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FSRH submission to Call for Evidence from the Select 
Committee on the Long-term Sustainability of the NHS  
 
 

FSRH welcomes the opportunity to respond to this call for evidence on the long-term 
sustainability of the NHS. 
 
The Faculty of Sexual and Reproductive Healthcare (FSRH) is the representative body for 
over 15,000 doctors and nurses working in sexual and reproductive healthcare, supporting 
healthcare professionals to deliver high quality care. We provide national qualifications in 
sexual and reproductive healthcare, clinical standards and evidence-based clinical guidance 
to improve sexual and reproductive healthcare for the whole of the UK in whatever setting it 
is delivered.  
 
Whilst FSRH acknowledges the broad scope of this call for evidence, in its capacity as a 
speciality sexual and reproductive healthcare (SRH) organisation, FSRH will be considering 
the theme of long-term stability in so far as it relates to sexual and reproductive healthcare 
and its role as a key healthcare intervention that is focused on prevention and health 
promotion. 
 
Fundamentally, FSRH believes that the current health and care system must invest in public 
health and deliver on the NHS Five Year Forward View’s  ‘radical upgrade in prevention’ to 
ensure the sustainability of the NHS. More specifically, we believe that the Government 
should invest in public health, including open-access and primary care based sexual and 
reproductive healthcare across the lifecourse in order to return wider health benefits and 
avoid significant future treatment and health costs. 
 
Diagram showing the wide reach of SRH across the lifecourse: 
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Summary of recommendations:  

 Funding models should be focussed on prevention rather than demand. The 
Government should invest in health promotion and public health in order to avoid excess 
treatment costs including unnecessary hospital based interventions.  
 

 Public health should not be reliant on funding from business rate retention and should be 
afforded the same protection as NHS expenditure. The Government should ensure a 
centrally-controlled public health budget beyond the 2018/19 ringfence, as evidence 
suggests without this funds will be diverted to other areas. 
 

 There should be investment in SRH in order to avoid substantial health and social costs 
incurred by unintended pregnancy, maternal/child health outcomes and costly 
gynaecological intervention carried out unnecessarily in hospitals. 
 

 The Government should enact statutory PSHE education/ Sex & Relationship Education 
(SRE) and invest in training for education professionals to deliver high-quality PSHE 
education/SRE in order to imrprove life chances, reduce inequalities and reduce 
unwanted pregnancies . 
 

 Health Education England should ensure there are adequate numbers of consultants in 
sexual and reproductive healthcare to secure long term SRH service quality and support 
to primary care and multi disciplinary teams. 
 

 There should be shared core modular training between medical specialties to reduce 
silo-working. Other medical specialties should have the option to ‘buy-in’ to SRH training 
to ensure that the future workforce is equipped to confidently address the wider 
determinants of health and manage issues concerning SRH. 
 

 Greater emphasis should be placed on multi-disciplinary working, and nurse training 
must be supported and developed to ensure that nurses’ roles are strengthened. 
 

 The NHS should be enabled to move beyond traditional models of service delivery and 
upskill allied healthcare professionals in SRH, and other disciplines, to optimise the 
existing healthcare workforce. 
 

 As 80 per cent of women access contraception in primary care, GPs and practice nurses 
must be adequately supported to gain the necessary competencies to deliver all 
available methods of contraception to reduce unintended pregnancies and support 
family planning and spacing of pregnancies. 
 

 Local authorities and CCGs should be required and funded to support continued 
professional development in SRH service specifications to guarantee an appropriately 
trained SRH workforce 
 

 SRH should be integrated into women’s health care pathways in the NHS, including 
abortion and maternity services. 
 

 Integrated sexual and reproductive health services should be placed on one integrated 
tariff to avoid distortions in service provision, which currently impact on the availability 
and accessibility of contraception. 
 

 In an enhanced public health strategy, SRH outcomes indicators should be updated to 
measure rates of unintended pregnancy, access and outcomes in primary care and 
reflect the SRH needs of women across the lifecourse including post reproductive health. 
 

 In an enhanced public health strategy, at a national level there should be clearly set out 
responsibilities divided amongst, and clearly attributed to, national health system 
leaders, while PHE should have stronger enforcement powers to act on data findings. 
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Resource issues, including funding, productivity, demand management and 
resource use 
 
2. To what extent is the current funding envelope of the NHS realistic? 
 

In the context of demographic changes, as well as drastically reduced public health budgets1 
and the forecast removal of the public health ringfence, the funding envelope for the NHS 
(and Local Authorities now responsible for clinical care in SRH) is not realistic. Not only will 
demographic changes increase the demand for long-term condition management, but lack of 
investment in the public’s wider health will further compound the frequency of long-term 
conditions; leading to more complicated, harder-to-deal-with conditions, increasing the 
demand for treatment and threatening the long-term stability of the NHS. This sentiment 
echoed and reiterated with the Health Select Committee’s recent report Public Health Post-
2013 which explicitly recommends: 
 
‘The Government must commit to protecting funding for public health. Not to do so will have 
negative consequences for current and future generations and risks widening health 
inequalities. Further cuts to public health will also threaten the sustainability of NHS services 
if we fail to manage demand from preventable ill health.’2 
 
 
2a. Does the wider societal value of the healthcare system exceed its monetary cost? 
 

There is strong evidence to suggest that there is huge societal value in the prevention of 
unintended pregnancy that far exceeds the cost of investing in contraception. For example, it 
is estimated that if current levels of provision of, and access to, contraception are 
maintained, unintended pregnancy is expected to cost the UK’s social welfare, housing 
benefits and education budgets between £113 billion and £203 billion over the 2015-2020 
period.3 This figure does not take into account cuts to the public health budget, which are 
likely to restrict access to contraception and may increases rates of unintended pregnancy, 
in turn increasing public spend, particularly to the welfare budget.  
 
In addition, evidence suggests that health, educational and financial outcomes for teenage 
mothers, young fathers and their children are far worse than for young people who do not 
have an unintended pregnancy. For example, Public Health England’s Framework for 
supporting teenage mothers and young fathers illustrates that children born to teenage 
mothers have a 63per cent higher risk of living in poverty; men who were young fathers are 
twice as likely to be unemployed at 30; and teenage mothers have higher rates of poor 
mental health for up to 3 years after an unintended pregnancy.4 If this high public 
expenditure and worsened outcomes are taken into account, it is evident that the wider 
societal return of investment in contraception and education categorically exceeds its 
monetary cost and investment in contraception carries huge societal value. 

 ________________________________________________________________________________  
1 Under the terms of the 2015 Spending Review public health budgets will be cut by 3.9% per year, 
representing a real-terms reduction of at least £600million in public health spending by 2020/21 
(Nuffield Trust, King’s Fund, The Health Foundation: 2015). This is on top of the £200 million in-year 
cut announced in July 2015.  
2 Health Select Committee (2016) Public Health Post-2013: Second Report of Session 2016-2017 

Available at: http://www.publications.parliament.uk/pa/cm201617/cmselect/cmhealth/140/140.pdf 
3 FPA (2015) Unprotected Nation 2015 Available at: 
http://www.fpa.org.uk/sites/default/files/unprotected-nation-2015-full-report.pdf 
4 Public Health England and the Local Government Association (2016) Framework for supporting 
teenage mothers and young fathers Available at: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/524506/PHE_LGA_Fra
mework_for_supporting_teenage_mothers_and_young_fathers.pdf  

http://www.publications.parliament.uk/pa/cm201617/cmselect/cmhealth/140/140.pdf
http://www.fpa.org.uk/sites/default/files/unprotected-nation-2015-full-report.pdf
http://www.fpa.org.uk/sites/default/files/unprotected-nation-2015-full-report.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/524506/PHE_LGA_Framework_for_supporting_teenage_mothers_and_young_fathers.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/524506/PHE_LGA_Framework_for_supporting_teenage_mothers_and_young_fathers.pdf
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2b. What funding model(s) would best ensure financial stability and sustainability 
without compromising quality of care? What financial system would help determine 
where money might be best spent? 
 

Funding model(s) should be focussed on prevention as opposed to demand. Investment in 
prevention would have a profound impact on the financial stability and sustainability of the 
NHS, helping the health and social care system to avert excess costs.  With regard to sexual 
and reproductive healthcare, FSRH believes that cuts to the public health budget are a false 
economy and the Government should invest in SRH (and other proven public health 
interventions) to save money for the wider health and care system. The widely cited 
Department of Health statistic that for every £1 invested in contraception saves the NHS £11 
in averted outcomes5 succinctly illustrates how investment in high-quality SRH would bring a 
significant return to the healthcare system by freeing up valuable health and social care 
resources in the long term.  
 
FPA’s report Unprotected Nation 20156, which estimates the financial and economic impacts 
of restricted sexual and reproductive health services, forecasts grave cost implications for 
the NHS if unintended pregnancies increase. If current access to contraception worsens, 
over the 2015-2020 period the expected increase in healthcare expenditure is estimated to 
amount to an additional £1.178 billion in health service costs. This figure only spans the 
maternity service costs associated with unintended pregnancy (abortion, miscarriage, still 
births, live births), not taking into account future health costs associated with maternal and 
child health outcomes.  
 
These estimations are particularly pertinent given that we are already seeing evidence of 
restricted access to contraception following 2015’s £200 million in-year cut to the public 
health budget – restrictions that are only set to worsen with the 3.9per cent year-on-year cut 
to the public health budget announced in the 2015 Spending Review. Findings from the 
Advisory Group on Contraception (AGC)’s audit of local authorities reveal that more than 
one in ten of the audited authorities have closed sites delivering contraceptive care in 
2015/2016 and 11 per cent of councisl indicated that they are reviewing their plans to close 
sites, suggesting further restrictions in access in 2016/17 and beyond. Further, FSRH’s own 
research found that one third of British women aged 18-24 (32per cent) and a quarter of 
British women aged 18-49 find it difficult to get an appointment with their GP, nurse or 
clinician to talk about contraception7. 
 
 
Integrated Tariff  
 

FSRH believes that there should be a single mechanism for payment across all sexual 
health services (those providing GUM care – STI checks and HIV treatment - and 
contraceptive care). To ensure value for money, integrated care and unintended distortions 
in service provision, all sexual health services should be funded through the Integrated 
Sexual Health Tariff8. 
 

 ________________________________________________________________________________  
5 Department of Health (2013) A Framework for Sexual Health Improvement in England Available at: 
https://www.gov.uk/government/publications/a-framework-for-sexual-health-improvement-in-england  
6  FPA (2015) Unprotected Nation 2015 Available at: 
http://www.fpa.org.uk/sites/default/files/unprotected-nation-2015-full-report.pdf 
7 On behalf of FSRH, ComRes interviewed 1108 British women of reproductive age (18-49 years) 

online between the 11th and 15th November 2015. 
8 The Integrated Sexual Health Tariff was developed in partnership with the London Sexual Health 
Programme. Over a period of five years, a wide range of Sexual Health stakeholders have been 

http://www.pathwayanalytics.com/sexual-health/about-the-tariff
http://www.pathwayanalytics.com/sexual-health/about-the-tariff
https://www.gov.uk/government/publications/a-framework-for-sexual-health-improvement-in-england
http://www.fpa.org.uk/sites/default/files/unprotected-nation-2015-full-report.pdf
http://www.fpa.org.uk/sites/default/files/unprotected-nation-2015-full-report.pdf
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The reason for this is simple. At present, genitourinary medicine (GUM) services and sexual 
and reproductive health services (SRH) often work on different funding mechanisms; GUM is 
on tariff whilst SRH services are usually funded by block contracts. Tariff contracts allow 
service providers to be paid for activity delivered - Payment by Results (PbR) - whilst block 
contracts pay a fixed sum of money to provide a service set out in a specification, 
irrespective of levels of activity. These disparate funding mechanisms can distort delivery of 
care and access to contraception in a way that is unrelated to need. This risks allowing 
distortions in provision between GUM and SRH services that are based on the desire to 
increase income, rather than providing a fully-integrated service driven by the needs of the 
patient.  
 
 
Ringfence 
 

FSRH is also concerned by the Government’s plans to scrap the ring-fenced public health 
grant and from 2019 replace this with public health funding through local business rate 
retention.  As set out in the Local Authorities Public Health Functions Regulations, all local 
authorities have a duty to maximise the wellbeing of the people living in their locality. 
However, we believe relying solely on business rate retention to fund public health will 
compound health inequalities in socio-economically deprived areas due to a variance in the 
yield of rates. Therefore, funding public health through business rate retention risks 
reductions in public health funding in areas with the most need; preventing local authorities 
from exercising their duty to take steps to improve public health and restricting the provision 
of, and access to, public health interventions, including contraception. Consequently, FSRH 
urges the Government to extend parity of esteem to sexual and reproductive healthcare, and 
other public health interventions, as healthcare spends that align with those of the NHS and 
directly impact on the long-term stability and expenditure of the NHS.  As such, SRH funding 
and the wider public health budget should be ensured akin to the budget of the NHS (See 
answer to question 6c).  
 
 
Investing in education to prioritise ill-health prevention 
 

In addition, FSRH believes that the status and quality of Personal, Social, Health & 
Economics (PSHE) education must be improved, given the invaluable impact high-quality 
health education can have on health literacy and in turn the prevention of costly health 
conditions. In terms of improving sexual and reproductive healthcare outcomes and avoiding 
unintended pregnancy, investment in robust training for education professionals delivering 
PSHE education and/or SRE would ensure that young people are equipped with the health 
literacy skills to take charge of their own sexual and reproductive health and know how to 
navigate the public healthcare system to meet their own contraceptive needs. Not only is this 
a key empowerment tool to enable young people to exercise their sexual and reproductive 
rights, but it is a key preventative tool to help the NHS and the social care sector avoid 
incurring the associated health costs of unintended pregnancy.   
 
 
 
 
 
 
 

 ________________________________________________________________________________  
involved in the development of a new integrated pricing mechanism including Providers, 
Commissioners, representatives from all the major London and National stakeholders, including the 
HPA, BASHH, FSRH and Department of Health PbR and more recently, regional evaluation and 
feedback from across England.  

http://www.legislation.gov.uk/uksi/2013/351/pdfs/uksi_20130351_en.pdf
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2d. Should the scope of what is free at the point of use be more tightly drawn? 
 

Access to contraceptive information and services is a fundamental human right, rooted in 
basic human rights protections.9,10 It is also a vital healthcare intervention, which, 
irrespective of who it is delivered through (local authorities or NHS England), must remain 
free at the point of use. As such, women should never have to pay to have access to the full 
range of 15 contraceptives currently on offer across the UK. We are concerned that already 
many women have to pay very high costs to access some forms of emergency contraception 
– much higher than in other European countries.  
 
 
Workforce 
 
3. What are the requirements of the future workforce going to be, and how can the 
supply of key groups of healthcare workers such as doctors, nurses, and other 
healthcare professionals and staff, be optimised for the long term needs of the NHS? 
 
SRH Consultant Shortage 
 

In order to deliver high-quality SRH that can prevent unintended pregnancy and subsequent 
health costs there needs to be strong leadership of services that facilitates partnership 
working between different disciplines. A report from the Centre for Workforce Intelligence on 
Community Sexual and Reproductive Healthcare outlines that there should be 1 sexual and 
reproductive healthcare consultant per 125,000 people in order to adequately lead local 
systems to cater to population sexual and reproductive healthcare need.11 However, at 
present there is a significant SRH consultant workforce shortage, despite the fact that 
Community Sexual and Reproductive Healthcare (CSRH) is a hugely oversubscribed 
medical specialty training programme. Therefore, to prevent this shortage from worsening in 
the coming years, FSRH calls for Health Education England to urgently address this issue 
and provide more subsidised training places on the CSRH specialty training programme.  
 
 
Cross-medical Specialty Training and Working 
 

High-quality sexual and reproductive healthcare spans medical disciplines (GUM, 
gynaecology, public health, primary care) and, as such, necessitates cross-boundary 
working in terms of patient pathways. Consequently, the supply of key healthcare 
professionals to support this type of working could be optimised through shared core or 
modular SRH training between medical specialties or credentialing.  
 
The UK’s population behaviour continues to change, with earlier expressions of sexuality 
and sexual activity, and a widening of the gap between when people start having sex and 
the age when they have their first child.12 Women are therefore spending a longer period of 
time preventing unintended pregnancies, and sexual and reproductive healthcare as a wider 

 ________________________________________________________________________________  
9 The United Nations Population Fund and Centre for Reproductive Rights (2011) The Rights to 
Contraceptive Information and Services for Women and Adolescents Available at: 
http://www.unfpa.org/resources/rights-contraceptive-information-and-services-women-and-
adolescents  
10  World Health Organization (2014) Ensuring human rights in the provision of contraceptive 
information and services: guidance and recommendations Available at: 
http://apps.who.int/iris/bitstream/10665/102539/1/9789241506748_eng.pdf?ua=1  
11 Centre for Workforce Intelligence (2013) Community Sexual and Reproductive Healthcare 
12 National Survey of Sexual Attitudes and Lifestyles – 3 (2013) Available at: 
http://www.natsal.ac.uk/natsal-3.aspx  

http://www.unfpa.org/resources/rights-contraceptive-information-and-services-women-and-adolescents
http://www.unfpa.org/resources/rights-contraceptive-information-and-services-women-and-adolescents
http://apps.who.int/iris/bitstream/10665/102539/1/9789241506748_eng.pdf?ua=1
http://www.natsal.ac.uk/natsal-3.aspx
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determinant of the population’s health is growing in importance. With this in mind, healthcare 
professionals will increasingly need to possess the skillset to confidently address the sexual 
and reproductive healthcare needs of the people in their care. FSRH believes that broad-
based and basic training that covers women’s health issues and sexual and reproductive 
health would be of great value to many clinicians at early stages in their training, especially 
those training in Obstetrics and Gynaecology, Genitourinary Medicine and General Practice. 
Indeed, this would require a collaborative and reciprocal support from different specialties to 
implement such multi-professional training.   
 
In particular, we believe that the communication and consultation skills that are integral to 
the Community Sexual and Reproductive Healthcare curriculum would be of great benefit to 
other medical specialties allowing them to; 


 develop greater awareness and acceptance of the diversity of sexual behaviour and 

expression of gender  

 confidently include the issue of contraception in consultations with all women of 
reproductive age 

 confidently deal with sensitive issues and sexuality  

 manage discussions around reproductive choice, pregnancy planning, contraception, 
parenthood and abortion and risky sexual behaviour  

 promote healthy behaviours and encourage prevention through affecting lifestyle 
change  

 
 
Current issues with SRH workforce optimisation 
 

Furthermore, it is concerning that local authorities do not have to stipulate or fund continued 
professional development for healthcare professionals in service specifications for sexual 
and reproductive healthcare services. Service providers are only required to maintain 
existing skills as opposed to furthering them and optimising the skillset of the workforce. 
FSRH believes that all local authorities 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.  
 
FSRH is also concerned that public health cuts are resulting in a ‘dumbing down’ of SRH 
service specifications (asymptomatic STI testing and pill prescribing), resulting in a deskilling 
of sexual and reproductive healthcare professionals able to provide the full range of 
contraceptive care (including long-acting reversible methods). Similarly, the 
decommissioning of long-acting reversible contraceptives in general practice is raising 
concerns regarding the deskilling of SRH clinicians across primary care. As 80 per cent of 
women choose to access contraception in primary care, it is paramount that women are able 
to access long-acting reversible contraceptives and that clinicians working in primary care 
have adequate opportunity to gain competencies in delivering long-acting reversible 
methods of contraception. 
 
It is also important to note that SRH service delivery is increasingly multidisciplinary with a 
clear and rising role for nurse specialists in the delivery of care. 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.  
 
Consequently, for the current skillset of the sexual and reproductive healthcare workforce to 
be maintained, and the most financially efficient, effective methods of contraception to be 
delivered, SRH funding must be ensured and workforce training stipulated as part of all local 
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authority service specifications. 
 
 
b. What are the cost implications of moving towards a workforce that is equipped with 
a more adaptable skill mix being deployed in the right place at the right time to better 
meet the needs of patients? 
 

Whilst investment in the traditional SRH workforce is paramount to ensure sufficient and 
appropriate clinical competencies, creating a workforce with an adaptable skill mix that can 
be applied across care settings can be achieved without large cost implications and a focus 
on ‘Making Every Contact Count’. Small system changes such as upskilling allied healthcare 
professionals (for example, community pharmacists and midwives) by improving their sexual 
and reproductive healthcare literacy and skills to signpost to relevant services would ensure 
that they are able to optimise their interactions with the public, using their skills to the 
greatest effect to prevent unintended pregnancy. 
 
 
5. What are the practical changes required to provide the population with an 
integrated National Health and Care Service? 
 

Whilst FSRH acknowledges the need to better integrate the health and care services, we 
also believe that practical changes must be made to integrate public health interventions, as 
vital aspects of healthcare, into NHS care pathways. There is a particular need for 
contraceptive information, support and care to be integrated into women’s health care 
pathways, where current fragmentation is leaving many women at risk of unintended 
pregnancy. We see an example of this in maternity care pathways where the issue of 
contraception is often not raised until the 6-week postnatal GP check-up. However, evidence 
supports that there is a significant window between the birth of a child and the 6 week check-
up where women are at risk of unintended pregnancy.13  In light of this, we believe maternity 
services and health visitors should be mandated to provide contraceptive information, 
support and care before postnatal discharge. Likewise, we are seeing that abortion services, 
commissioned by NHS England, do not align with local sexual and reproductive healthcare 
delivery, leaving vulnerable women unable to access contraception in current abortion 
service models.  

This integrated approach to women’s health is advocated by the CMO, who, last year, 
framed her annual report with the overarching objective to achieve a broader vision of 
women’s health centred on individual patient need, as opposed to medical or commissioning 
silos. In it, the CMO states that we should be working to: 

 ‘Strengthen commitment to integrating pregnancy prevention, pregnancy planning and 
pregnancy care.’14 

Public health is widely seen as boundary spanning, and, as such, public health interventions 
such as contraception should be integrated into NHS service models and care pathways. 
The recent Health Select Committee report Public Health Post-2013 echoes this sentiment, 
making the recommendation: 
 

 ________________________________________________________________________________  
13 FSRH Clinical Effectiveness Unit (2009) Postnatal Sexual and Reproductive Healthcare Available 
at: https://www.fsrh.org/documents/cec-ceu-guidance-postnatal-sep-2009/ 
14 Chief Medical Officer (2015) Annual Report 2014, The Health of 51%: Women Available at: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/484383/cmo-report-
2014.pdf  

https://www.fsrh.org/documents/cec-ceu-guidance-postnatal-sep-2009/
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/484383/cmo-report-2014.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/484383/cmo-report-2014.pdf
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‘There is a need to address the system boundary issues that have negative consequences 
and make sure that they are addressed in the best interests of patients’15.  
 
This approach would ensure a health and care system that is prevention-led at all points and 
centred on the health and wellbeing needs of the individual as opposed to traditional medical 
and commissioning silos. 
 
 
Thinking beyond a treatment focussed model of healthcare 
 

In addition, and as discussed in the response to question 2b, improving health literacy and 
public competency with regards to navigating the healthcare system to best meet individual 
needs is a crucial factor when it comes to promoting prevention and the sustainability of the 
NHS. With this in mind, health issues must be better integrated into the education system 
and the Government must think more broadly about a more holistic vision of healthcare that 
not only spans medical silos but also wider policy areas, such as education, that are also key 
determinants of health.  
 
In regard to sexual and reproductive healthcare, taking this wider integrated approach to 
healthcare necessitates implementing the recommendation of the Education Select 
Committee, Women & Equalities Select Committee, Home Affairs Select Committee, and 
Joint Committee on Human Rights’ recommendation that PSHE education be made 
statutory. Statutory status and investment in training for education professionals in the 
delivery of high-quality PSHE education/SRE will ensure that young people are equipped 
with necessary skills to address their own sexual and reproductive healthcare needs and 
protect themselves against unintended pregnancy and the NHS from the costs that 
unintended pregnancy incurs.  
 
FSRH strongly believes that now is the time to implement statutory PSHE education/SRE, 
from both the perspective of empowering individuals and facilitating NHS Sustainability. This 
viewpoint has also been backed by the Chief Medical Officer, the Children’s Commissioner, six 

medical royal colleges, and many other leading health organisations16. 
 
 
5b. What changes would be required at national and local levels to make integrated 
budgets work smoothly? 

In order to make integrated budgets work at a local level to ensure fully integrated sexual 
and reproductive healthcare, that is to say fully-integrated ‘one-stop shops’ for sexual and 
reproductive healthcare i.e. GUM interventions (STI checks, HIV care) and SRH 
interventions (contraceptive care), SRH services should be placed on the Integrated Sexual 
Health Tariff (see response to question 2b) to avoid distortions in service provision.  

At present, genitourinary medicine (GUM) services and sexual and reproductive health 
services (SRH) often work on different funding mechanisms; GUM is on tariff whilst SRH 
services are usually funded by block contracts. As 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. This risks allowing distortions in provision between 
GUM and SRH services that are based on the desire to increase income, rather than 
providing a fully-integrated service driven by the needs of the patient.  

 ________________________________________________________________________________  
15 Health Select Committee (2016) Public Health Post-2013: Second Report of Session 2016-2017 
Available at: http://www.publications.parliament.uk/pa/cm201617/cmselect/cmhealth/140/140.pdf  
16 See the PSHE Association’s campaign page for full details of the huge support to make PSHE 
statutory: https://www.pshe-association.org.uk/campaigns 

http://www.pathwayanalytics.com/sexual-health/about-the-tariff
http://www.pathwayanalytics.com/sexual-health/about-the-tariff
http://www.publications.parliament.uk/pa/cm201617/cmselect/cmhealth/140/140.pdf


 
 

Page 10 of 14 
 

 

 

 

Prevention and public engagement 
 
6. What are the practical changes required to enable the NHS to shift to a more 
preventative rather than acute treatment service? 
 

FSRH believes that the Government should truly prioritise prevention and help deliver the 
NHS pledge of a ‘radical upgrade in prevention’ by investing to save in public health 
interventions. As the recent Health Select Committee’s report into public health post-2013 
highlights, to do this the Government must address the mismatch between reduced 
spending on public health and the significance attached to prevention in the NHS Five Year 
Forward View. 
 
The Government must also clearly outline where different responsibilities lie in respect of the 
main health system leaders i.e. the Department of Health, Public Health England and NHS 
England. This is particularly important if public health budgets are to be funded by 100 per 
cent business rate retention as Public Health England will no longer be the body accountable 
for public health funding and its distribution, therefore its mandate and responsibilities will 
need to be clarified.  
 
More specifically, FSRH believes that in order to shift to a more preventative model of 
healthcare in terms of preventing sexual ill-health and unintended pregnancy, the 
Government must think across policy areas and enact statutory PSHE education/SRE. 
Statutory status and investment in training for education professionals in the delivery of high-
quality PSHE education/SRE will ensure that young people are equipped with necessary 
skills to address their own sexual and reproductive healthcare needs and protect themselves 
against sexual ill-health/ unintended pregnancy and the NHS from the costs that sexual ill-
health/ unintended pregnancy incur.  
 
 
6a. What are the key elements of a public health policy that would enhance a 
population’s health and wellbeing and increase years of good health? 
 

As FSRH outlines in its Vision, an integral part of enhancing the population’s health and 
wellbeing is high-quality sexual and reproductive healthcare that is accessible to all at every 
stage of the life course. Most women spend approximately 30 years of their lives avoiding 
unintended pregnancy. High-quality, accessible reproductive healthcare empowers these 
women – and men - to avoid unintended pregnancy and sexual ill-health so that they are 
able to lead healthy, fulfilling lives. Therefore SRH needs prioritisation through investment. 
 
 
Fully implementing the Department of Health’s Framework for Sexual Health 
Improvement 
 

The Department of Health’s A Framework for Sexual Health Improvement in England (2013) 
already sets out best practice for the provision of high quality SRH services in terms of:  
 

 Interventions and services that meet the needs of all age groups 

 Collaborative commissioning of a range of services to ensure that they are offered at 
sites that are convenient for user 

 Robust care pathways to ensure seamless onward referral  

https://www.fsrh.org/documents/fsrh-vision/
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 Interventions and services being offered in a range of settings, with convenient 
opening times and appropriately trained staff (including timely access to long-acting 
reversible methods of contraception in primary care) 

 Service provision targeted at groups with particular needs that might be vulnerable 
and at risk from poor sexual health, including young people, gay and bisexual men, 
some black and minority ethnic groups and people with learning disabilities17 

 
However, current SRH service delivery is markedly different to that which the Department of 
Health sets out and in order to enhance the population’s sexual and reproductive health and 
wellbeing the Government must address these issues, taking steps to fully implement the 
Department of Health’s Framework. 
 
 
Interventions and services that meet the needs of all age groups 
 

FSRH recommends that the Select Committee strongly considers women’s life course as a 
key driver that can enhance public health outcomes. The Framework suggests that 
interventions and services should meet the needs of all age groups and specifically states 
the reduction of unintended pregnancies amongst all women of fertile age as one of its 
objectives. These objectives appear to recognise the World Health Organisation’s assertion 
that a woman’s reproductive age spans several age groups from 15-44 years of age.  
 
Despite this point, there are now many examples of SRH services not being made available 
to all age groups. The Advisory Group on Contraception (AGC)’s18 audit of commissioners in 
England, Sex, Lives and Commissioning II, uncovered many restrictions in access to 
contraceptive services based on a woman’s age – directly contradicting national guidance 
set out in the Framework.  
 
This evidence is indicative of the way in which local commissioners are not meeting the 
Framework’s stated aims by commissioning SRH services that do not meet the needs of all 
age groups within localities. This is particularly worrying in light of recent abortion statistics, 
which show an increase in abortion rates amongst women over 25, indicating an evident 
unmet need for contraception.  

 
 
Collaborative commissioning of a range of services to ensure that they are offered at 
sites that are convenient for user and follow robust care pathways 
 

As discussed in our response to Question 5, there is a need for sexual and reproductive 
healthcare to be more broadly integrated into women’s healthcare pathways in the NHS, to 
ensure more holistic care pathways that cater to patients’ sexual and reproductive 
healthcare needs as opposed to medical and commissioning silos.  
 
Both the Department of Health’s Framework and Public Health England’s Making it Work 
respectively advocate the ‘collaborative commissioning of a range of services’ and ‘a whole 
system approach to commissioning’. However, cross-pathway SRH commissioning is yet to 
be realised in abortion and maternity services, where opportunities are often missed to 
address and provide women with contraception. This is creating barriers of access for 

 ________________________________________________________________________________  
17 Department of Health (2013) A Framework for Sexual Health Improvement in England Available at: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/142592/9287-2900714-
TSO-SexualHealthPolicyNW_ACCESSIBLE.pdf  
18  The AGC is an expert advisory group of leading clinicians and advocacy groups who have come 
together to discuss and make policy recommendations concerning the contraceptive needs of women 
of all ages. The AGC was formed in November 2010 with a focus on ensuring that the contraceptive 
needs of all women in England, whatever their age, are met.   

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/142592/9287-2900714-TSO-SexualHealthPolicyNW_ACCESSIBLE.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/142592/9287-2900714-TSO-SexualHealthPolicyNW_ACCESSIBLE.pdf
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vulnerable women who may not seek to address their contraceptive needs once they have 
left these care pathways.  
 
 
Interventions and services being offered in a range of settings, with convenient 
opening times and appropriately trained staff 
 

In addition, it is important to recognise that 80per cent of women choose to access their 
preferred contraceptive method through primary care. Yet despite the national guidance that 
stipulates women should be able to access contraception ‘in a range of settings’, there is 
complex and confused payment for contraception provision in primary care.  
 
For example, the public health budget funds enhanced Long Acting Reversible 
Contraception (LARC) in primary care. However, the payments that practices receive were 
set several years ago and are outdated in terms of both patient demand and need. 
Consequently, this allocation of public health funding does not account for the current level 
of demand for enhanced LARC in primary care. This means that in many instances current 
levels of funding are not sufficient enough to cover the clinician time required and equipment 
costs, ultimately restricting access. GPs are increasingly reporting that they are not investing 
in training in LARC methods because they no longer receive funding to provide it or the 
funding is uncertain.19 FSRH believes that given the high proportion of women who access 
contraception through primary care, additional NHS funding should be identified for primary 
care to prioritise and manage the high demand for contraceptive care delivery in this setting.  
 
 
Data collection and robust measures 
 

An effective public health policy that is truly able to enhance whole population wellbeing 
must ensure that there is a comprehensive understanding of populations, informed by robust 
measures of local health and wellbeing needs. Whilst the SRH indicators in the Public Health 
Outcomes Framework and finger tips data provided by PHE’s SRH profiles are useful 
indicators of unmet need, they are not a comprehensive or timely reflection of the unmet 
sexual and reproductive healthcare needs of women across the life course, with indicators 
skewed in favour over the under 25 age group, which are often several years out of date, 
thereby preventing a timely assessment SRH needs.  
 
For a whole population approach to sexual and reproductive healthcare, indicators should be 
added to this framework that reflect the full spectrum of sexual and reproductive healthcare 
need across the life course. In addition, to fully assess the changing unmet need for 
contraception, a key element of public health policy would require a robust means of 
measuring sexual and reproductive healthcare outcomes and unintended pregnancies. As 
the CMO recommends in her report, this can be achieved through using the London 
Measure of Unplanned Pregnancy (LMUP). To put this measure into practice, the LMUP 
would have to be introduced into routine maternity data collection and included in the 
minimum maternity dataset.  
 
Likewise, given that 80 per cent per cent of women access their desired method of 
contraception in primary care, it is paramount that health system leaders work to develop a 
well-functioning indicator to ensure better data collection, while better enabling assessment 
of access, outcomes and delivery of SRH in the primary care setting. 
 
In terms of accountability and supporting the delivery and commissioning of services, we 
believe that Public Health England should have stronger enforcement powers to enable them 

 ________________________________________________________________________________  
19 Primary Care Women’s Health Forum (October 2014) PCWHF Survey on Primary Care LARC 
Service Available at: http://www.pcwhf.co.uk/images/LARC_Survey.pdf 

http://www.lmup.com/
http://www.lmup.com/
http://www.pcwhf.co.uk/images/LARC_Survey.pdf
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to act on the findings and analyses of data. This would enable Public Health England to hold 
local authorities and commissioners to account for their performance (See 6b).   
 
 
6b. What should be the role of the State, the individual and local and regional bodies 
in an enhanced prevention and public health strategy; and what are the key changes 
required to the present arrangements to support this? 
 

An enhanced prevention and public health strategy must have clear lines of accountability. 
FSRH believes that to achieve the NHS Five Year Forward View’s ‘radical upgrade in 
prevention and public health’ the State must be responsible for ensuring a centrally 
controlled public health budget. Public health funding should not be devolved to local level 
responsibility as part of 100 per cent business rate retention proposals as this risks 
drastically exaggerating existing, and creating new, health inequalities. Instead, FSRH 
believes that the public health budget, as a crucial healthcare spend, should be afforded the 
same level of protection and central control as the NHS budget.  
 
In terms of local and regional responsibilities, there should be collaborative system 
leadership at a local level, which seeks to integrate public health into wider NHS and council 
services. As part of reinforcing local responsibility, it is paramount for Public Health England 
to develop more stringent accountability structures with local authorities. The APPG on 
Sexual and Reproductive Health’s (2015) report Breaking down the barriers: The need for 
accountability and integration in sexual health, reproductive health and HIV services in 
England highlighted a worrying trend of councils not spending their public health grant on its 
intended purpose.  
 
As such, FSRH supports the Health Select Committee’s recommendation that local authority 
directors of public health should be required in their statutory annual reports to publish clear 
and comparable information for the public on the actions they are taking to improve public 
health and what outcomes they expect to achieve, and to provide regular updates on 
progress. Additionally, we support the introduction of benchmarking standards for all local 
authorities’ public health functions, to improve accountability and provide reassurance that 
local authorities are actively working to improve the health and wellbeing of their populations. 
20 
 
 
6c. Is there a mismatch between the funding and delivery of public health and 
prevention compared with the amount of money spent on treatment? How can public 
health funding be brought more in line with the anticipated need? 
 

FSRH believes there is a huge mismatch between the funding of public health compared 
with the amount of money spent on treatment. Primarily, the £200 million in-year cut to the 
public health budget in 2015, and the 3.9per cent year-on-year cut announced in the 
Spending Review, gravely undermine the Government’s commitment to prioritise prevention 
as outlined in the NHS Five Year Forward View. Likewise, as illustrated in our response to 
question 2b, these cuts represent a false economy; investment in prevention is investing to 
save, in the long-term reducing the demand for, and need for money to be spent on, 
treatment.  
 
As outlined above, FSRH believes that the responsibility for public health funding should not 
be devolved in the planned move to 100 per cent business rate retention. For public health 
budgets, the move to a 100 per cent business rate retention-based funding mechanism 
would mean that budgets are not determined in line with anticipated need, but, instead, in 

 ________________________________________________________________________________  
20 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  

http://www.fsrh.org/pdfs/APPGSRHBreakingDowntheBarriersReport.pdf
http://www.fsrh.org/pdfs/APPGSRHBreakingDowntheBarriersReport.pdf
http://www.fsrh.org/pdfs/APPGSRHBreakingDowntheBarriersReport.pdf
http://www.publications.parliament.uk/pa/cm201617/cmselect/cmhealth/140/140.pdf
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line with regional affluence. This presents a clear risk in terms of the exaggeration of health 
inequalities in socio-economically deprived areas.  
 
Therefore, to bring public health funding in line with anticipated need, the Government must 
invest in prevention. Public health funding should be considered as a vital health care spend, 
equivalent to that of the NHS. As such, the Government must ensure the public health 
budget by extending the ringfence beyond 2019 and retaining central control of public health 
funding.  
 
 
6e. By what means can providers be incentivised to keep people healthier for longer 
therefore requiring a lower level of overall care? 
 

FSRH believes that placing all integrated sexual and reproductive healthcare services (those 
delivering both GUM and contraceptive interventions) on tariff contracts would financially 
incentivise providers to invest in prevention. As discussed in question 5b., the way in which 
tariff contracts remunerate service providers for the amount of activity delivered would create 
a type of ‘Payment by results’ financial incentive for integrated SRH service providers to 
invest more funds in enhancing contraception and other prevention provision.  
 
 
Conclusion 
 

High-quality SRH that is accessible to all and integrated into existing NHS service models is 
a financially efficient healthcare spend that would greatly aid NHS sustainability by averting 
the immediate and associated treatment and societal costs of unintended pregnancy.  
 
Ultimately, in order to minimise the impact of demographic change on the stability of the 
health and care system, the NHS must deliver its ‘radical upgrade in prevention and public 
health.’ With this in mind, the public health budget must continue to be centrally controlled 
and ensured, in the same manner as NHS budgets, beyond the 2018/19 ring fence.  
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