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FSRH Consultation Response: Health and Social Care Committee (HSC) inquiry into 

sexual health 

The Faculty of Sexual and Reproductive Healthcare (FSRH) welcomes the opportunity to 

respond to the HSC Committee inquiry into sexual health. FSRH is the largest UK multi-

disciplinary professional membership organisation representing the voices of more than 

15,000 healthcare professionals working to deliver sexual and reproductive health (SRH).  

FSRH produces evidence-based service standards and clinical guidance to ensure the 

delivery of effective, safe and patient-centred care across the various settings where it is 

delivered in the UK. FSRH provides national qualifications in contraception and oversees the 

Community Sexual and Reproductive Healthcare (CSRH) Specialty Training Programme. 

Our goal is to ensure that high standards in SRH care are achieved and maintained 

including through appropriate commissioning to ensure the population can access services 

which realise our Vision for individualised and holistic SRH across the life course. 

Our response to this consultation focuses on issues related to the delivery of services in the 

community, general practice and NHS organisations; funding and commissioning of public 

health interventions such as contraceptive care and cervical screening; the role of local 

authorities (LAs), Public Health England (PHE) and central Government; and issues 

affecting the workforce delivering SRH care.  

Prevention  

Good SRH enables individuals to pursue their ambitions in education, work and with their 

families. SRH does not solely cover the provision of contraception and the prevention and 

treatment of sexually transmitted infections (STIs). It includes supporting sexual well-being 

and the planning of families. It begins with education and ends with encouraging post-

reproductive health, truly reflecting a person’s life course.  

 

FSRH diagram representing the life-course approach 

Good SRH also supports strong and successful communities and economies. SRH care is 

delivered by both medical and allied health professionals as well as fitting into the domains 

https://www.fsrh.org/about-us/our-vision/
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under the Public Health umbrella1. SRH care is aimed at delivering the best health outcomes 

for the individual, but it also aims to do so for the whole of the population.  

Calculating the high price that society pays from lack of investment in Public Health services 

remains a challenge, because the costs associated with later treatment are spread out 

across a fragmented system for funding and commissioning of healthcare services. However 

there is good evidence that investing in public health, prevention and SRH accrues savings 

across health and social care systems. 

For example a recent systematic review of the effects of cuts to Public Health spending 

concluded that they were misconceived and that ‘local and national public health 

interventions are highly cost-saving’2. Cuts to public health budgets represent a false 

economy and are likely to generate millions of pounds of additional costs to health services 

and the wider economy. 

Public Health England (PHE) has demonstrated how preventative healthcare can save 

money over time. For example every £1 spent on publicly-funded contraceptive services 

saves £9 across the public sector3. PHE states that prevention and early intervention are 

effective in improving or maintaining health and represent good value for money4. PHE’s 

recent ROI tool for contraception (York’s model) and the Bayer Cost Calculator5, looking at 

the impact of unplanned pregnancies, are just two cost calculating tools which evidence the 

cost savings which can be made through investment in contraception as prevention. 

Access and Funding 

Councils' public health grant has been reduced by £331 million from 2016/17 to 2020/21. 

This followed a £200 million in-year reduction in 2015/166. Findings from an analysis carried 

out last year by the King’s Fund on councils’ forecast expenditure in 2017/18 shows that cuts 

to the Public Health budget have forced councils to reduce spending on key services. Sexual 

health services suffered the biggest loss with a 5% cut that amounts to £30 million7.  

The Local Government Association (LGA) has warned that SRH services are at a “tipping 

point”8, a similar conclusion reached by PHE and the Association of Directors of Public 

 ________________________________________________________________________________  
1 PHE has recently launched a set of three documents outlining a new, comprehensive definition of reproductive 
health, situating it firmly in the public health arena. The documents define the scope of reproductive health, 
provide a national overview of its current status and offer a clearer understanding of what women think about 
their reproductive health and the support they need. Please see: 
https://www.gov.uk/government/publications/reproductive-health-what-women-say 
2 Masters, R., et. al., 2017. Return on investment of public health interventions: a systematic review. Epidemiol 
Community Health 2017 (71), pp. 827–834 https://jech.bmj.com/content/early/2017/03/07/jech-2016-208141 
3 PHE 2018. Contraception: Economic Analysis Estimation of the Return on Investment (ROI) for publicly funded 
contraception in England. [pdf] London: PHE. Available at: 
https://www.gov.uk/government/publications/contraceptive-services-estimating-the-return-on-
investment?utm_source=26490afe-f039-4007-ba27-6f9971c3ce5d&utm_medium=email&utm_campaign=govuk-
notifications&utm_content=immediate 
4 PHE 2018. Health matters: health economics - making the most of your budget. Public Health England. [online] 
Available at: https://www.gov.uk/government/publications/health-matters-health-economics-making-the-most-of-
your-budget/health-matters-health-economics-making-the-most-of-your-budget 
5 AGC n.d. Useful Resources. AGC. [online]. Available at: http://theagc.org.uk/useful-resources/ 
6 LGA, 2017. Sexual health services at tipping point warn councils. Local Government Association. [online]. 
Available at: https://www.local.gov.uk/about/news/sexual-health-services-tipping-point-warn-councils 
7 Buck, D., 2017. Chickens coming home to roost: local government public health budgets for 2017/18. The 
King’s Fund. [online] Available at: https://www.kingsfund.org.uk/blog/2017/07/local-government-public-health-

budgets-2017-18 
8 LGA, 2017. Sexual health services at tipping point warn councils. Local Government Association. [online]. 

Available at: https://www.local.gov.uk/about/news/sexual-health-services-tipping-point-warn-councils 

https://www.kingsfund.org.uk/blog/2017/07/local-government-public-health-budgets-2017-18
https://www.kingsfund.org.uk/blog/2017/07/local-government-public-health-budgets-2017-18
https://www.gov.uk/government/publications/sexual-health-reproductive-health-and-hiv-commissioning-review
https://jech.bmj.com/content/early/2017/03/07/jech-2016-208141
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Health (ADPH) in their 2016 survey of SRH service commissioning, which found that LAs 

cannot maintain the current levels of service provision due to cuts to the public health 

budget9. 

The British Medical Association (BMA) has also found that cuts to sexual health services are 

taking place in many areas with existing poor health outcomes, suggesting a mismatch 

between cuts and local population needs10. The report’s main findings point out that “budget 

reductions are leading to unacceptable variation in the quality and quantity of services 

available to the public”11.  

Further evidence indicates that cuts coupled with fragmented commissioning have had a 

severe impact on access to contraception12. The Advisory Group on Contraception (AGC) 

has just released a new report based on Freedom of Information (FOI) requests issued to all 

152 upper-tier LAs in England13. The findings corroborate much of what FSRH's members 

have been reporting on the ground. The AGC found that two thirds of local councils have cut 

their SRH budget since 2016/17. More than 8 million women of reproductive age are now 

living in an area where the council has reduced funding for SRH services. 

Safe abortion care is also an integral part of SRH care. Abortions among the 30-34 age 
group increased from 15.1 per 1,000 women in 2007 to 18.2 in 2017, while rates for women 
aged 35 and over increased from 6.9 per 1,000 women in 2007 to 8.5 per 1,000 women in 
2017 resident in England and Wales14. Whilst there is no evidence of direct causation, FSRH 
is concerned that the increase in terminations of pregnancies for those aged 30 and over 
may indicate an unmet need for contraception.  

Evidence from FSRH members’ survey 

Our members’ survey15 collects views and experiences of our 15,000 members, many of 

whom express concern about the ability to deliver safe, effective SRH to an increasing 

number of patients with reduced funding. The main patterns the data reveals include: 

 58% of respondents said that they had experienced cuts in funding to services over 

the last 12 months 

 ________________________________________________________________________________  
9 PHE, 2017. Sexual Health, Reproductive Health and HIV. A Review of Commissioning. [pdf] London: PHE. 
Available at: https://www.gov.uk/government/publications/sexual-health-reproductive-health-and-hiv-
commissioning-review 
10 BMA, 2018. Feeling the squeeze. The local impact of cuts to public health budgets in England. [pdf] London: 
BMA. Available at: https://www.bma.org.uk/collective-voice/policy-and-research/public-and-population-
health/public-health-budgets 
11 Ibid. A useful case in point is Dorset: ‘Dorset sexual health service was handed a three-year budget cut of 20% 
in 2016. Vacant posts are frozen. Clinics have cut opening times or stopped taking walk-in patients, extending 
waits and journey times. There are already long waits for routine contraception appointments. […] There are, 
however, certain areas with particularly high sexual and reproductive health needs that are likely to be 
disadvantaged as a result of these changes. In the district of Weymouth and Portland, for example, rates of 
under-18 conception are 24.5 (per 1000)’ (BMA 2018). 
12 Please see: APPG SRH, 2015. Breaking down the barriers: The need for accountability and integration in 
sexual health, reproductive health and HIV services in England. [pdf] Available at: https://www.fpa.org.uk/all-
party-groups/all-party-parliamentary-group-sexual-and-reproductive-health-uk 
13 AGC 2018. Cuts to contraceptive care deepen as new data reveal half of councils closed sites providing 
contraception since 2015 – September 2018. [pdf] Available at: http://theagc.org.uk/our-work/ 
14 DHSC 2018. Abortion Statistics, England and Wales: 2017. Summary information from the abortion notification 
forms returned to the Chief Medical Officers of England and Wales. [pdf]. London: DHSC. Available at: 

https://www.gov.uk/government/statistics/abortion-statistics-for-england-and-wales-2017 
15 The data refers to the previous 12 months. The survey can be accessed here: https://www.fsrh.org/policy-and-

media/members-survey/ 

https://www.gov.uk/government/publications/sexual-health-reproductive-health-and-hiv-commissioning-review
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 38% reported reduced provision of SRH services, saying that patients were unable to 

access particular services 

 38% reported a reduction in the variety of available SRH services provided by their 

practice 

 65% reported increased demand for services 

 48% reported poorer patient experience as an impact of these changes 

 49% reported poorer staff morale 

 47% reported reduced staffing levels 

 58% predicted that in the future access to services would be further reduced. The 

reasons advanced for this included reduced funding - reported by 61% of 

respondents and reduced clinical capacity - reported by 46% of respondents. 

 Many areas reported a reduction in the variety of contraceptive provision, particularly 

a reduction in LARC provision. The closure of specialist centres has squeezed the 

time available to GPs. Waiting times are increasing, with some patients having to 

wait more than 4 months for an appointment.  

 Women over 25 are being adversely affected by a reduced variety of services. 

Sexual health service cuts for the over 25s, elimination of menopause services, 

elimination of fitting the intrauterine system (IUS) are all examples. 

Commissioning 

In addition to finding that Local Authorities (LA) cannot maintain the current levels of service 
provision due to cuts, the review of commissioning by PHE and ADPH has also confirmed 
the experience of our members that fragmented commissioning of services is threatening 
access to contraception and other sexual health services16.  

In turn, the survey echoes the findings of the Royal College of General Practitioners (RCGP) 
report published in 2017 indicating that reduced capacity in general practice is leading to a 
reduction in the provision of complex contraception in primary care, with fewer GPs training 
or retaining essential skills in this area. RCGP’s findings reveal that vulnerable patients are 
being excluded from accessing the full range of contraceptive methods, and that health 
inequalities are being widened as a result17.  

Cuts to LAs’ budgets have unintended effects on healthcare services that fall outside their 

mandate but are, nevertheless, essential to the delivery of holistic SRH care. This is the 

case with cervical screening and contraception for the purposes of managing gynaecological 

issues. PHE and ADPH specifically indicate that “LARC and cervical cytology might suffer”18 

due to funding and commissioning challenges and there is now evidence that this is indeed 

the case.  

 

Co-commissioned services: cervical screening and contraception for gynaecological 

purposes 

 ________________________________________________________________________________  
16 PHE, 2017. Sexual Health, Reproductive Health and HIV. A Review of Commissioning. [pdf] London: PHE. 

Available at: https://www.gov.uk/government/publications/sexual-health-reproductive-health-and-hiv-
commissioning-review 
17 RCGP, 2017. Sexual and Reproductive Health Time to Act. [pdf] London: RCGP. Available at:  

http://www.rcgp.org.uk/policy/rcgp-policy-areas/maternity-care.aspx 
18 PHE, 2017. Sexual Health, Reproductive Health and HIV. A Review of Commissioning. [pdf] London: PHE. 
Available at: https://www.gov.uk/government/publications/sexual-health-reproductive-health-and-hiv-
commissioning-review 
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Cervical screening is commissioned by NHS England. Despite being provided by some SRH 

services, cervical screening is not a mandated requirement for local authority commissioning 

and is not included in most sexual health service specifications. Cuts to services, the 

fragmentation of the commissioning landscape and the absence of a national budget line for 

cervical screening have had a knock-on effect on the capacity of primary care, where most 

screening is provided, to deliver this life-saving test. Cervical screening rates have been 

consistently falling and are now at their lowest in two decades. Coverage for women aged 25 

to 64 is now at 72%, significantly below the 80% national target19.  

Similarly, contraception for gynaecological purposes, such as the intrauterine system (IUS), 
which is a LARC method used for the management of menstrual heavy bleeding, is 
commissioned by Clinical Commissioning Groups (CCGs). Many women choose to see their 
GPs when they have a gynaecological issue, but PHE data shows that the number of 
prescriptions for LARCs has reduced by 8% across England between 2014 and 201620. 86% 
of GPs in England provide LARC in their practice, and 39% have reported experiencing cuts 
to the funding for this service21. These women used to be treated cheaply and effectively in 
the community and are now being sent to gynaecologists in hospitals despite the much 
higher cost of this and inconvenience to the patient.  

Overcoming commissioning challenges 

FSRH believes there is a need for SRH care to be more broadly integrated into women’s 

healthcare pathways in the NHS. In our Vision, holistic SRH care means ‘integrating care 

around the needs of the individual, not institutional silos, with people able to get 

integrated/holistic advice and support across the breadth of SRH including contraception and 

STI testing and treatment’22. Another key principle in our Vision is the importance of 

integration – ‘establishing clear referral pathways between services so that care can be 

integrated around the needs of the individual’23. 

Both the Department of Health’s ‘A Framework for Sexual Health Improvement in England’24 

and PHE’s ‘Making it work: a guide to whole system commissioning for sexual health, 

reproductive health and HIV’25 respectively advocate a collaborative and whole-system 

approach to commissioning, which FSRH strongly supports, including patient-centred 

commissioning with care pathways designed around the needs of the individual; 

collaboration among commissioners across boundaries as required by the care pathway; 

 ________________________________________________________________________________  
19 NHS Digital: https://digital.nhs.uk/data-and-information/publications/statistical/cervical-screening-
programme/cervical-screening-programme-england-2016-17 
20 Public Health England Sexual and Reproductive Health Profiles, available at: 
https://fingertips.phe.org.uk/profile/SEXUALHEALTH/data#page/4/gid/8000057/pat/6/par/E12000003/ati/102/are/
E06000014/iid/92254/age/1/sex/2 
21 RCGP, 2017. Sexual and Reproductive Health Time to Act. [pdf] London: RCGP. Available at:  
http://www.rcgp.org.uk/policy/rcgp-policy-areas/maternity-care.aspx 
22 FSRH 2015. Better care, a better future: a new vision for sexual and reproductive health care in the UK. [pdf] 

London: FSRH. Available at: https://www.fsrh.org/about-us/our-vision/ 
23 Ibid. 
24 DH, 2013. A Framework for Sexual Health Improvement in England. [pdf] London: DH. Available at: 
https://www.gov.uk/government/publications/a-framework-for-sexual-health-improvement-in-england 
25 PHE, 2014. Making it work: a guide to whole system commissioning for sexual health, reproductive health and 

HIV. [pdf] London: PHE. Available at: https://www.gov.uk/government/publications/commissioning-sexual-health-

reproductive-health-and-hiv-services 

https://www.fsrh.org/about-us/our-vision/
https://www.gov.uk/government/publications/a-framework-for-sexual-health-improvement-in-england
https://www.gov.uk/government/publications/commissioning-sexual-health-reproductive-health-and-hiv-services
https://www.gov.uk/government/publications/commissioning-sexual-health-reproductive-health-and-hiv-services
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and ensuring contractual arrangements for the commissioned services support the delivery 

of seamless pathways in the most effective and efficient manner26. 

In order to make integrated budgets work at a local level to ensure fully integrated SRH care, 

integrated SRH services should be placed on the Integrated Sexual Health Tariff to avoid 

distortions in service provision. At present, genitourinary medicine (GUM) services and SRH 

services often work on different funding mechanisms. This can create perverse incentives 

and unequal distribution of funding across the services. Tariff contracts allow service 

providers to be paid for activity to be delivered, whilst block contracts pay a fixed sum of 

money to provide a service set out in a specification, this can distort service provision and 

access to SRH in a way that is unrelated to need. 

Role of Government, PHE and LAs 

Strengthening the SRH mandate 

In our previous submission to the call for evidence on local authority (LA) public health 

prescribed activity by DHSC, FSRH called for fully funded SRH services as well as the 

strengthening of the Sexual Health Local Authority mandate. This is even more important in 

a climate of uncertainty surrounding the replacement of the ring-fenced Public Health grant 

with local business rates (BBR) to fund LAs locally from 2020.  

FSRH is aware of the Government’s commitment to maintaining the 2012 legislative 

framework for Public Health and the existing regulations and believes the Government has 

failed to sufficiently acknowledge that the Public Health grant should be prioritised as a cost-

effective, fundamental healthcare spend that includes responsibility for clinical services.  

FSRH also believes that relying solely on business rates to fund LAs’ public health activity 

will compound health inequalities in socio-economically deprived areas. As set out in the 

2013 regulations, all LAs have a duty to maximise the wellbeing of the people living in their 

locality, and the Public Health grant has expenditure conditionalities which enables LAs to 

achieve positive long-term health outcomes. One such condition is LAs’ obligation to have 

regard to the need to reduce inequalities in their area and to only use the grant for expenses 

related to the purposes of their public health functions. Funding LA-prescribed activity with 

business rates does not seem to support LAs in exercising their duty to take steps to 

improve Public Health and reduce inequalities, and it might negatively impact on the success 

of well-established Public Health strategies. 

Standards and accountability 

FSRH’s Vision27 defines the fundamental principles that should underpin SRH provision for 

all to ensure that providers and commissioners are held to account and service users can 

access high quality SRH. One of the principles of good SRH care in our Vision is that SRH 

must be ‘fully-funded based on the needs of the population and the principles of an open-

access service’ and ‘patients must have access to the full choice of contraceptive methods 

and be able see a trained healthcare professional to discuss the full range of contraceptive 

options available to them’ 28.  

 ________________________________________________________________________________  
26 Ibid. 
27 FSRH 2015. Better care, a better future: a new vision for sexual and reproductive health care in the UK. [pdf] 
London: FSRH. Available at: https://www.fsrh.org/about-us/our-vision/ 
28 Ibid. 

http://www.pathwayanalytics.com/sexual-health/about-the-tariff
https://www.fsrh.org/news/fsrh-consultation-response-dh-la-prescribed-activity/
https://www.fsrh.org/news/fsrh-consultation-response-dh-la-prescribed-activity/
https://www.fsrh.org/about-us/our-vision/
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For this Vision to be realised, SRH services must be delivered in accordance with nationally 

recognised standards in SRH, guaranteeing high-quality SRH care and patient safety. 

FSRH’s Service Standards on Sexual and Reproductive Health have been developed 

specifically to support providers and commissioners in providing safe, high-quality SRH 

services. The Standards are recommended for use by all providers commissioned or 

contracted by LAs who provide and manage all aspects of contraception and sexual health29.  

FSRH would also welcome support to LAs, by the Government, in using the Integrated 

Sexual Health Service Specification developed by PHE30. Strengthening LAs mandate 

requires mainstreaming standards of care at LA level, and FSRH would like to see DHSC 

and PHE collaborate on this matter. FSRH has also called on DHSC to enshrine FSRH and 

British Association for Sexual Health and HIV (BASHH) standards in the 2013 regulations. 

FSRH believes PHE should have stronger enforcement powers to enable the agency to act 

on the analyses it produces and to hold commissioners to account for their performance, 

developing more stringent accountability structures. FSRH supports the HSC Committee’s 

recommendation that LA Directors of Public Health should be required, in their statutory 

annual reports to PHE, to publish clear and comparable information for the public on the 

actions they are taking to improve public health and to provide regular updates on 

progress31.  

Workforce 

SRH Consultants 

The UK’s population behaviour continues to change, with a widening of the gap between 

when people start having sex and the age when they have their first child.32 Women are 

therefore spending a longer time preventing unplanned pregnancies. In a context of rising 

demand, healthcare professionals will increasingly need to possess the skillset to confidently 

address the SRH needs of the population.  

A SRH consultant can provide leadership to a population of at least 125,00033 and will 

support the restructuring of services to ensure they are patient-centred, efficient and based 

on Public Health principles. However, the SRH consultant workforce is in a succession crisis. 

It is estimated that one third of the current medical workforce could retire in the next 5 years. 

Without this leadership, there will be no sustainability for new care models. In particular, 

SRH consultants play a pivotal role in supporting the nursing and general practice workforce 

to deliver all aspects of contraceptive care, especially complex contraception. Service 

 ________________________________________________________________________________  
29 FSRH, 2016. Service Standards for Sexual and Reproductive Healthcare. [pdf] London: FSRH. Available at: 
https://www.fsrh.org/standards-and-guidance/documents/fsrh-service-standards-for-sexual-and-reproductive-
healthcare/ 
30 DHSC & PHE, 2018. Integrated Sexual Health Services. A suggested national service specification. [pdf] 
London: DHSC. Available at: https://www.gov.uk/government/publications/public-health-services-non-mandatory-
contracts-and-guidance-published 
31 Health Select Committee (2016) Public health post-2013: Second report of the Session 2016-17 Available at: 

http://www.publications.parliament.uk/pa/cm201617/cmselect/cmhealth/140/140.pdf  
32 National Survey of Sexual Attitudes and Lifestyles – 3 (2013) Available at: http://www.natsal.ac.uk/natsal-
3.aspx  
33 The one SRH Consultant per 125,000 population figure is a widely cited and ratified figure. The figure was 
most recently recognised in HEE Small Speciality Community & Reproductive Health report (2015) and prior to 
that was cited by the Centre for Workforce Intelligence (2013). The figure was originally determined and 
published in the joint Department of Health, Royal College of Obstetricians & Gynaecologists & FSRH report, 
Developing Specialties in Medicine – The case for recognition of Sexual and Reproductive Healthcare as a new 
CCT specialty (2008). 

http://www.publications.parliament.uk/pa/cm201617/cmselect/cmhealth/140/140.pdf
http://www.natsal.ac.uk/natsal-3.aspx
http://www.natsal.ac.uk/natsal-3.aspx
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specifications should reflect this need for leadership so that service, financial and workforce 

planning are intertwined. 

Community Sexual and Reproductive Healthcare (CSRH) Specialty training programme 

In contrast, the Community Sexual and Reproductive Healthcare (CSRH) Specialty training 

programme is the second most competitive specialist training programme in the UK, yet the 

current predicted output of the programme falls well-short of replacing the vacancies that will 

arise due to consultant retirement, let alone address the fact that current consultant numbers 

relative to population numbers are inadequate. Health Education England’s (HEE) indicate 

that training numbers are small and unlikely to provide the service required for the future34. 

FSRH would welcome fully funded CSRH training and consultant posts to help ensure the 

system is effectively training, educating and investing in the new workforce. 

Training - Continued Professional Development (CPD), SRH in primary care and the nursing 

workforce 

It is deeply concerning that Local Authorities do not have to stipulate or fund continued 

professional development (CPD) for healthcare professionals in service specifications for 

SRH services. FSRH believes that all LAs should ensure that service specifications for SRH 

services are designed to include training requirements in their contracts and optimise the 

contraceptive services that the current SRH workforce can offer including access to a clinical 

lead in SRH.  

Similarly, the decommissioning of LARCs in general practice is raising concerns regarding 

the deskilling of SRH clinicians across primary care35. As most women choose to access 

contraception in primary care, it is paramount that women are able to access LARCs and 

that clinicians working in primary care have adequate opportunity to gain competencies in 

delivering LARCs. 

Finally, albeit consultant-led, SRH is and will be increasingly delivered by nurses and other 

healthcare professionals in multidisciplinary teams. In order to further the development of 

nurse competencies and strengthen their leadership role, FSRH believes that service 

providers should commit to actively supporting nurses to undertake further professional 

training. FSRH believes that there should be a structured career pathway for nurses working 

in SRH. 

The equivalence pathway 

We also support the equivalence pathway for doctors; i.e, doctors who apply for entry onto 
the Specialist Register with a Certificate of Eligibility for Specialist Registration (CESR) in 
CSRH. Healthcare professionals may have trained in many elements required for CSRH 
leadership, and the Faculty would support “top up” training programmes for appropriate 
candidates. The CESR route offers more immediate advantages such as meeting demand in 
a shorter period of time. It is also a cost-effective solution and can be targeted at 
geographical areas where there is identified need. 
 
For further information please contact:  
 

 ________________________________________________________________________________  
34 HEE, 2015. Small Specialty Community Sexual and Reproductive Health 
35 RCGP, 2017. Sexual and Reproductive Health Time to Act. [pdf] London: RCGP. Available at:  
http://www.rcgp.org.uk/policy/rcgp-policy-areas/maternity-care.aspx 
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