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SHNA 2014-15: Stakeholder Event Feedback 

 

The aim of this event was to bring together professionals with a stake in the sexual health agenda 

locally and explore their views on the key challenges for sexual health locally, possible gaps in 

service, and opportunities to increase integration and collaboration within and beyond sexual 

health services.  Attendees came from a range of statutory and voluntary organisations, including: 

Wirral Community NHS Trust, Wirral Family Support, Local Pharmaceutical Committee, Children’s 

Centres, Age UK, Mencap, Brook, Tomorrow’s Women, Phoenix Futures,  Sahir House, Terrence 

Higgins Trust, and Wirral Change. 

 

The session was designed to be as interactive as possible. Following a presentation on the state 

of the Wirral (sexual) nation and some of the issues we perceived to be important the session was 

structured around three activities – the ‘wall exercise’, a quick way of ascertaining individual views 

on a series of key questions; case studies with group discussion, which aimed to get people 

thinking about wider needs and client journeys; and the preference exercise, which asked 

participants to rank suggested actions related to important outcomes. 

 

The themes from each of these exercises are given below, and overarching findings are drawn 

together at the end. This information is fed into the summary needs assessment document, which 

summarises headline findings and the implications of these. 

 

1. The Wall Exercise –to gain a snapshot view of participants’ response to a series of 

questions 

  

Q1 How can we work collaboratively to deliver better sexual and reproductive health 

services for Wirral residents?  

 

 Establish then consolidate working relationship with all stakeholders –possible network that 

would focus on low level training, prevention, intervention and referral across sexual and 

reproductive health, recovery services and mental health (inc.DV) 

 Share best practice, workspaces, meetings, training, expertise. The word ‘share’ appeared 

in over 75% of responses to this Q 

 Developing a network 

 Strong lobby for Wirral residents with LD (who are on the outer fringes of service provision 

and for who there are many concerns and risks) to have their service needs assessed and 

incorporated 

 Understand what is on offer at SH services- debunk myths – provide regular ‘Walk 

Through’ of the service offer across providers and agencies  

 

Q2 How can the prevention role of the wider non-health workforce be developed? What 

should it include? 

 

 Up-to-date specific training and resources to instigate discussions 

 Robust and agreed pathways for seamless transition between services 

 Opportunities to shadow more specialist services 

 Training for all staff working with all ages- not just those working with YP –cf Brook training 

for YP as possible model 
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 Condom distribution 

 HSIS to be delivered appropriately in primary schools 

 Normalise ‘good’ sexual health 

 Must be high level buy-in to acknowledge that moderating sexual behaviours are part of the 

‘solution’ and then have a workforce able to deliver a universal low level service 

 Sexual health promotion as part of the wider workforce training eg Choosing Health/Making 

Every Contact Count 

 Develop network opportunities 

 

Q3 How can we develop services that provide for low level needs without having to go to 

sexual health clinics? 

 

 Provide low level services in a wider range of places 

 Drop ‘sexual’ health service and develop a wellbeing model based on trio of inequality 

drugs/alcohol/mental health and reproductive/sexual health 

 Fantastic training required for general advice workers within local third sector organisations 

 Community engagement projects 

 Clever use of new media  

 

Q4 How do we link sexual, reproductive and HIV pathways into other areas of care eg 

alcohol, drugs, youth, abortion and mental health services? 

 

 Clear integrated pathways with ‘junction boxes’ into other services 

 Encourage and consolidate networking 

 Client needs assessment at referral stage to include ‘3 (?) big questions’ which trigger 

different levels of response, to be developed and road tested universally across a ‘well 

being’ network 

 Sexual health universal in staff training- depends on senior buy-in for success 

 Front line workers trained more in sexual health but also  eg THT can offer space for 

mental health and alcohol/dependency ‘surgeries’ at Bridge Street 

 Shadowing opportunities for staff 

 

Q5 How do we ensure that services are appropriate for all life stages and are inclusive? 

 

 Ensure that messages are given in an age appropriate manner-do not assume that all are 

sexually active or all aware of contraception –repeat!! 

 Staff training to gain confidence in addressing the wide range of issues which may arise 

along the life course 

 Social marketing to specific populations and to change stigma and perceptions 

 Offer walk-throughs for groups less likely to visit, e.g. BME or LD 
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2. Case Study Exercise – read and consider the questions  

 

What are the risks for these individuals and what are the existing pathways and /or gaps in 

current service provision and partnership working which we need to address?  

Are there any trigger points for action from health/other professionals?  

How can we ensure professionals and patients/clients are risk aware and where and how to 

seek advice and support?  

 

NB these case studies are composites based on population groups in Wirral known to be at 

greater risk of poor sexual health. 

 

Case Study 1 

Anil is 44 and has a small and successful internet business and an interest in family restaurants. 

He is married with 3 children and he and his wife have high ambitions for them. 

When Anil was a student he realised he was attracted to both women and men and had sexual 

experiences with both, which he enjoyed. He had a chlamydia test once, (positive), but his double 

life was a secret.  

Since he married he has been faithful to his wife and is a pillar of his community. He is well liked 

and principled and is thinking of standing for the local council. 

However recently times have been harder for small businesses, and he has been drinking a lot 

more. Also he has been travelling drumming up business, and has started using Grindr and other 

apps to hook up with casual male partners. He gets a buzz out of it and although he is fussy about 

his partners he is taking risks. He is currently not infected with HIV or anything else but the odds 

are shortening. 

 

Stakeholders said: 

 Anil is putting his wife at risk as well 

 Use partner acquisition apps to raise awareness of risks for MSM seeking casual hook-ups 

 SME lifestyles campaigns including alcohol as disinhibitor, stress relief  

 Is there a role for Health Checks? 

 How are BAME community engaged? How are we working together? 

 Parental awareness course for on-line risks could get noticed by Anil and impact on his 

behaviour 

 He is in denial about the risks- is it a stress release?  

 Ensure business messages inc health messages –link to trade orgs, Chamber of 

Commerce? 

 

Case Study 2 

Kelly is just 16 but looks older. Compared to her friends she thinks she is level headed. She looks 

after herself, does not smoke but enjoys a few drinks on a night out. Money is always a problem as 

she has expensive taste- but her mum likes her to look nice.  She plans to leave school and go to 

college but is not sure what to study, maybe fashion. 

Recently she met Darren. She is not sure how old he is – about 22 or 23 she thinks. He was nice, 

not pushy and he told her he has a flat, car and a business (she does not know what) and he 

seems to have plenty of money –he paid for her and her friends mini-cab home and then texted to 

make sure she had got home safely. Darren hopes they will meet again –they seem to like the 

same things he says and she is not like other girls. 
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Stakeholders said: 

 Kelly very likely to be under the radar at school, and not identified as a girl possibly 

vulnerable to CSE 

 For a girl with expensive taste the idea of a boyf with ££ is attractive 

 Parental awareness sessions of on-line and other risks associated with older boyfriends via 

school (R&R) but delivered by external experts? 

 School RSE curriculum to be more focused on relationships and risk, respect and 

responsibility but Kelly probably beyond that now- needs more practical advice on how to 

handle the invitation from Darren to meet up again –on-line Kooth- agony aunt type thing? 

 Levels of awareness raising required for different audiences 

 Darren could be straight up and may be shocked when he finds out that Kelly is just 16 

 

Case Study3 

Jodi is 24 and thinks she is in control of her life, she has a promising career, ‘work hard play hard’ 

is her mantra. She does not use contraception as she does not want hormones in her body. 

However she has continuous short relationships with occasional overlapping partners. She goes to 

the clinic to get tested and is a bit of a regular. In spite of not liking ‘hormones’ she has had free 

emergency hormonal contraception  more times that she can remember and has also had 2 early 

medical abortions.  

Jodi’s last partner has passed on genital warts but she does not know that yet. 

 

Stakeholders said: 

 What is going on here? 

 There are many lost opportunities from health professionals across the system and this is 

costing money and there are diminishing returns for Jodi   

 Develop a flagging system for frequent service users- mini case conference and a/plan for 

the next time Jodi attends a service 

 Jodi playing high risk stakes (fertility /STIs) and may like to be offered the opportunity to 

engage in a 1:1 with a counsellor – what is behind her behaviour and what could be the risk 

to her career, or does her career contribute to the risk behaviours?      

 

Case Study 4 

Kate is 51 and lives in West Kirby. She has two grown-up children and is divorced. She has ample 

disposable income and a wide circle of friends-evenings out usually involve a large glass of wine 

or two. Kate ‘looks after herself’ and has lost a few pounds since her divorce. She has a new zest 

for life. 

Last summer Kate went on holiday to a retreat in India where she had unprotected sex with a 

fellow guest Leo, following a few drinks at the final night party. She wasn’t worried about getting 

pregnant. 

Kate has started dating again, having met Richard through Guardian Soulmates. Richard, 45, is a 

‘free spirit’ and although they are having unprotected sex Kate doesn’t know much about his 

sexual history. 

Kate considers the people she has slept with to be in good health and would go to her GP for any 

health concerns.  

Kate doesn’t know it but she has been infected with HIV. 
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Stakeholders said: 

 Older women dating again are quite vulnerable to STIs, although not having to worry about 

becoming pregnant will be uppermost in their minds. 

 Unless encouraged to test Kate is likely to be a late diagnosis –a role for practice nurses? 

 There are opportunities for primary care to make Kate aware of risks and provide a condom 

teach: travel vacs, smear- practice nurse ideally placed to discuss 

 Health Checks? 

 Role of on-line dating agencies in providing prevention advice?   

 

Case Study 5 

Leah is 21 and mum to Bethan age 3. Her current partner Ryan comes and goes. He has issues 

with gambling, personal debt and now possible depression due to a breakdown in relations with his 

immediate family. Leah is a f/t mum and sometimes goes to her local Children’s Centre in 

Birkenhead with Bethan. In the past 18 months Leah has had two abortions and a miscarriage. 

She tried ‘the rod’ recently (contraceptive implant) but had it taken out after a short time as she 

didn’t like it. Leah has confided in CC staff recently that Ryan is becoming more controlling and is 

always checking up on her. She is not sure if he is seeing other girls and has had enough but is 

struggling to move on. It is 3 months since Leah visited her local sexual health service to have the 

implant removed. She was also tested and treated for chlamydia. Leah declined alternative 

contraception, but took some condoms she was offered. Contraception and STIs are not high on 

her list of priorities at the moment though she and Ryan continue to have unprotected sex. Ryan 

has never attended sexual health services. He’s worried about seeing someone he knows and 

thinks of them being more for women. He tends to use walk in centres rather than the GP. 

 

Stakeholders said: 

 There are missed opportunities to more fully engage in Leah’s sexual and reproductive life: 

terminations, miscarriages and implant removal 

 She has confided in CC staff –this is a call to action to support her-is there a mechanism to 

do this across agencies that is not driven primarily by safeguarding? Can a Family Support 

Worker coordinate an a/plan? Which would include attention to sexual health 

 Leah’s poor sexual health is a part consequence of other very pressing issues- an 

assertiveness programme, the Freedom programme- who can help L. access free nursery 

care for B.? Is she getting all her benefits? 

 There is a gap across the board re starting the conversation about DA (any learning from 

IRIS project?) 

 Ryan- needs some indirect support to assist him to have the confidence to deal with his 

other issues and there is a need to have more inclusive male focussed / young father 

approaches to range of issues. 

 

3. The Preference Exercise 

 

Participants were asked to rank the statements below within the 5 themes of:- 

 Service Provision  

 Workforce 

 Prevention /intervention and self-care  

 Marketing –comms-campaigns  

 Vulnerable and high risk groups. 
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Key:  

Most preferred action 

Second best action  

 

Theme 1 

Service Provision : Flexible model for changing priorities to adapt to the needs of the 
population of Wirral 
 
Ensure comprehensive and planned outreach / intervention services target those less 
likely to access or be able to access mainstream sexual health services. 
 
Ensure specialist comprehensive services hubs. 
 
Ensure people are able to be triaged across into services allied to sexual health eg drug and 
alcohol services, mental health, housing and vice –versa. 
 
Commissioners to be flexible and responsive to provider intel – flex in the contract. 

 

 

Theme 2 

Workforce: The  workforce is equipped and feels confident in their ability to promote 
and support good sexual health for all ages 
 
The general workforce has a clear understanding of confidentiality issues esp for high risk 
groups 
 
The general workforce knows how to access staff with specialist knowledge 
 
Develop a comprehensive programme of vulnerabilities health training for  front line 
providers 

 

 

Theme 3 

Prevention and self-care: People accessing  services are clear about what the service 
offer is and where depending on the need. 
 
Effective whole system single point of access to service elements. 
 
Robust pathways developed between eg sexual health and substance misuse services, all 
YP services, system wide contraception pathway.  
 
Pathways to be developed, agreed and widely promoted. 

 

Theme 4* 

Marketing /Comms/Campaigns: People receive targeted regular communication that 
enables them to make positive health choices. 
 
Develop an agreed calendar of SH campaigns across Wirral and shared by all 
providers taking into account seasonal activity peaks and troughs. 
 
Use new media to reach targeted groups through ‘significant’ apps –gain understanding of 
this emerging field –build on Grindr experience 
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Full and on-the –pace utilisation of technology for the benefit of users and potential users of 
health services. 

 

 

Theme 5  

Vulnerable and High Risk groups: People receive the targeted support they need to 
improve their sexual health outcomes. 
 
Raise awareness ‘Think HIV’ across general settings 
 
Ensure providers understand and are able to meet the health needs of vulnerable and high 
risk groups within Wirral eg LGBT; LAC; MSM. This includes outreach work . Interventions 
should be provided by experienced teams and evidence based. 
 
All providers must seek opportunities to identify and safeguard those at risk inc. 
adopting tool-kits such as ‘Spotting the Signs’ for young people 
 

 

*Theme 4 – more evenly split. 

 

Overarching findings 

 

Sharing and networking 

- Contributors strongly voiced a desire to share more between organisations, whether best 

practice, expertise and reciprocal staff training or working environments 

- Creating a network was seen as an important means of fostering collaborative working 

 

Inclusion 

- There is a need to enable potentially more marginalised groups such as some people 

with learning difficulties and BME groups to engage with sexual health services. This group 

could also include young men. 

- Reaching groups less likely or able to access mainstream services was declared a priority 

in the preference exercise. The sexual health needs of people with a learning disability 

or special educational needs could be considered as part of needs assessment 

- There is a need for a more consciously life-course perspective, with social marketing 

aimed at specific populations to help change perceptions and reduce stigma. 

 

Tackling the causes as well as the symptoms 

- There was widespread recognition of the need to do this better.  Mechanisms included, 

securing buy-in from strategic leaders; developing clear pathways between services, e.g.  

alcohol, mental health, domestic abuse; shadowing specialist services and more training 

- Non-health services, e.g. Children’s Centres would like to be able to play their part in 

advocating and sign-posting for sexual health services (making every contact count 

model), and possibly delivering elements of low-level service. 

- Non-specialist services knowing how to contact specialist sexual health support was the 

priority in the workforce preference exercise 
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- “Junction boxes”: one client, one space, many opportunities to tap into sexual and 

psycho-social support (holistic wellbeing). Tomorrow’s Women is a good example of this 

approach 

- There are too many missed opportunities to identify and support unmet needs. Do we need 

a red flag to highlight a possible need for more intensive support for women accessing 

emergency contraception and abortion more than once or with recognised vulnerabilities? 

Are there trigger questions that might alert non-specialist staff to an unmet need and lead 

to a referral (these could be developed for especially relevant services, e.g. alcohol, drugs, 

mental health)? 

 

Bringing sexual health talk ‘out of the clinic’ 

- This aim will be helped by investing in community engagement as well as working with 

relevant services, including private sector employers 

- Safe sex messages need to be where people will see them – lots of potential to use 

social media to this end and to align campaigns with significant points in the calendar, e.g. 

holiday and exam season as is the case with alcohol, smoking etc. Infiltrating hook-up 

apps could be more cost-effective if health promotion messages are created in partnership 

with drug and alcohol services for example or with colleagues from other boroughs 

- SRE in schools needs to go beyond the facts of biology and equip children with the skills 

and attitudes to negotiate the social world they live in – relationships, respect, 

responsibility and risk (and pleasure!) There is potential to include a parent-directed 

element to this, scoring an inter-generational hit 

- Acknowledgement that for this groups of stakeholders, including  members of the Public 

Health team, achieving any change to SRE in schools means engaging in softer advocacy 

and influencing  

 

Solutions 

- A number of practical suggestions came up during the session 

o Walk-through visits to sexual health clinics for groups who may feel unsure about 

going otherwise 

o No-cost reciprocal training and shadowing arrangements 

o Bring alcohol and mental health support to THT: junction box/safe space 

o Electronic flag system to trigger more in-depth assessment for frequent service 

attenders 

o The ‘contraception suitcase’ with every kind of contraception inside, so that 

people visiting non-clinical services can have a better idea of what the options are 

actually like and have simple questions answered 

Summary  

 

This mixed group of stakeholders were extremely engaged, thoughtful and constructive, and 

appeared to be a network in the making. Their perception of the things they wanted to see change 

was in keeping with the main challenges identified through other lines of inquiry. There was 

marked enthusiasm for working much more collaboratively and to learn from one another.  In 

particular, an appetite for developing a more universal, sexual wellbeing offer  as part of non-

clinical services and a system to enable much easier inter-referral between services/organisations. 

Although, this can be seen as encouraging service-dependence, help to deal with the most basic 

needs in life, e.g. debt, unemployment, precarious housing is a pre-requisite for addressing 

associated risk-taking behaviour. 
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Participants recognised that any efforts  to work differently  would only bear fruit if supported by 

underpinning structures such as clinical and non-clinical pathways, planned training, and crucially, 

high-level support and leadership. 

 

 

 

 

 

 


