlamydia again (66%); use condoms with new partner (62%); 
an awareness of how to avoid chlamydia (59%) and having fewer sexual partners (30%) (PHE, 
2014). 
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Those who were given four or more types of sexual health information when being tested were 
more likely to report a change to their behaviour or knowledge; so it seems feasible that chlamydia 
testing can act as a brief sexual health intervention in itself, providing an opportunity to deliver 
safer sex messages. Brief motivational interviewing interventions targeting young adults attending 
healthcare services have been shown to be effective at reducing levels of alcohol consumption and 
related harms in this population (PHE, 2014). 
 
Respondents who were last tested in general practice were least likely to have been given any 
sexual health information to accompany their test. Those who self-collected their last test from the 
internet or from a pharmacy were least likely to have been given four or more types of information, 
so consideration should be given to how best to support the provision of safer sex messages in 
these settings, within time and cost constraints (PHE, 2014). 
 
Given that those with higher rates of partner change and unprotected sex are more likely to be 
tested regularly, chlamydia screening provides an opportunity to deliver safer sex messages to 
young adults with higher risk of poor sexual health outcomes (PHE, 2014). Young adults found the 
experience of getting tested was a positive one in terms of reducing potential barriers to future 
testing: they were more likely to think that getting tested was easy, felt less embarrassed about 
asking for a test, and were less likely to think that testing was painful or uncomfortable. Testing had 
a normalising and de-stigmatising effect, in terms of making young adults more likely to think that 
testing was normal and approved of in their peer group (PHE, 2014). 
 
Although as mentioned previously, area-level deprivation was not strongly associated with sexual 
behaviours and attitudes, it appears that area-level deprivation and higher numbers of partners, 
especially without use of condoms, were risk factors for testing positive for chlamydia (Sonnenberg 
et al, 2013). Researchers noted however, that there was no association between deprivation and 
uptake of chlamydia testing, suggesting that increases in the levels and intensity of testing in the 
most deprived areas may be warranted (Sonnenberg et al, 2013). Researchers also noted that 
HPV vaccination coverage was lower in groups at higher risk (Sonnenberg et al, 2013). 
 
Concerning, lower levels of sexual health knowledge amongst young BME people were found in 
some areas of the UK, compared to their non-BME counterparts, particularly regarding STIs, e.g 
STI name, symptom recognition and means of prevention (TSA/NPL, 2006).  
 
BME pupils sampled in the UK around their preferences about services wanted clinics to run more 
frequently than the usual once a week; the staff attributes that were most important were attitudinal 
rather than to do with sex, age, or physical appearance; and they did not mind if the waiting room 
contained older people. Many findings, however, agreed with existing data - young people wanted 
clinics to be open after school; girls preferred to attend with a friend; a confidential, walk-in service 
was preferred (Nwokolo et al, 2002). A professional of similar ethnicity, religion and culture was 
generally less frequently preferred (there were some exceptions to this who reported preference for 
someone of the ‘same religion’), due to concerns about confidentiality and ability to be non-
judgemental among professionals from the same cultural context (TSA/NPL, 2006). 
 
Innovative approaches to STI testing 
 
Cash and non-cash incentives 
Financial incentives have been used in a variety of settings to motivate behaviours that may not 
otherwise occur. They have been highlighted as being useful in settings that require a single 
behaviour, such as appointment attendance, vaccination or testing (Dolan et al, 2014).  The effect 
of providing different types of non-cash financial incentives on the return rates of chlamydia 
samples amongst 16-24 year-olds in England was examined in a recent experiment involving 
2,988 young people who requested chlamydia screening kits from Freetest.me (online and text 
screening service) (Dolan et al, 2014). Participants were randomised to control, or several different 
types of financial incentives (reward vouchers of differing values, charity donation, participation in a 
lottery etc…). The study found that non-cash incentives did not make a significant difference in the 
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likelihood of specimen return. Interestingly, the more deprived individuals were (as assessed by 
IMD, 2010), the less likely they were to return their samples, regardless of non-cash reward (Dolan 
et al, 2014).  
 
An Australian study of community pharmacy-based chlamydia screening (with a A$10 – 
approximately £5.50 - cash incentive to participate) found that a cash incentive did play a 
significant role in increasing participation and the young people involved reporting that they found 
pharmacy-based screening acceptable, accessible and convenient (Parker, 2013). Another 
Australian study which also offered cash incentives found it resulted in a high rate of inappropriate 
repeat screens however (participation and/or positive test rates were not reported) (Deeks et al, 
2014).   
 
Home-testing 
A Swedish study evaluating whether home-testing (for chlamydia) decreased the delay between 
the time when partner tracing starts (i.e the meeting between the index patient and a counsellor) 
and the date of testing of sexual partners, compared with conventional testing of partners at a 
clinic, concluded that home-testing appeared to be a successful strategy to reduce delays in 
testing, especially when the partner to be tested was not a current partner (Falk et al, 2014). A total 
of 833 individuals diagnosed with chlamydia were randomized to either conventional partner 
notification mode (in which partners were asked either by the index patient or by the counsellor to 
attend a clinic for testing) or to a mode in which a test-kit for home self-testing was posted to them. 
Analysis showed a significant difference between the conventional and home-testing modes (mean 
of 15 days compared to 10 days for home-testing mode, p=<0.001) and was in line with a similar 
Danish study which also found a reduction in time to test for home-testing (Falk et al, 2014).  
 
A number of other studies which have explored the feasibility and acceptability of home-based 
testing (for chlamydia) have indicated that such screening approaches are acceptable and feasible 
across a range of populations, settings, and methods (for example, direct mailing of test kits or 
requests made online (Lorimer et al, 2013). Recent studies have provided evidence on men’s 
responses to screening invitations and moved the evidence-base toward a more nuanced 
understanding of acceptability (beyond just uptake). For example, an ongoing trial in the 
Netherlands examining internet-based screening found non-response to a screening offer was not 
due to a lack of internet access, but largely based on personal perception of risk (Lorimer et al, 
2013). 
 
Another recent Scottish study (Lorimer et al, 2013) which used focus groups to explore men’s 
knowledge of chlamydia, use of technology, and their views on internet-based screening concluded 
that the internet provides good opportunities for delivering sexual health promotion and engaging 
young men in screening - with certain provisos. The young men in the study were asked to browse 
five sample chlamydia screening websites and discuss broad design and style preferences. 
Consensus opinion was that sites should: use imagery carefully to appeal to a broad range of men; 
avoid “text speak” (eg, RU clear, test 4U, which was felt to be patronising and inauthentic); use 
official logos and colours (e.g, NHS for easy recognition and trust); minimal use of informal, chatty, 
humorous language; simple, straightforward text, presented using short paragraphs; and the use of 
a “hide” button for privacy (enables the Web page to instantly change to the Google search page or 
minimises the window).  
 
The study also found that the older men (aged 20-24) were more technology and internet-savvy 
compared to the younger men (aged 16-20). In addition, the men in the study queried the extent of 
privacy and confidentiality offered by the screening approach described, at almost every stage of 
the process, showing that this issue is clearly important and could be either a significant barrier or 
facilitator to uptake (Lorimer et al, 2013). The authors also highlighted that men can be engaged 
despite often being labelled ‘hard to reach’ and that it’s vital that they are reached, citing other 
studies which have showed that men often query the relevance of chlamydia screening to them 
believing it to be a “woman’s disease”, are likely to have poorer knowledge of chlamydia than 
women and fear testing would involve a swab (Lorimer et al, 2013). 
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Testing in community, sex-on-premises venues 
Increasing access to HIV testing for those at high risk of infection via community venue testing is 
regarded as an important element in increasing access to testing, and NICE guidance specifically 
recommends outreach testing in sex-on-premises venues such as saunas (Wood et al, 2014).  
 
A 2013 UK study examining a screening service aimed at MSM (high-risk group) compared nurse-
delivered screening and self-sampled postal testing kits for asymptomatic MSM at a sauna, to a 
standard sexual health clinic. The DIY postal kits consisted of self-taken pharynx, urine and rectal 
samples and self-sampled finger-prick DBS collection system for HIV, syphilis, hepatitis B and 
hepatitis C. Users also completed a personal details/contact preference form and returned this with 
their samples (freepost). The nurse-delivered outreach service consisted of a monthly 
asymptomatic screening clinic held at the venue where health promotion advice was offered, and 
samples were taken (service users had the option of self-taken or practitioner taken samples). 
Over the pilot period, the DIY postal kit service was used less frequently than the nurse-delivered 
service (33 DIY kit users compared to 80 nurse outreach service attenders). Other findings 
included: men using the outreach services were older and less likely to have undertaken previous 
STI testing; fewer men using the DIY postal kit service performed blood tests and there were no 
significant differences in STI positivity rate across the groups. 
 
The authors concluded that the pilot service showed that a locally provided, nurse-delivered 
outreach service in combination with DIY postal self-sampling tests can provide an effective means 
of STI testing in a group that may not access traditional sexual health services but do visit sex-on-
premises venues (Wood et al, 2014). They also pointed out however, that although remote self-
sampling has its merits (by increasing access to testing and providing a convenient, private method 
of STI testing) it is not suitable for symptomatic clients, due to lower rates of successful test-result 
communication in the DIY postal kit group and outreach nurse group (13.4% and 3.4% lower than 
standard clinic, although this was not statistically significant) (Woods et al, 2014).  
 
Unplanned conceptions and pregnancy 
NATSAL-3 found strong associations between unplanned pregnancy and other health related 
factors such as smoking, drug use and depression. There were also associations with lower 
educational attainment, aspects of sexual behaviour such as early initiation of sexual activity, lack 
of sexual competence at first sexual intercourse, receipt of sex education from sources other than 
school, higher frequency of recent sex and reporting more than one heterosexual partner in the 
past year (Wellings et al, 2013). Unplanned pregnancy was more strongly associated with 
educational attainment than with socioeconomic status, an important point to note for those 
involved in the planning and delivery of prevention efforts (Wellings et al, 2013). 
 
Roughly one in six pregnancies occurring in the year before interview (undertaken between 
September, 2010 and August, 2012) were unplanned, between a quarter and a third were 
ambivalent, and over half were planned (Wellings et al, 2013). 
 
Many women with unplanned pregnancies have an abortion, but those who do give birth have an 
increased risk of obstetric complications, present later for antenatal care and are more prone to pre 
and post-natal depression and relationship breakdown (Wellings et al, 2013).  
 
Children born of unplanned pregnancies have been shown to have a lower birth-weight, poorer 
mental and physical health during childhood and lower scores on cognitive tests. Pregnancies in 
women aged 16–19 years were the most commonly unplanned (45% [31%–60%]). Four in ten 
pregnancies that were terminated were planned or ambivalent, so there is also an important 
message here about not automatically equating abortion with unplanned pregnancy (Wellings et al, 
2013). 
 
The greatest numbers of unplanned pregnancies occurred in women aged 20–34 years (62% [95% 
CI 50%–73%]) and factors strongly associated with unplanned pregnancy were (odds ratios or 
ORs): 
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• First sexual intercourse before 16 years of age (OR 2·85 [95% CI 1·77–4·57]) 
• Current smoking (OR 2·47 [1·46–4·18]) 
• Recent use of drugs other than cannabis (OR 3·41 [1·64–7·11]) 
• Lower educational attainment  
• Lack of sexual competence at first sexual intercourse (OR 1·90 [1·14–3·08]) 
• Higher frequency of sex (OR 2·11 [1·25–3·57], 5+ times in the past 4 weeks 
• Sex education mainly from a non-school-based source (OR 1·84 [1·12–3·00]) 
• Current depression (OR 1·96 [1·10–3·47]).  
 
The increasing intervals between first sexual intercourse, cohabitation, and childbearing means 
that, on average, women in Britain spend about 30 years of their life needing to avert an 
unplanned pregnancy (Wellings et al, 2013).  
 
Contraception  
(Including LARC and condom-distribution schemes) 
 
Contraception services save the NHS over £2.5 billion a year - for every £1,000 spent on 
contraception services, £11,000 is saved (DH, 2010). A systematic review carried out by Sheffield 
University in 2010 into the perceptions, views and beliefs of socially disadvantaged young people 
and their families’ about contraception and contraceptive services (Baxter et al, 2010) suggested 
that young people (up to the age of 25) lacked knowledge about contraception, specifically; correct 
usage; what was available; the existence of emergency contraception and how and where to 
access services. The findings also suggested that a strong sense of embarrassment amongst 
young people was a factor which prevented contraception and service use (Baxter et al, 2010). 
The cost of contraception was mentioned as a concern by some young people and family planning 
clinics being perceived as only for girls or older married women (Baxter et al, 2010). 
 
The review suggested that longer term or “trusting” relationships can lead to less careful use of 
contraception. Views about condoms included them being a physical barrier, and whilst there were 
some negative connotations of girls carrying condoms, paradoxically, this was combined with 
positive views of condom use being socially responsible (Baxter et al, 2010). 
 
Similarly, views regarding oral hormonal contraception were mixed, with concerns regarding the 
ingestion of chemicals, together with positive views of it being less expensive, more reliable and 
giving control over menstruation (Baxter et al, 2010). There appeared to be particular of concerns 
relating to the ingestion of chemicals or “unnatural” hormones contained in EHC and these adverse 
perceptions of EHC amongst women and health professionals may need to be considered in any 
programmes aiming to increase uptake of this form of contraception (Baxter et al, 2010). 
 
Long Acting Reversible Contraceptives (LARC) 
Long Acting Reversible Contraceptives or LARC are contraceptive methods that require 
administration less than once per menstrual cycle/month (e.g coil or IUDs, injectables such as 
depo-provera and implants). As they are not user-dependent, they are highly effective (over 99%) 
and more cost effective than the combined oral contraceptive pill, even at one year of use 
according to NICE. In addition, increasing the uptake of LARC methods is desirable as it can 
reduce unintended pregnancies (Madden et al, 2014). 
 
Nationally, LARC uptake has been slower than expected, with some evidence showing that health 
professionals, especially GPs, are reluctant to prescribe LARC to adolescent women. Wirral has 
lower prescribing rates of LARC than both England and the North West and whilst LARC 
prescriptions have increased year on year since 2007-08 in England and the North West, this is not 
the case in Wirral, where LARC prescribing has remained static since 2007-08 (Wirral JSNA, 
2014). 
 
Understanding how LARC is viewed by young women is important to enable targeted promotion 
messages, decrease reluctance to use LARC and hopefully, increase uptake of LARC, but a rapid 
evidence review undertaken by Liverpool John Moores University found no research looking 
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specifically at social norms and LARC use in adolescents. A qualitative research study, involving 
30 local women aged between 16 and 27 (median and mean age of 18), was therefore undertaken 
in order to: explore commonly held beliefs around LARC in young women at risk of teenage 
pregnancy; explore where knowledge and understanding of LARC comes from and how this 
information is transmitted within the group and their other peer groups and; explore how 
information could be communicated to change social norms and increase uptake of LARC. Results 
of this qualitative research showed that: 
 

 The main sources of information about LARC were friends and older female relatives and the 
women believed what they had heard completely (even when the Brook advisor explained 
some ‘facts’ they had heard could not possibly be true) 

 Young women reported receiving very little information about LARC at school during SRE. 
They particularly appreciated opportunities to see and feel the products 

 Young women were unfamiliar how the three LARC methods differed and how they are 
administered (except for those with children, who were the best informed).  

 The others said they thought that LARC was mainly for older women (because they didn’t 
know anybody their own age who had had it), especially the IUS/IUD (none of the participants 
had tried this method, some had tried the other two) 

 The majority of the information the participants had heard about LARC was negative or scare 
stories, mainly via friends and family 

 Positives were how long they last, ‘not having to think about it’ 

 Negatives included menstrual changes, pain when being administered or removed (implants 
and injections), mood-related changes and acne. The main fear however, was weight gain 
(this specifically related to the implant and the injection), although other contraception methods 
such as the pill were also blamed for this 

 Whilst discussing each method, it was mentioned by at least one participant in each focus 
group that they had heard of or known someone to become pregnant when using it. This was 
also true of contraception methods other than LARC (i.e. contraceptive pill and condoms) 

 There was no overall consensus on the preferred LARC method, what the acceptable side 
effects of each method were or what appealed for each method  

 Participants felt that the majority of media coverage of contraception focuses on condom 
promotion and the contraceptive pill and information on LARC is scant 

 
Since LARC requires medical intervention attitudes of health professionals are important so 
research with UK GP staff in 2008 indicating that none would recommend the IUS as a first choice 
contraceptive for women under 25 who had never been pregnant is interesting. Only 8% said they 
would recommend another LARC, with 92% stating they would recommend oral contraceptive as a 
first choice (Madden, 2014). Other earlier research (from 2005) supports these findings, with a low 
proportion of health professionals saying they consider LARC suitable for younger women; 
condoms were considered ideal even for teenage mothers (Madden, 2014). 
 
Condom distribution schemes (including C-Card schemes) 
A comprehensive, systematic review of 139 randomised, controlled trials (RCTs) aimed at 
promoting effective condom use, found schemes had a ‘modest’ benefit whilst highlighting the 
variability in quality of many of the included studies (Free et al, 2011). Not all of the included 
studies were specifically condom distribution schemes, although it could be said that condom 
distribution schemes are in essence, interventions which promote effective condom use. Overall, 
the authors concluded that condom distribution proximal to the time of sex (e.g one of the few high 
quality studies included, looked at giving condoms in motels in the US), increased condom use and 
recommended other, innovative means of distributing condoms proximal to the time of sex, 
especially among high-risk groups (Free et al, 2011).  
 
A meta-analysis of 21 international ‘structural level’ condom distribution schemes however, 
concluded there was good evidence that such schemes’ are effective, specifically for the following 
outcomes: condom use, condom acquisition/condom carrying, delayed sexual initiation and 
reduced incidence of STIs (Charania et al, 2010). The term ‘structural level’ was defined as 
meaning schemes which address availability, accessibility and acceptability.  
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A C-Card scheme is a type of condom distribution scheme, which provides registered young 
people with a C-Card – a paper or credit card-style card – which entitles them to free condoms. 
The only reports specifically on C-Card schemes are from the grey literature (e.g published by 
PHE, Brook, DH etc..). 
 
These tend to detail how C-Card schemes work and outline good practice, but at the time of 
writing, evidence in terms of outcomes are not covered. Types of C-Card schemes vary, but all 
share three fundamental principles: 
 
1. Access to timely information and advice (about all aspects of relationships, sex and sexuality) 
2. Easy access to condoms (once young people have been properly assessed and supported to 

ensure they know how to use condoms safely) 
3. Trusting young people (once they have their C-Card, young person should be be trusted and 

helped to get condoms freely and easily) 
 
According to PHE and Brook, the key factors involved in running a successful C-Card scheme are: 
 
1. A strong brand that young people recognise and trust 
2. Strong leadership and co-ordination 
3. Involving young people in all stages of the scheme 
4. A strong values base and a quality assessment framework 
5. Good staff training 
6. A wide range of accessible locations and outlets with a good range of opening times 
7. Good publicity and promotions 
8. Trust, confidentiality and safeguarding 
9. Agreed complaints protocol 
10. Clear pathways into other services 
11. Data, monitoring and evaluation 
 
PHE/Brook also make the point that these principles are both general to all services and specific to 
C-Card schemes (PH & Brook, 2014). As already stated earlier above, although there is little 
evidence on the outcomes of C-Card schemes in particular, they are a type of condom distribution 
scheme and the wider literature does support the provision of contraception and condom 
distribution schemes in general as both effective and cost-effective (DH, 2010).  
 
Health and sexual function 
 
Poor health is independently associated with decreased sexual activity and satisfaction at all ages 
in Britain (Field et al, 2013). Although the majority of men and women (60%) reported being 
satisfied with their sex life, after adjustment for relationship status and health, satisfaction 
decreases significantly after the age of 35 years in men and after the age of 25 years in women.  
 
Around 17% of all men and women reported that their health had affected their sex life in the past 
year. This proportion rose to roughly 60% in participants with bad or very bad health (Field et al, 
2013). Despite the fact that many people reporting that poor health affects their sex life, few seek 
clinical help. Less than a quarter of men and a fifth of women who reported that their health 
affected their sex life had sought clinical help, (usually from a GP rather than specialist) (Field et al, 
2013). 
 
Evidence suggests that, although many major health conditions are recognised to affect sexual 
function, clinical advice about the effect of ill health on sexual activity is often not given, even when 
the condition is gynaecological or genital, and doctors rarely ask patients about their sexual 
function (Field et al, 2013). Not only are patients sometimes unwilling to discuss problems, but 
healthcare professionals may also have poor awareness and little training about advising and 
communicating with patients about sexual problems. This issue needs to be addressed, because 
sexual problems are common and can cause distress, indicate underlying physical or mental 
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health problems and can be iatrogenic (i.e caused by the treatments for other health conditions 
such as drugs or surgery).  
 
The sexual health of older people has historically been a neglected area of research, but more 
recent public health policy reflects an increasing awareness of the interdependence between 
sexual health and general health (Field et al, 2013). On the one hand, people are living longer and 
have expectations of continued sexual fulfilment as they age. But on the other hand, ill health 
increases in old age and the proportion of the English population reporting one or more chronic 
conditions rises from 17% in individuals younger than 40 years, to 60% in those older than 60 
years (Field et al, 2013).  
 
NATSAL-3 findings indicate that many patients with chronic ill health are already aware that their 
health has an effect on their sex lives. Therefore, awareness and guidance needs to increase and 
improve along with communication skills, so that problems are acknowledged and openly 
discussed and dealt with in appropriate ways (Field et al, 2013). 
 
Sexual function 
Sexual function is an important component of quality of life. It is associated with mental and 
physical wellbeing and with relationship satisfaction. However, sexual function is rarely explored in 
a public health context (Mitchell et al, 2013).  
 
Sexual function in the context of NATSAL-3 used a definition of function relevant to everyday life. 
So in other words, the questions assessed a range of themes such as enjoyment and interest in 
sex, compatibility of sexual likes and dislikes and frequency of interest in sex with partner, 
satisfaction with sex life and recent sexual problems (Mitchell et al, 2013). 
 
Low sexual function was associated with increasing age, but also (after adjustment for age), 
unemployment, poor self-assessed general health and depression (Mitchell et al, 2013). The 
relationship between low sexual function, self-esteem and depression among those out of work is 
already established in the literature and suggests that routine enquiry about sexual problems 
among those with mental and general health conditions could be warranted (Mitchell et al, 2013). 
 
Perhaps unsurprisingly, participants who were not happy with their relationship were more likely to 
have low sexual function, as were both sexes who reported finding it difficult to talk about sex with 
their partner and researchers also noted that low sexual function was associated with relationship 
breakdown (Mitchell et al, 2013).  
 
One in four men and women report not sharing the same level of interest in sex as their partner. 
One in five participants of our survey has a partner with sexual difficulties, and the proportions 
increase with age particularly among women. Nearly half the women in the oldest age group are 
affected, in part because male partners are increasingly susceptible to erectile difficulties as they 
age (Mitchell et al, 2013). 
 
Low sexual function was also more common amongst those who reported a poor first experience 
of sexual intercourse (e.g had regrets about the timing, autonomy of decision and use of a reliable 
form of contraception). In other words, the effect of a bad first experience seems to persist for 
many people (Mitchell et al, 2013). 
 
Strong associations were also observed between low sexual function and a higher number of 
sexual partners over the lifetime, paying for sex, diagnosis of sexually transmitted infection, non-
volitional sex and reporting same-sex partners. Reasons for the association with reporting same-
sex partners are unclear (Mitchell et al, 2013). NATSAL-3 has provided the first prevalence 
estimates of sexual problems in the British population for 10 years and has established that sexual 
problems lasting at least 3 months in the preceding year were common, even in young people with 
more than 40% of men and 50% of women reporting one or more problems (Mitchell et al, 2013).  
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The association between low sexual function and other outcomes found by NATSAL-3 has 
implications for the targeting of interventions to address problems with sexual function (Mitchell et 
al, 2013). For example, the sizeable prevalence of sexual problems in young people calls for 
provision of appropriate advice and help aimed at improving the quality of sexual experience, with 
a greater emphasis on sexual wellbeing in educational interventions and services designed for 
young people. Also, as lack of sexual competence at first intercourse was a risk factor for low 
subsequent sexual function, interventions should be in place before onset of sexual activity 
(Mitchell et al, 2013). 
  
It is important to note that NATSAL-3 found that a large proportion of sexually inactive individuals 
were not dissatisfied, distressed or avoiding sex because of sexual difficulties and cautions against 
assuming that sexual inactivity is in itself a problem (Mitchell et al, 2013). 
 
The NATSAL-3 researchers propose that sexual function could be included in quality of life 
measures and as an indicator in studies assessing the success of sexual health interventions; in 
education, the sexual health curriculum could include positive as well as negative aspects of 
sexual experience; and in clinical practice, increased efforts could be made to address sexual 
problems within services for diagnosis and care of sexually transmitted infections, as well as in 
primary and secondary care (Mitchell et al, 2013). 
 
Sexual violence 
 
Sexual violence is increasingly recognised as a public health issue because the potential health 
effects are broad ranging and include physical, sexual/reproductive and mental health issues. 
Despite this, information about prevalence, associated factors and the consequences for health in 
the UK population is scarce. NATSAL-3 is the first of the NATSAL surveys to include questions 
about sexual violence and the first population-based survey in the UK to explore the issue outside 
the context of crime (Macdowell, 2013).  
 
NATSAL-3 uses the term, ‘non-volitional sex’ (meaning sex against a persons will), because it is 
generally agreed that the use of the term rape is to be avoided in research because it is highly 
subjective and likely to lead to under-reporting. Non-volitional sex was found to be mainly an 
experience of young age and strongly associated with a range of adverse health outcomes in both 
women and men (MacDowell, 2013). One in ten women and one in 71 men reported experiencing 
completed non-volitional sex (MacDowell, 2013). The research also suggested that those who 
suffer sexual abuse early in life are more likely to be re-victimised later. Other groups known to be 
vulnerable to sexual victimisation were: men who have sex with men; people who grow up in care; 
people with mental health problems; and people with disabilities (Macdowell, 2013).   
 
The fact that non-volitional sex was found to be mainly an experience of younger age serves to 
emphasise that early intervention is essential. Researchers do also point out however that young 
people are more likely to speak to someone about the occurrence of non-volitional sex and to 
report it to the police (Macdowell, 2013). 
 
Child sexual exploitation (CSE) 
The sexual exploitation of children and young people is a form of child sexual abuse and causes 
significant damage to their physical and mental health (DfSCF, 2009). Any child or young person 
may be at risk of sexual exploitation, regardless of their family background or circumstances, 
including boys and young men as well as girls and young women. However, some groups are 
particularly vulnerable, including children and young people who have a history of running away or 
of going missing from home, those with special needs such as learning disability, those in and 
leaving residential and foster care, children who have disengaged from education, children abusing 
drugs and alcohol, migrant and unaccompanied asylum seeking children and those involved in 
gangs (DfSCF, 2009). 
 
New technologies which have given rise to new social norms (many young people have never 
known a world where selfies, Instagram, Snapchat, sexting etc.. did not exist) and changed 
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expectations of sexual entitlement – and with it a confused understanding of what constitutes 
consent. Training  for front-line staff (police officers, health professionals, schools etc..) has been 
identified as necessary to help identify children at risk for (Coffey, 2014), and there are also tools 
Brook have developed some tools of CSE (‘Spotting the Signs’ and the ‘Traffic Light’ tool, both 
supported by the Department of Health). 
 
CSE cannot be dealt with solely by individual local authorities, police divisions or public health 
authorities each operating in their own silos. Offenders and victims cross administrative boundaries 
and so should the statutory agencies’ responses (Coffey, 2014). 
Sexual health services are one of the agencies with a key role to play in identifying children and 
young people at risk of CSE, as repeat sexually transmitted infections, pregnancy and terminations 
can be signs of CSE (Coffey, 2014).  
 
In Wirral, the Public Health team commission workforce training to provide frontline staff from a 
range of agencies involved with children and young people with the skills knowledge and 
confidence to apply these tools (training currently provided by Brook). 
 
New and emerging technologies relating to sexual health (e.g social media) 
 
Concern about the sexual activities and relationships of young people are not new but the rapid 
expansion of technology has changed the nature of the debate. Teenagers are the most 
technology-savvy group in the UK, with much of their social lives conducted online, and it is clear 
that young people have access to a much less moderated world than previously existed (Parker, 
2014). 
 
Holistic approach to sexual health information and SRE 
 
The case for adopting a more holistic approach to sexual health has generally been made on the 
grounds of the benefits for control and prevention of STIs, HIV, and unplanned pregnancy and the 
evidence that lends support to such claims is growing (Wellings & Johnson, 2013). For example, 
studies have reported associations between sexual violence against women and risk factors for 
HIV, other STIs and unplanned pregnancy (Wellings & Johnson, 2013). 
 
Mechanisms to explain these associations are both direct (forced sex is likely to be unprotected) 
and indirect (repeated abuse might lead to a reduced sense of self-worth and acceptance of high 
risk practices) (Wellings & Johnson, 2013). The links appear to be bidirectional: sexual violence 
might lead to increased risk of unintended pregnancy and STIs, and disclosure of unintended 
pregnancy or infection to an intimate partner might trigger abuse (Wellings & Johnson, 2013).  
 
Calls to incorporate pleasure into sexual health programmes have cited evidence of the increased 
effectiveness of interventions which do so (Wellings & Johnson, 2013). The logic is simple. People 
have sex for various reasons, but mostly because it is pleasurable, and interventions that 
safeguard pleasure are more likely to work than those that do not (Wellings & Johnson, 2013).  
 
By contrast, negative sexual experience is bad for us. The physical and psychological pain that 
results from acts of non-consensual sex, the effects on self-esteem of exploitative sex, and the 
effects on mental health of sexual dysfunction are considerable. Sexual violence is linked to a raft 
of negative health outcomes that can last a lifetime. The link between sexual satisfaction and the 
stability of relationships is well documented, and has health and social consequences - the 
implications of divorce and separation are of profound public health significance (Wellings & 
Johnson, 2013).  
 
Yet pleasure rarely features in sex education curricula, and when it has, it provokes outrage or 
derision because teaching young people how to achieve sexual enjoyment is unacceptable in most 
cultures. Instead, curricula typically focus on reproductive maturation and conception. Locating sex 
within the context of procreation might be easier for services and professionals to deal with, but 
sexual activity is not primarily, or even necessarily, about reproduction (Wellings & Johnson, 2013). 
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A range of factors contribute to a population’s sexual health, such as social context and norms and 
the interplay between behaviour, relationships, and health status. An overwhelming concern – 
reflected in research conducted specifically with young people in 2014 – was that easier and wider 
access to porn and sexually explicit material is creating unrealistic norms and assumptions for 
young men and women in how they should conduct their relationships - especially in the absence 
of high-quality sex and relationship education. It is clear that young people want to talk about sex 
and relationships and want more support. The challenge is to provide that in a way that is 
supportive, builds resilience and allows young people to flourish (IPPR, 2014). 
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