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I  
Introduction

A
Background 

Norfolk and Waveney is one of a number of programme demonstration areas for the National Chlamydia Screening Programme (NCSP), a major long-term public health prevention and control programme that offers opportunistic screening for Chlamydia across England.

The multidisciplinary Norfolk and Waveney Chlamydia Screening Steering Group (NWCSSG) is accountable for overseeing the planning and implementation of the Norfolk and Waveney Chlamydia Screening Programme (NWCSP) but is currently not meeting its targets. For example, it is estimated that for the year beginning April 2007 only 3.5% of the target group will have been screened.

The NWCSP has also just started distributing self-testing kits. Experience from other Chlamydia screening programmes, however, has shown varying rates of kits returned, and so there is a need to understand how this could be improved.

The National Social Marketing Centre (NSM Centre) are now working with and alongside the Sexual Health Promotion Unit to help them increase the uptake of Chlamydia screening amongst under 25-year-olds in Norfolk and Waveney and meet the NHS LDP targets of 17% by the end of March 2009.

To assist in this task, research was needed to understand why screening sites signed up to the NWCSP initially and, vitally, what can be done to increase the number of Young People that they screen.

B  
Research Objectives

The overall objective of the research was to understand what will ‘move and motivate’ screening sites to proactively offer screening to young adults to the level required to meet targets (including capacity needs and needs for building in self-reliance and sustainability).

Specific objectives were as follows:

Motivations and barriers to becoming Providers:
· What motivated them to sign up as screening Providers?

· What do they see as the main barriers to raising the number of Young People accessing Chlamydia screening through their service? 

· What are the main costs/trade offs they expect to face themselves? How can these be overcome?

· What are/could be the benefits for them of improving screening rates? Are they aware of any existing targets or relevant contractual obligations that this could feed into (e.g. Do GPs have any targets around engaging with Young People this could help them to achieve?)


Target audience understanding and insight:
· What are their views, and what insights do they have, into what factors influence the screening behaviour of Young People accessing their service?


Experience in, understanding of and attitudes towards delivery:
· What do they do currently (role/activity), if anything, to encourage Young People to practise safer sex and accept screening?

· How, if at all, do they promote their screening service specifically - how would Young People find out about it?

· What is their capacity for testing and treatment and what is wanted/needed to encourage more screening offers?

· What are their views on the current range of services available to Young People and how they might work with other bodies?

· How do they interact with other local sexual health related services? Who do they refer Young People to/for what? 

C
Method and Sample

A series of face-to-face and telephone interviews were conducted with current screening Providers in the Norfolk and Waveney region. These were recruited from a sample list provided were as follows:

· 10 Face-to-face Interviews (45 mins – 1 hour) 

	Category
	Total

Interviews
	Including Sub Categories
	No. Interviews

	Clinical settings
	5
	General Practices & Primary Care
	3

	
	
	Sexual Health and Contraceptive Services
	1

	
	
	Military Base Medical Centres/ Prison Health Centres
	1

	Non- clinical settings 
	5
	College/University
	1

	
	
	Youth support agencies (voluntary and statutory
	2

	
	
	Venues for outreach events/services
	1

	
	
	Other non-clinical settings (probationary service, residential homes/hostels)
	1


Additional criteria:

· Screening Levels achieved (High = 51+, Medium – 11-50, low = 1-9) 

· High screening levels : 2
· Medium screening levels: 3
· Low screening levels: 2
· Nil screening levels: 3
· Type of location: 

· Rural locations: 3, Urban locations: 7
· 30 Telephone Interviews (30-50 mins) 

	Category
	Total

Interviews
	Including Sub Categories
	No. Interviews

	Clinical settings
	19
	Sexual Health and Contraceptive Services
	2

	
	
	General Practices & Primary Care
	13

	
	
	Pharmacies
	1

	
	
	Military Base Medical Centres/ Prison Health Centres
	1

	
	
	Other clinical settings (Early Pregnancy Units, Occupational Health Services,

Termination of Pregnancy Services)
	2

	Non-Clinical settings
	11
	School/ Pupil Referral Units
	 1

	
	
	College/University
	2

	
	
	Youth support agencies (voluntary and statutory
	3

	
	
	Venues for outreach events/services
	4

	
	
	Other non-clinical settings (probationary service, residential homes/hostels)
	1


Additional criteria:

· Screening Levels achieved (High = 51 +, Medium = 11-50, Low = 1-9)  

· High screening levels: 2

· Medium screening levels: 10

· Low screening levels:  12

· Nil screening levels: 6

· Type of location:

· Rural locations: 6

· Urban locations: 22

Previous NMSC research participants

· 3 of the previous participant organisations took part in the research 

· 1 telephone interview, 2 face to face interviews

· University medical centre, Mancroft Advisory Project, and Youth Offending Team

· Fieldwork took place between 24th June and 17th July 2008 

*  *  *  *

II
Conclusions & Recommendations
1. Across the sample, Providers reported a number of barriers which persisted in preventing more widespread Chlamydia screening amongst Young People (YP), and which related primarily to their attitudes towards, and understanding of, the infection itself, and the testing procedure.

2. Two areas emerged as being key to addressing these barriers

· In terms of  general messaging around Chlamydia, raising awareness of the impact of Chlamydia and focusing particularly on the ways in which Young People are at risk

· Normalisation of testing for Chlamydia amongst Young People

3. However, whilst it was perceived that NWCSP might be able to make further contributions in these areas, remit, responsibility and resource for these activities was recognised by Providers as potentially lying elsewhere, with one or more of Central Government, the NHS, the HPA and the DH.  Therefore it may be possible for NWCSP to draw support from these other, larger, organisations.

4. Specific steps which might be taken by NWCSP in order to help Providers start to overcome, or to mitigate, barriers to screening amongst Young People,  and help them engage more with the programme, included:

· Raising awareness of how testing works, by promoting the flexibility, privacy and ease of the procedure. This might include Providers offering a DIY facility on-site or actively offering information about the DIY procedure and return process from home, or Young People being helped through the process by a practitioner.

· Improving the DIY kit by providing a more discreet (and less obviously “the Chlamydia test”) envelope, and a simpler version of the accompanying form.

· More widespread use of incentivisation to screen in the form of ‘freebies’ such as pens, condoms, mobile phone vouchers (mobile phone),  these items were thought to be particularly motivating for students, but probably also welcome for other Young People.

5. Some Providers, typically sexual health Providers, also acknowledged that, with more encouragement and facilitation, they or other Providers may be able to do more.  Increased links between Providers in the form of, for example, higher levels of networking between schools/colleges and sites were cited in this respect, as were various forms of outreach work extended to Young People in their natural environment, such as pubs, clubs, music festivals, workplaces, as opposed to either a clinical or educational setting. A few Sexual Health services were already engaging in this type of activity to good effect, and their ideas might provide a template for use by other Providers.

6. Unsurprisingly many Providers (across the sample) requested more resources, usually in the form of increased funding and/or additional trained staff (and/or support from Chlamydia Screening Office (CSO) /NWCSP).  Funding requests were notable amongst NHS Providers, such as community hospitals and prisons, but particularly amongst GP surgeries (since CSP is not currently part of Quality Outcomes Framework (QOF)). (This is a framework against which GP surgeries are measured and remunerated).   The provision of trained staff may lie outside of the remit and resources of NWCSP, but it might be possible to develop the programme to meet the needs of the Providers in some degree.

7. An evaluation or audit of existing and new Providers might be helpful in targeting those with most potential, by examining the degree to which a provider already focuses on the area of sexual health (or other medical matters); the number of Young People in the target age range they are likely to engage with over the course of a month/year, and the attitude of the staff at the site in terms of how warm and open they are to offering Chlamydia screening, and to actively engaging with Young People to promote testing. 

8. Such an evaluation or audit would also help in identifying those Providers who may need additional support on sign up (or going forward), and therefore would value greater contact with, and general support from, CSO. This would satisfy the desire expressed for more proactive contact (i.e. not just a fresh supply of kits arriving through the post) from CSO particularly amongst Providers who were medium to low screeners. 

9. Going further, ideally, each screening site would have a named representative from CSO, to promote the perception of regular personal contact, and the feeling that particular needs would be understood, and appropriate support offered. The benefits of this would be twofold:

· Firstly, it would enable a regular, but relatively informal ‘catch up’ on the situation at the screening site; for example “How’s it going?”, “Can we help you in any way?”  This would act as a demonstration of interest in them as Providers, although any intimation of ‘checking up’ on the provider should be strenuously avoided.
· Secondly, it would facilitate the provision of general updates on the programme helping to reinforce its ongoing importance; for example:  

· updates on Chlamydia rates in the local area/N&W/regionally/ nationally

· updates on screening levels as a whole 

· how many screens a region needed to achieve targets

10. Beyond personal contact with CSO, there is also a potential role for a website which would allow Providers to seek out information themselves (although they may need prompting via email to do this). The website could also offer advice and training on how to raise and discuss screening with Young People. Other ‘reminders’ in the form of direct mail or items such as pens, could help to keep the programme top-of-mind.
11. There were requests from less confident Providers for additional, possibly ad hoc, but regular, training – low screeners in particular tended not to have staff that were trained in sexual health matters generally.  Ideas and ‘tips’ for introducing the subject of Chlamydia screening into more general discussions with Young People, and shared initiatives around approaches/ tactics for increasing screening levels, along with organised networking opportunities for Providers were all seen as useful support mechanisms which could be provided by NWCSP, and as a way of maximising resources. 

12. Requests were also made by Providers (of all levels of screening) for the provision of more, and more ‘hard-hitting’, promotional material where needed to help them raise and discuss screening with Young People. The anticipation was that such material could be both disseminated with other sexual health material (for example, condoms and other types of family planning), and given to Young People in the course of non-sexual health-related discussions.  The provision of translated materials was also felt to be beneficial in helping to reach ethnic minority audiences.

13. In evaluating the potential screening capabilities and support needs of Providers, the research, although qualitative,  and based on a small sample, did indicate some differences between organisations which would appear to be potential indicators for understanding both what is required to boost screens and how to map expectations in relation to targets.  These differences principally related to

· type of organisation

· remit and level of focus on sexual health

· engagement and degree of enthusiasm in relation to screening

· numbers, age range and types of Young People 

14. The warmest, that is, those Providers who were most engaged and motivated in relation to the CSP, were those where sexual health was a key focus of service provision to Young People; for example, sexual health outreach services, family planning clinics, and GP surgeries where the practice nurse had a sexual health or family planning specialism.  These Providers tended to have the highest numbers of Young People in the target age group presenting for treatment in a number of closely-related areas. The individuals responsible for screening were not only experienced and confident in raising the issue of Chlamydial infection but also highly motivated in relation to screening, and therefore have the potential to act as spokespeople for the CSP. Signing up as many of this type of provider who are not already involved with the screening programme may help to raise screening levels across the area.  In addition, since these types of provider are already highly motivated and proactive, they are likely to need less support and resources, which can be diverted to Providers who need more of both. 

15. Those with potential to increase screening levels, (those conducting medium to low screens), ranged from those Providers who had a high level of interest in the programme, but were restricted in terms of screening/testing delivery – ‘Interested but restricted’ to those who currently had low interest levels – ‘Low interest’.  Both these types of provider tended to be consulting and offering support on both sexual health and other medical matters, and included GP surgeries, clinical settings e.g. military and educational establishments e.g. schools.  
· The ‘Interested but restricted’ category of provider may have capacity to increase screens however time available to screen was minimal given other issues and priorities. In addition, whilst staff were positively inclined towards screening typically experienced limitations around their knowledge and expertise in matters of sexual health, and specifically Chlamydia screening i.e. lacked the strategies or skill sets to discuss Chlamydia testing with the Young People they saw.  For this type of provider, greater levels of support, as previously described, would be instrumental in enabling them to engage more proactively with the programme, and increase screening levels. 

· Low interest Providers in the programme at present were generally those where screening was seen as beneficial but ancillary to their primary service provision. There were currently more resistant as they felt they did not have the time or the resources to dedicate to this service and typically they themselves had low interest or experience in this area. However, it was at least on their radar and these Providers generally conceded that they could be more proactive, given greater support. Information in relation to the ‘bigger picture’ in terms of infection levels, and how their personal contribution was important might persuade them into striving for higher screening levels.

16. There were some Providers for whom screening was a very low priority; these tended to be those Providers where other life issues experienced by the Young People with whom they were in contact dominated service provision – for example, drug and substance abuse, mental health problems and homelessness (often in combination).  These sites tended to be hostels and some outreach services (e.g. drug and alcohol, teen pregnancy). These   Providers either felt that they should be participating in the programme, or that they should not refuse to participate even though in reality they would be unlikely to do a high number of screens.  Often, limited and non-specialist resources were an additional factor in the low interest and low screening levels.  Some of these Providers did have access to trained staff, although this was usually on an occasional or infrequent basis, for example, a sexual health nurse who came on outreach once a fortnight to deal with all sexual health matters.  This type of provider is unlikely to want or be able to engage with the programme beyond the minimum effort, but if the message is right, may increase their efforts. Additional coaching and support may help, and as long as performance expectations are not too high, these Providers can be valuable in helping to raise the profile of the screening programme.

17. GP surgeries, in particular, although potentially a key source for screening levels, do have a number of key barriers that persist in preventing greater numbers of screens:

· Low numbers of footfall of males in target age group

· No financial remuneration means screening takes a lower priority vs. other issues

· Low engagement in programme from nurse which is often as a direct result from low interest from GP doctors, who see the programme as an additional burden to other responsibilities

· Lack of confidence or experience on behalf of many practice nurses

18. Overcoming GP barriers is probably more difficult without any financial incentive, although focus on their contribution to the broader picture and increased networking opportunities with more successful and similar Providers may help. 

*  *  *  *

III
Detailed Findings
 1. 
Attitudes to and Awareness of NWCSP Across all Providers
 1.1     Perceptions of Services for Young People

It was noted that there was a marked variability in the current provision of services for Young People between urban and rural areas in Norfolk and Waveney region. 

Whilst there was a sense that service provision for Young People in urban areas was good in terms of both general support and sexual health – for example, in terms of availability and accessibility of local GUM and Family Planning clinics, and regular clinics in High Schools – a more disparate story emerged in relation to rural areas. There were reports of cutbacks in community hospitals, for example, which meant that GUM clinics were often some distance away, and difficult to access, particularly for Young People with little money, and reliant on public transport. 

“This is the problem with a rural area, always with health care facilities the focus is on the urban areas and the rural areas don’t get enough staffing”

[Community hospital, rural, Nil screens]

1.2     Interaction with other local Sexual Health Services

Most Providers claimed to have at least some interaction or relationship with other services for Young People, such as Family Planning advisors, pharmacies and GUM clinics in particular the use of this last service being widespread for referrals by other Providers. 

 “I’ve made links with pharmacies so I can tell the young person who they’re  

   going to see”



 
[Youth Services, Urban, High screens]
Nurses with sexual health and family planning expertise and specialisms had established relationships with high schools, and many Providers regularly attended multi-agency steering groups.

In the more isolated rural areas, however, links were harder to build, despite the efforts of many Providers, and this may represent a critical opportunity for the CSP in terms of reaching more Young People in the target age group.

1.3     Understanding of NWCSP and Aims

Most Providers interviewed were aware that STI levels, and particularly levels of Chlamydia infection, were increasing, especially amongst 16-24 year olds, and there was also evidence of some awareness of a particularly high incidence of Chlamydia in Norfolk and Waveney (as compared to. other areas in the UK). Most felt that something had to be done to counter this.

“This area has higher than average rate of Chlamydia – I think it’s about twice the national rate”

[General Practice nurse, Urban, Medium screens]

The majority of Providers recalled the Chlamydia Screening Programme (CSP) as a national initiative by the Department of Health to reduce the incidence of Chlamydia, and that the programme focused on the under-25’s in particular, although not much appeared to be known about the programme beyond these facts by the majority.  Some Providers at sites where sexual health was the primary focus – for example, contraceptive Providers and sexual health and family planning nurses – demonstrated more awareness of the aims of the CSP, but in overall terms there appeared to be very little specific understanding of the programme. 
1.4
Motivations to Signing Up

Aside from this recognition that rising levels of Chlamydia infection were an increasingly important issue, two main reasons were given by the majority of Providers for signing up to the programme:

· Firstly, a desire to offer a better service for Young People in both urban and rural areas was mentioned by almost all those interviewed.  This included both directly offering an improved service, and complementing other services offered to Young People, particular the more vulnerable groups. Participation in the CSP was seen as part of this. 

“Young women can access us rather than go through schools if they don’t attend. We can access this group and offer screening”




[Youth support, Urban, Low screens]
“I work a lot with family planning and one of the nurses there advised that it would be a good service to offer. So I contacted NWCSP and signed up”




[Youth support, Urban, Nil screens]
“It’s a good opportunity to use it for health education for young students on campus”




[University, Urban, Medium screens]
· Secondly, the programme was perceived as being easy to implement: screening appeared to be quick and straightforward for some, particularly those already providing sexual health services, and for those not in this category, the availability of the DIY test, and the provision of the result by the CSP indicated that provider involvement and effort would be minimal.

1.5
Involvement in Signing Up to the CSP

There was the some suggestion that not all participants were as involved in, or happy about, signing up to the programme, with an inevitable impact on levels of engagement.  In general terms, programme Providers divided into:

· Those who were proactively involved, for example, Sexual Health service Providers, some educational establishments, some GPs, and a variety of Youth Support services.  These tended to have sought out and signed up for the programme on their own initiative.  Some had been heavily involved in the CSP from start, whilst for others, the programme fulfilled a real need for their organisation, or represented an integral part of their job role, or area of real interest

· Those whose attitude could be termed ‘warmer reactive’, and had signed up to the programme when approached by NWCSP.  This attitude spread across a number of different types of provider, and although not as enthusiastic and dynamic as that of the proactive group were still positive towards the programme.  For these respondents, participation in the CSP fitted their general service remit, and there was no real reason not to sign up

“We were approached by the Chlamydia screening team and I thought it was a really good idea”




[Other clinical settings, Urban, Low screens]
· Those who were ambivalent or more negative about the programme, for example, some General Practices, and Providers in other clinical and non-clinical settings. Some of these individuals had had little or no involvement in the original decision to sign up to the programme, others had inherited the provider role, and still others had been obliged to participate.  One or two had felt unable to say no at sign up, although they had not felt that participation for their organisation was appropriate, even though it provided services for Young People.

“I had my arm twisted a bit. I think they are looking at different areas and different outlets. But I was concerned about our time and our capacity”




[Other clinical settings, Urban, Low screens]
As the level of warmth towards signing up to the programme generally translated to engagement and performance levels, there is likely to be at least some benefit in discriminating between Providers early on in order to target Providers who are likely to be warmer, or to build better relationships with, and provide a stronger rationale for signing up for those who appear to be cooler.

2.       Implementation of the Programme
2.1
Set-up
Mixed views emerged towards the initial set-up procedures.  Many of the sample (including those with sexual health specialisms and experience), felt that the set-up stage of the programme generally met their expectations and requirements. These respondents felt that the information and training provided were more than adequate, and visits by the programme organisers were welcomed by those who received them, as well as being viewed as helpful in further promoting the programme.





“They make it as easy as possible, it couldn’t be easier






[Outreach (Drugs and alcohol), Urban, Nil screens]
Some others, however - often the less confident and experienced – considered the set-up procedure to be too brief and lacking in detail for their needs; for example, the half-hour introduction to the programme was felt to be too short, particularly in view of the lack of subsequent contact from the programme organisers 


“All I had was half an hour chat and a folder and that was it, it would have been helpful to have a bit more information” 






[Education, Urban, Low]
There were also some reports of delays (at set-up, and ongoing) in receiving kits, particularly male screening kits in particular, leading to a feeling of frustration at the inability to ‘get going’


“It hasn’t taken off that well at all. We got forgotten about, and then we got delivery of the female kits but not the male. They say they’ve sent them. I’ve not been impressed by their organisational skills at all – it’s been a bit of a non-starter”






[Surgery, Urban, Nil]

Whilst for many Providers, then, setting up the screening programme was straightforward, it would be useful for NWCSP to identify those Providers who might need greater support at this stage, in order to enable them to engage as strongly as possible.
2.2
Support of CSO 

 
On a day-to-day basis, many Providers were generally positive about NWCSP and CSO, reporting that they were readily available (by telephone) when queries arose, and were both helpful and supportive.

“The team are very good for advice and supplies

[GP, Urban, Medium screens]

“They are very, very helpful if I phone up for advice”

[Contraceptive services, Urban, Medium screens]
However some Providers had not had the same positive experiences, with some frustrations cited, typically around both organisation and set-up. In addition, some Providers claimed that CSO staff seemed hard to reach or failed to respond to a query. Whilst many of these also recognised that there were limited numbers of possibly over-stretched CSO staff, this did not mitigate their own frustrations.




“I’d like them to be much more accessible and supportive”






[General Practice Nurse, Urban, Nil screens]


Whilst screening Providers were generally positive about the CSO, instances were a response was slow or non-existent caused irritation and had the potential to undermine commitment to the programme. 

2.3
Raising Awareness of Screening

Most Providers operated a two-pronged approach:      

· direct, when face-to-face with a young person

· indirect, in the form of marketing materials and, some claimed, events

Any bias towards on or other of these approaches varied in terms of the type of organisation and the attitude, experience, expertise and confidence of the staff involved in screening provision.  

A few of the Providers relied only on the use of marketing materials, with no direct approach being made at all to Young People.  Staff here preferred to offer screening only at the request of a client or patient, and frequently felt uncomfortable about raising the topic of Chlamydia screening with Young People, although some claimed that time pressures, or more pressing issues for the young person prevented a direct approach.



“We wait for them to come to us, we don’t have the time to offer it”




[Other clinical setting, Urban, Nil screens]
“We don’t offer it, I know that we should do, but if a girl has come in terrified that she is going to be pregnant I will focus on that first rather than say while you are here do a Chlamydia test because its going to be rather an ordeal”




[Youth Support, Urban, Low screens]
2.3.1
Raising Awareness of Screenings – Direct Approach

The majority of Providers claimed that they raise the subject of screening only when the consultation or reason for presenting was related in some way to Chlamydia; for example, during a conversation about sexual health or risky sexual behaviour, when concerns or fears were voiced in relation to STIs, or specific symptoms described, when contraceptive advice was being sought (condom provision for example), or a smear test taken.

Most felt that this was the most appropriate time to raise screen, since these conversations and consultations indicated that the client or patient was sexually active, and that introducing the subject of screening was therefore likely to have more impact, and be heard as relevant.

“If a client comes in for one issue and talks about engaging in risky sexual behaviour they can be recommended to other on site advisors”






[General Practice nurse, Urban, Low screens]

“If they come in for emergency contraception and they are not symptomatic then we will say have you had a Chlamydia test”






[General Practice nurse, Urban, Low screens]
“If they are sexually active then I always ask”






[General Practice nurse, Rural, Medium screens]
There was little evidence, however, that the subject of screening was raised or introduced when the reason for presenting was not related to sexual health matters.  Providers were often reluctant in these scenarios as they felt that the subject would not be taken seriously by the young person, instead it would simply ignored or dismissed as irrelevant to the matter at hand. This alongside some reluctance on behalf of the provider (due to resource and confidence issues – see later for barriers) meant that often screening was not raised in this situation.

“If a guy presents with a sore throat, he just wants to talk about that, the last thing he wants is to talk about sexual health”






[GP, Urban, low screens]

Most Providers, then, appeared to be raising awareness about screening through conversations initiated by the young person which directly related to sexual health. As such there may be some value in provision of more material and training for Providers to help with conversation content and with expressing goals and risks clearly.  Certainly the attitude and behaviour of more experienced, confident and specialist (in sexual health) screening Providers would indicate that this would be productive.

One area of discussion felt appropriate for raising or doing screens was with the provision of contraceptive advice and distribution, for example, provision of condoms, or prescription of the contraceptive pill at GP surgeries. Some were utilising the Condom Card scheme to generate screens – with it being obligatory to have had a screen before being able to be part of the screen.





“It was great to add on to providing the morning after pill”






[Clinical setting, rural, low screens] 
However, there was also some confusion amongst Young People, as well as one or two Providers, about the need for screening when using condoms.  Since this form of contraception was seen as representing ‘safe sex’ (in relation to the prevention of contracting STIs, as well as of unwanted pregnancy), it was reported that many Young People felt that there was no need for screening.


“We heavily promote double Dutch here – condoms and the pill so sometimes Young People think they are safe and don’t need a test”






[SH services, rural, High screens] 


Occasions for providing contraceptive advice and condoms were seen as ideal opportunities to introduce the subject of screening, although exposure to risk (even if using condoms) needs to be highlighted if screening is to take place.

2.3.2
Raising Awareness of Screenings - Indirect

The extent of promotion of screening varied across the Providers interviewed, and was not always linked to the number of screens achieved. 

CSP Marketing materials

A handful of Providers admitted to no real promotion of the screening programme. Reasons given for this were varied but included just setting up (and not got round to it), other promotional materials (on different subject matters) dominated or there were barriers to promotion e.g. Governors in schools.

 “I think the idea is great in theory and I think they’d be a big demand, but we’ve not advertised it yet”






[General Practice, Urban, Nil screens]

Beyond these Providers the majority interviewed claimed to be using or have used CSP marketing materials, i.e. displaying posters in waiting rooms/toilets or around their site. This said there appeared to be varying degrees of monitoring of these materials; some were actively ensuring they were readily displayed, whilst others acknowledged less commitment and that these posters may have become superseded by different promotional materials. (CSP materials received a while ago and not refreshed).

Similarly whilst leaflets were again claimed to be displayed and used, there were again varying degrees of ‘monitoring and usage’; some were more proactively using with Young People, for others they were simply left to be picked up (and probably not regularly checked). That said there were frequent requests for more impactful and regular materials to help raise the issue.





“I put posters in the waiting room”






[Other clinical setting, Urban, Low screens]

“I got some posters and leaflets and put them up around the campus, but the student group want bright and funky and these were a little bit too subtle”


[University, Urban, Low screens]

“We’ve got some posters, but we’re the ones who have got to go out and put them up and we are very short on manpower and most of my volunteers are fairly elderly ladies who don’t have the understanding of sexual health as it is today” 
[Community Hospital, Rural, Nil screens]

“More literature, I’d like some better posters, Chlamydia screening does some crap posters!”






[Youth services, Urban, High screens]
N.B. These claims by Providers are at odds with CSO perceptions of use of CSP materials (who perceive to be very low use). This raises several possible issues:

· High levels of defensiveness (on behalf of provider) about own efforts

· Potential perception gap between what Providers believe they are doing and what they are actually are doing

· Possibility that after materials are initially displayed, they do not get refreshed or monitored thereafter without prompting

Other promotional activity

Although some concede that they could do more, the majority of the Providers were doing little indirect promotions beyond using the CSP materials. 

That said a minority of Providers are being more proactive e.g.

· Five respondents reported creating and developing publicity material for past or future events e.g. scanned posters to go into newsletters, student newsletter, creation of own Chlamydia screening posters, healthy summer postcards (healthy eating, the sun and Chlamydia), highlighted within practice information leaflets

· Five respondents also reported using (or benefiting) from other channels to promote service e.g. Internet presence (availability through own website or PCT), radio mentions of their site and SH (not specifically CS), practice information sheets, links with other Youth Projects to reach  appropriate audiences

· Six respondents claimed they/their organisation were doing events to raise CS profile e.g. SH awareness sessions in schools/colleges, ‘pee in pot’ at local college, market stall once a month with different youth themes including CS, visit of pubs or festivals to raise awareness (although on borders so might not always be for N&W PCT) 

· One or two using or proposing to use ‘goodies’ as incentives


“When we got the kits in we put an ad in the student newspaper to say that we had made it available”






[University, Urban, Low screens]

“We have a market stall once a month in Yarmouth. We give away condoms and leaflets and raise our profile of family planning and GUM clinic. We try and find a different theme it might be Valentines Day or we might do a bit of Chlamydia screening promotion. We also have lots of leaflets on site”






[Youth Worker, Urban, Medium screens]

“We do loads of things, go to college fairs, CSP T-shirts, badges, leaflets for schools”






[Outreach (sexual health), Rural, High screens]

“We have done a few groups of boys, there is real camaraderie with the boys, if one goes for it they all will, they love it when you say how responsible they are”






[Youth services, Urban, High screens]





I’m going to a festival this weekend with a stall advertising the tests”






[Outreach Rural, High screens]
N.B. As with the claimed use of CSP marketing materials, these claims again felt at odds with perceptions of the CSO. This may be explained as previously and/or possibly low success in achieving screens, or potentially these Providers may be using different kits and therefore any uptake may not have been noticed by the CSO.

2.4
Screening Procedures

There was a spread of those offering DIY kits and those offering to screen there and then across the sample.

Many Providers appeared to value the anonymity offered by DIY kits, which they appreciated were designed to help Young People overcome confidentiality concerns, and claimed to have these kits readily available to be taken away and returned either to the service provider or by post to the CSP.  However, Providers also admitted that this strategy had mixed success, and that a large number of kits were not used or returned. 


“We have them in the main student office for people to pick up but I don’t know how may do”






[University, Urban, Low screens]

“I’m just supplying the test to the YP, they take it away then I am the depot once they have completed the test. I think that more are done DIY as they don’t have to through me”






[Clinical Setting, Urban, Low screens]
Some ‘warmer’ Providers talked Young People through the process, rather than simply handing out the DIY kit, acknowledging that some Young People found the forms challenging to complete, either through low literacy skills, or low attention span, and this approach was felt to be more likely to achieve results.


Others – usually those already involved in sexual health service provision -  claimed to prefer to conduct the screening themselves, after discussion of the procedure with the young person involved, feeling that this approach was more successful than relying on the DIY kit being used and returned. The screening procedure in these instances was either a urine test, or a cervical swab, and the Providers in question acknowledged that they usually had the time available to conduct the screen


“Nine out of ten times we do it together – I’d rather spend 10 minutes longer and they do it here and ensure it gets done”






[General Practice Nurse, Rural, Medium screens]

Whilst the DIY tests appear to assist in simplifying the screening process and are valued by many Providers as requiring little time or effort on their part, the more proactive and motivated Providers believed that these are unlikely to be effective without provider input.
2.5     Awareness of Targets
There was a spread of awareness levels of Chlamydia screening targets across the sample.

The more engaged Providers (and higher screening achievers) were generally closer to the NWCSP, and therefore more aware of the existence of targets being set.  
“I think that the CSP targets are quite high, but I don’t think that there are any in relation to our site”




[Youth services, Urban, Medium screens]
Amongst those who were aware of targets, there was a sense that they were doing their best to achieve, or help to achieve, these. Overall, however, some resignation was evident amongst several respondents in relation to a failure to achieve screening levels as high as they had hoped for on signing up to the programme, and several acknowledged that they could probably do better, but barriers persisted. 


“I thought that we’d get loads but that doesn’t seem to be the case”




[GP, Urban, Low screens]
The more engaged Providers were those who were closer to the aims and needs of the programme, indicating a possible need for clearer (and simpler?) communication of key programme goals to others.

2.6 
Target Setting
Almost all the Providers in the sample were familiar with target setting per se, since most already had a number and variety in place within their organisation or setting.

Views were mixed, however, in relation to individual provider targets being set for Chlamydia screening.

Some Providers (although usually those who had achieved high screening levels) were relatively positive about target setting, feeling that this was likely to provide impetus for staff to offer more screens, and to raise the priority level of the screening programme, especially if targets were seen as reasonable.

“I’m aware that we need to decrease Chlamydia but I don’t know the figures. That would be motivating”




[Surgery, Rural, Medium screens]
Providers who had achieved lower screening levels, although not exclusively, (and who also tended to be less engaged - GP surgeries, and some other clinical and non-clinical settings, for example) were more likely to express reservations about, or actively reject, target setting. These Providers felt that having to achieve targets was unlikely to motivate rather they felt that they would make them feel pressurised and stressed, (thus potentially resenting the programme) particularly where they perceived themselves to be doing their best at the moment, given the time and resources available to them, and/or where there appeared to be no real benefit to them (financial or otherwise) to achieve such targets.



“I’m doing the best I can, I’m a one man band”




[General Practice, Urban, Nil screens]
Whilst Providers as a whole were not enthusiastic about target setting there was a recognition of its potential value in motivating them to increase screening levels, as long as the spirit was one of co-operation, and not fiercely competitive, or undermining for those achieving lower levels.

Reactions to the proposal of a target of ten screens per month were wide and varied. For those Providers not already achieving this level of screens opinion was mixed, with some being open to the idea and others feeling it was out of their reach.


“I think that we could easily do ten a month”



[Clinical setting, urban, Low screens]
“Yes, I think I could do that, I might just need reminding to make sure I do” 


 [School, Urban, Low screens]
“I suppose we could reach ten a month if we targeted people a bit more, like when we get youngsters in for something completely different and not SH related”



[General Practice, Rural, Low screens]
Those Providers in medical and sexual health settings who also had high levels of target audience footfall were likely to feel that the target of ten screens per month was achievable, although several acknowledged that they might need a ‘gentle push’ in terms of encouragement from the CSO.

Other Providers, however, felt that this level of screening was simply not feasible for them, since other service provision issues took priority. 

“We ask everyone but very few of our clients want one so there is no way we could do ten a month”



[Outreach (Drugs and Alcohol), Urban, Nil screens]

“Having targets would put me off straightaway. We’re saturated with targets. We couldn’t achieve ten every month”



[Other clinical setting, Urban, Low screens]
2.7
 Barriers to Achieving More Screens

A wide range of barriers to increasing screening levels were raised or intimated across the different types of Provider, all of which impacted to a greater or lesser extent on the amount of time and effort dedicated to the CSP, and consequently to screening levels.

Barriers for Providers were categorised in terms of:

· Limited resources (time and staff) 

· Propensity to prioritise CS

· Attitude and experience of staff

· Lack of information/contact

· ‘Red tape’ from organisations

· Specific GP barriers


Barriers relating to Young People (i.e. provider perceptions) included

· Low footfall of target audience

· Refusals (for a variety of reasons, but typically around an assumption of low risk, embarrassment about discussing the issue, and/or apprehension about the screening procedure relating to confidentiality and/or anticipated pain or discomfort).

2.8
 Provider Barriers

2.8.1
Limited Time

Many Providers claimed to have only a short amount of time available or allotted to spend with a client or patient; this was particularly the case with GP Providers.

“We don’t have a lot of time. We have to fit it into a ten-minute consultation



[General Practice, Rural, Medium screens]
Offering to screen was also seen as potentially compromising the primary reason for the visit to provider (again, this was especially the case at GP surgeries), both for the presenting patient and for other patients/clients waiting to be seen.  This barrier was particularly relevant when the client or patient was presenting with an unrelated issue.

“We haven’t got time to just offer them Chlamydia screen, we would send them to get the whole range of STI tests “



[Other clinical setting, Urban, Low screens]
“I might have a waiting room full or 30 people, so if I had a Young Person sitting there who came with in with tonsillitis, and I’ve got another 20 people waiting out there, I’m probably not going to discuss then about Chlamydia screening, because I wouldn’t have the time to do it properly. 


[General Practice, Urban, Low screens]
Restrictions on time represented a real constraint to discussing and offering screening for a significant number of Providers. 

2.8.2 Limited Resources

Staff numbers and availability were claimed to be limited in the case of many Providers, and trained staff in particular (nurse practitioners, for example) were often spread across different locations, working in both GP surgeries and outreach clinics at different times. As a consequence, the appropriate or relevant member of staff was not always available on an ‘opportunistic’ basis (that is, when potential screening subjects presented).  In some cases, an additional complication was a lack or limited availability of same gender staff and/or a reluctance of both staff and Young People to discuss screening, or indeed any matters relating to sexual health, with members of the opposite sex.

“I have a health care assistant who is female, but the men want to speak to a man when it involves issues about down there”

[Other clinical, Urban, Nil screens]
2.8.3
Propensity to Prioritise

Propensity to prioritise Chlamydia screening was largely a function of the role of sexual health within the provider setting.

Providers in this sample tended to cluster as follows:

· For those where sexual health was the primary focus - contraceptive services, and some outreach and youth service Providers, for example - screening was a natural fit with the service offer, and therefore top-of - mind.

· Where sexual health service provision existed alongside other ‘medical matters’ – for example in the case of GP Surgeries, educational establishments, other clinical settings, military establishments, prisons and pharmacies -  sexual health was only one of number of ‘medical’ issues being dealt with.  A range of attitudes existed amongst these types of organisation; those that were ‘Interested and restricted’ and those who simply had ‘Low interest’

·  Those who were ‘Interested but Restricted’, whilst demonstrated an open attitude to screening provision, felt that they were restricted either by their own limitations (experience and confidence discussing sexual health) and some  limitations of their site with regard time available (although this was not always the case). For these types of Providers increased levels of support (including training updates, or updates on CSP) would help them engage more proactively with the programme

· ‘Less interested’ Providers although acknowledged the programme was important, had greater restrictions on their time and were in contrast less motivated themselves (either through lack of confidence or interest). These Providers conceded they could be more proactive if they had more support, however subtle encouragement and information in relation to the bigger picture and the importance of themselves in the programme may help to raise priority. 




“It’s something that we should be doing but it’s finding the time to fit it all in 





[Other clinical setting, Urban, Nil screens]



“Oh I suppose I could ask them, I do sometimes have the time, I’ve just never thought about it”





[School, Urban, Low screens]
  
For Providers were sexual health issues existed for clients/patients alongside other life issues – for example, hostels, some youth projects (pregnancy advice), some outreach and clinical settings - consultations with Young People are often at the level of crisis management, involving problems such as homelessness, pregnancy, and substance abuse.  In these cases, although sexual health is recognised as a closely-related issue, it is frequently not raised because Providers perceive it to be an unwelcome topic to discuss or to deal with, or because more serious issues need to be deal with first.



“Our job is to sort out their dependency issues, their homeless issues, and help them lead an independent life, so screening for Chlamydia, whilst it’s important in an overall sense, it not at the top of the list”





[Hostel, Urban, Low screens]


Finally, in settings where sexual health issues were not part of the provider remit at all, opportunities to raise the subject of screening were severely limited. 



“We really don’t see anyone in this capacity, I did worry about it at the time when we signed up, but most of our clients are older and we just don’t see them in relation to sexual health”





[Other clinical setting, Urban, Low screens]


However, whilst a rationale for giving Chlamydia screening lower priority can be fairly strong and understandable, there is also room, at least potentially, to grow the importance of the CSP for some Providers if stronger links can be made to long term health outcomes (for example, the risk of infertility, and the increased risk of contracting other STIs).  These links could be reinforced by support in ‘selling’ the concept of regular screening to Young People as good practice, and something which everyone should do, thereby fostering a predominant culture of testing as opposed to simply targeting those at risk.

“The biggest thing that we can do is to break the taboo, and promote the fact that STI screenings are part of what a sexually active person needs to do”

[Youth services, Urban, High screens]
 2.8.4
 Attitude and Experience of Staff

Experience, confidence and knowledge of staff also emerged as an influencing factor on the willingness of a provider to ‘introduce’ the subject of testing, and to achieve screens.  Whilst these staff attributes were often related to the remit and role of an organisation or setting, this was not always necessarily the case.

Providers could be divided on this basis as follows: 


-  Those where staff demonstrated high levels of confidence and interest in sexual health generally, as well as in screening; in these settings, screening levels were generally high.


-  Those where staff were interested in sexual health issues, and in screening, and saw them as important, but were inexperienced or lacked confidence and strategies to introduce the subject.

“I think it’s very important but some extra time spent with me in terms of what else I could do would be helpful”




[University, Urban, Low screens]

“I think it’s very important but I’ve just never really thought about introducing the subject to the children”






[School, Urban, Low screens]

-  Those where staff, although feeling that screening was important, were both less confident and less motivated, or felt that screening was not part of their role, and so were not wholly committed to the programme.

2.8.5   Lack of Ongoing Support from/ Contact with CSO/NWCSP

Many Providers perceived and regretted a lack of interest from the CSO/NWCSP once they had been signed up to the programme. Whilst there was some acknowledgement of attendance at sexual health sessions and events, they felt that there was no real ongoing contact or support.

“It would be nice to have an update. It would be good for someone to come round for a boosting day and talk about the figures”

[Family Planning/Outreach, Urban, High screens]
“It would be good to know how the scheme is doing, how successful it was, we don’t get that many people screening positive so you wonder, maybe they could tell us by email”

[Outreach (drugs and alcohol), Urban, Low screens]
“It would be good to have regular contact with the NWCSP, with attendance at our Steering Group Meetings. The people are trying hard but with only one or two people covering the whole of Norfolk, it’s unrealistic”

[Youth Services, Urban, Nil screens]
“When I signed up I thought that I would gets lots of support, I think that it would be really great to have idea sharing with other Providers, what are the issues, how can I raise screens, what examples are there”

[University, Urban, Nil screens]
There was also a perception amongst some Providers that contact was only made when things ‘went wrong’, for example, when forms were incorrectly completed, so that an air of negativity could develop around the relationship, or Providers could feel disheartened in their efforts.


“We have had contact on a couple of occasions – they were moaning about a technicality with the form filling. They are generally clear and helpful but they are not very proactive”







[GP, Coastal, Medium]
These experiences can push screening to back-of-mind, as well as undermining initial enthusiasm about participation in the programme, although Providers who achieve high screening levels tend to simply forget about any less positive contacts.

Alternatively, lack of contact can lead to an assumptions that ‘everything is ok’, or worse it can also encourage cynicism about the screening programme initiative. 

“I think I could do more, but I suppose I don’t really think about it or the best way to promote it”




[Education, Urban, low screens]
“I’m not sure about it all really I’ve not heard much so I assume it’s not on-going, I worked long enough in the NHS to know that things come and go”



 [Outreach (drugs and alcohol), Urban, Low screens]
From the responses given in the research, it would seem that there is currently a low level of urgency about Chlamydia and the screening programme amongst all but the most heavily engaged, and that considerable room exists to reinforce the screening programme as real and ongoing.

2.8.6 Lack of Internal Support 

Some respondents claimed to be frustrated by lack of management support and buy-in to the programme.  GPs were cited most often in this respect by practice colleagues, but one or two other respondents also mentioned this as an issue, typically those working in very structured organisations such as military establishments where efforts to get the screening programme off the ground were hampered by superiors.

“What I need is more support internally, if I could identify a day we could do something, but it would be up to my managers to make that happen”



[Other clinical settings, Urban, Low screens]
Whilst this was not a critical issue for the majority of Providers in the sample, it should be borne in mind for future approaches to similar types of organisation. 

2.8.7
 Red Tape from Venues

This was mentioned as a barrier to screening by a minority of respondents, usually outreach and youth workers who had experienced prevention of implementation of screening at some venues. Schools appeared to be the most likely settings for this to occur, mainly because STI screening – or sometimes any sexual health service provision – were rejected as inappropriate by either the head teacher or the school governors.


“We used to go to some schools but they wouldn’t let us do the tests there and then – now we only go to schools and give talks if they allow us to test”






[Outreach (Sexual Health), Rural, High screens]
One Youth Centre was also restricted by local council policy requirements from establishing a screening programme


“I wanted to provide the service in Youth Centres belonging to the County Council. They decided they needed a policy to allow me to do that. So six months down the line, I’ve not been able to do any screenings”






[Youth Support, Urban, Nil]

Whilst only an issue for the minority, there appeared to be a lack of understanding that NWCSP might be able to help in these situations, therefore it may be helpful for NWCSP to flag the types of support (beyond set-up and supply of kits) it can offer. 

2.9  
GP Issues 



A number of specific barriers were mentioned in relation to GPs (alongside other barriers) which appeared to affect screening levels.  Some of these were also raised by community hospitals and prisons
2.9.1   Lack of Financial Incentive

Since Chlamydia screening (and frequently other sexual health issues) are not currently part of Government targets, and included in Quality Outcome Frameworks (QOF) there is therefore no funding support to screen, nor is screening obligatory.  This tends to send out the signal that CS is relatively unimportant, and has a significant impact on propensity to screen in many GP practices.

Since funding dictates how staff and resources are allocated, focus is on those areas which are measured -. Diabetes, for example – and there is no encouragement to screen, as there is with areas included in QOF. Screening is therefore given lower priority, and frequently ‘forgotten’ in consultations.

There were also some claims that the BMA had sent direct message to GP’s not to get involved in screening programmes, since there was no financial reward for doing so. 

“We have no funding to do it, we just have to do it and we don’t have the staff or funding to get staff to do it”

[Other clinical setting, Urban, Nil]
2.9.2
 Lack of Involvement and Interest from GPs

No GPs were willing to take part in the research, those approached claiming that they had little involvement with the screening programme at their practice, and that this was primarily the responsibility of the practice nurse(s). This may at some level indicate the low levels of priority that is placed on the CSP amongst GPs.

This may in some ways be a positive situation, since Young People are probably more likely to engage with a nurse (rather than an austere or remote (male) doctor).  In addition, practice nurses frequently run open sessions for Young People, rather than operating a strict appointment system, and so are more easily accessible than doctors. However it created a mix of responses from the practice nurses.

Some practice nurses embraced responsibility for screening, despite lack of any ‘reward’ for doing so, particularly if they had an interest or specialism in sexual health matters, and one or two had even set-up and ran dedicated clinics for Young People.  These nurses may well be more likely to promote the programme and to achieve high screening levels.  

Some practice nurses, however, simply felt ‘put upon’, being told to ‘fit it (Chlamydia screening) in’, although this was often difficult for them in view of other measures required

“I get told what to do and I do it! I’m quite happy to be proactive with the Chlamydia screening”




[General Practice nurse, Urban, Medium screens]

“It takes too much time to do the screens ourselves. I feel flat about it now. It’s difficult to keep your focus when you have GPs who forget about Chlamydia totally”




[General Practice nurse, Urban, Low screens]
Whilst there was some evidence of more enthusiastic practice nurses achieving high levels of screening, others were less motivated, and differences between Providers appeared idiosyncratic and circumstantial.

2.9.3
Screening Outside the Programme

There was some indication that some GPs conduct screens outside the programme, even where the practice has signed up to the CSP. This is often because the GP prefers their patients’ results to come directly to them, and not to the CSP, and/or where they wish to maintain patient contact, particularly where they need to monitor for other sexual health issues.

“What you’ll probably find with GP practices is that a lot of them are still doing the screening themselves, and not going through the programme. They are probably screening people who are symptomatic, particularly females, and if they come back positive – and this happens at my own surgery – they would treat them themselves, and then probably refer them on to GU for screening for other sexual infections as well” 




[General Practice Nurse, Urban, Low screens]
 2.10
Perceived Barriers from Young People 

Although no Young People were interviewed in this piece of research the Providers had strong perceptions as to the barriers that Young People may have to not being screened and therefore the reasons why screening levels may be lower than anticipated.

2.10.1
Footfall 

 
It was clear from the research that some of the Providers interviewed do not see many Young People in the target age range for the CSP. 

Some sites simply had restricted numbers, or were limited in their ability to achieve higher screening levels in the target age range by availability of suitable screening candidates aged 15-24 years, for example, residential settings such as hostels and prisons, and other clinical settings.

“We don’t know how many we will have in at any time, but obviously we are limited”




[Clinical setting, Urban, Low Screens]
“We mainly deal with the wrong age group, out patients are mostly mid -40s”




[Other clinical setting, Urban, Low screens]

“We have a very elderly population, so we are a bit slow in getting started”




[Community hospital, Rural, Low screens]
The fact that some Providers are simply not reaching the core CSP audience would indicate that the age profile of the setting is probably worth a check at sign-up, or that expectations are managed in relation to the number of screens likely to be achieved.

2.10.2
Failure to Present
Although some Providers were achieving relatively high levels of screening, there was also recognition that some Young People are simply not being reached.

Females appeared to be more engaged with sexual health issues generally, since they are more likely to require contraceptive advice, and surgeries claimed to have 2.5 times more female than male patients.

Men’s projects were seen as vital to achieving higher screening levels, but since these types of provider were often dealing with other and bigger issues, screening was seen as less of an immediate priority.

“I thought that we would get more males though, it’s taken a lot of hard work and we still only get a few”




[Youth Support, Urban, High Screens]
Ethnic issues were an issue in the Norfolk and Waveney area, which currently has a high Eastern European ethnic population, as well as a good mix of other ethnic backgrounds.  For these Young People, both religious and language barriers can prevent discussion of screening or of any sexual health issues. For example they often present with a friend/relation who acts as an interpreter – in these circumstances they often refuse to take a test. 

“We have a lot of Polish coming through, they use the project but not so much the Chlamydia screening”




[Youth Services, Urban, High screens]

In addition it was noted that there were travelling communities in the area, who do not present for any treatment at all, was an additional complicating factor.

 More targeted efforts may therefore be necessary to reach specific communities.

2.10.3   Perceived YP barriers: Attitudes towards Chlamydia

Attitudinal factors were seen as hugely significant by Providers where Young People were concerned, both in relation to presenting for consultation, screening and treatment, and in refusals to screen when offered.


One frequently reported reason for Young People not seeking advice or testing was that many Young People assume (or rationalise) that they are not at risk, because, for example, they have only had sexual intercourse once, with one partner, or were using condoms.

“They think they’re not at risk, or haven’t had any behaviour that would put them at risk, or they say they’ve had a screening done recently and so they’re OK”

[General Practice nurse, Urban, Low screens]
Others simply assume that it’s ‘other people’s’ problem.  This can be particularly true of those who are sexually promiscuous, and men, who feel that Chlamydia, or indeed any STI, is the concern and responsibility of the woman.

“I do think there’s an attitude amongst the group we’ve currently got that it’s a girl thing, it’s their fault and never the guy’s fault.  I mean, we know that’s not true, but I would say we’ve got a certain arrogance as well in our group” 




[Hostel, urban, Low screens]
For still others, an attitude of apathy or ‘laissez faire’ means that they ‘can’t be bothered’ to be tested, or just feel that ‘it won’t happen to them’.


“I think that Young People don’t take it because they just don’t think it will happen to them”






[Clinical Setting, Urban, Low screens]

Whilst it was evident that Providers do try to educate Young People about the level of risk, these attitudes persist, and represent critical stumbling blocks to achieving the required levels of screening.

2.10.4 
Perceived YP barriers: Issues around testing

A number of other reasons were given, or assumed, by Providers for Young People not wanting to be screened.  These included: 

· Embarrassment around the discussion of sexual health matters generally, and particularly where a large age discrepancy existed between the young person and the screener, or where they were of a different gender. 

“They might come in and have a screen, but leave feeling unhappy and dirty, it’s hard to break that”

[Youth services, Urban, High screens]
· Peer group influences; for example, Providers reported that when in a group, if one young person asks to be screened then all will; if no-one asks, however, none of the group will be willing to screen.

“I find that when I go to schools, if one of the lads decides to get screened then a whole group of them will, if no-one starts the ball rolling then no-one gets screened”

[Outreach (sexual health), Rural, High screens]
· Uncertainty about guarantees of confidentiality, especially at the GP surgery where it is hard to remain anonymous, or in high visibility screening settings such as schools and colleges.  Again the issue of embarrassment arises, with Young People, particularly girls, not wanting to be labelled as promiscuous.

· Simply not wanting to know whether or not they are infected, since this 

                 avoids any responsibility for either infection or screening.

· Finally some claimed that once a young person has been screened they feel that they are checked out and are reluctant to be screened again.

These reasons for not being screened were often felt to underpin the ‘not at risk’ refusal. Overall the communication task is clearly significant and, as such, further assistance or ways to help Young People here (largely around information) was sought and welcomed.
The DIY tests were felt by some Providers to be complex, however that said they were recognised as going a long way towards addressing confidentiality issues. The current envelopes supplied for returning the kit were not felt that discreet for Young People to feel they can pick them up without embarrassment in settings where the DIY kits are available.

Providers felt the provision of screening results by text was helpful for many Young People, but one or two Providers working with vulnerable Young People mentioned that they were often without a mobile phone (having, for example, sold it if short of money)and may therefore only be contactable via their parent’s or a friend’s mobile phone.

In addition, completing forms was felt confusing by some Providers when considering their client base. 

.
 
“A lot of the Young People have problems reading and writing, they need help filling in the forms”




[Youth services, Urban, High screens]

Finally, it was perceived that despite changes in the testing procedure, Young People still had negative perception with regard to the test - that the test will either be painful or cause discomfort. Myths persist about the ‘umbrella’ test for men, and whilst vaginal swabs are regarded as the most accurate method of screening for women, these are less straightforward, and more invasive, than the ‘pee in pot’ method, and may therefore prompt more refusals where used instead.

3. Overview of attitudes and needs of Providers


Below are two tables which indicate attitudes and behaviours around the Chlamydia Screening Programme across the different provider types. It should be noted that the numbers are very small for some of the audiences and therefore it would be difficult to generalise.

	Category 
	Cluster 
	Warmth and Potential 
	Claimed Promotional Activity (beyond NWCSP material) 
	Footfall of target
	Need for relationship/

support



	General Practices (16)
	SH +  other medical
	· Varied

· Largely down to efforts/ interest of practice nurse
	· Limited

· Some have SH sessions
	· High 

· But males do not readily present – esp. for SH
	High

	Youth Support Services (5) 
	SH+ other medical/SH + life issues
	· Spread of warmth 
	· Various e.g. SH sessions, extra materials
	· High – low
	High

	Education (college, Uni, School) (4)
	SH + other medical/SH + life issues
	· Generally fairly warm & most have greater potential

· Often not SH trained 
	· Limited

· Uni most proactive (SH awareness events, newsletter) 
	· High 
	High

	Military Base/Prison (2) 
	SH + other medical
	· Military more proactive

· But both limited due to internal procedures 
	· Limited

· 
	· Limited (prison) 

· Military sometimes high
	Medium (may need help to raise profile internally) 


	Category 
	Cluster 
	Warmth and Potential 
	Claimed Promotional Activity (beyond NWCSP material) 
	Footfall of target
	Need for relationship/

support



	Other clinical settings e.g. early pregnancy, occupational health  (2)
	SH +  medical, SH not part of remit
	· Low engagement

· Not part of remit (or crisis management) 
	· Limited

· Some effort  hospital magazine)  
	· Limited
	Medium (but need to understand if any real potential)

	Pharmacy (1) 
	SH+ other medical
	· Very warm 
	· Raised with morning after pill 
	· High (female) 
	Medium 

	Sexual Health and Contraceptive services (3) 
	SH focus
	· Very engaged in programme 
	· More effort claimed here 
	· High 
	Low (generally confident) 

	Other non-clinical settings (hostel, youth offending)  (2) 
	SH + other medical, SH + life
	· Mixed depending on focus in role 
	· Little evidence although obligatory within YO 

· 
	· Mixed – hostels out of age range
	Depends on type 

	Outreach – spread across drug, alcohol, SH, contraception   (5) 
	SH + other medical, SH + life, SH focus
	· Mixed depending on focus in role 
	· Some limited 

· But some outreach e.g. testing in schools
	· Dependent on focus but some low
	Depends on type 
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RESEARCH & INSIGHT




Date

Addressee

Dear 

Re: Norfolk and Waveney Chlamydia Screening Programme

As you may know, the Norfolk and Waveney Chlamydia Screening Programme (NWCSP) is one of a number of programme demonstration areas for the National Chlamydia Screening Programme (NCSP), a major long-term public health prevention and control programme that offers opportunistic screening for Chlamydia across England. 

As part of the current work being done by the National Social Marketing Centre (NSM Centre) with the Sexual Health Promotion Unit, a research project has been commissioned to understand experiences of service Providers to date (positive and negative) and what can be done to optimise the number of Young People screened. The research needs to include representatives from the different types of screening site in Norfolk & Waveney who are directly responsible for the screening programme at their site.

The research is being carried out by Define Research and Insight Ltd, an independent market research company. Define is a member of the Market Research Society and bound by their code of conduct (for further details please visit www.mrs.org.uk). Define have been commissioned by COI who monitor for quality control and manage research on our behalf. 

Define will be conducting a proportion of the interviews by telephone, and a proportion face-to-face.  The interviews can be conducted at a time (and venue, in the case of the face-to-face interviews) of the interviewee’s choice, and will last approximately one hour.  In accordance with standard market research practice, a compensation payment of £xx will be provided by Define to the interviewee in recognition of their taking part in the research.  

During the research, any comments given will form part of the feedback but will not be attributed personally to the interviewees, and will be kept anonymous (unless specifically instructed otherwise by the interviewee). 

Personal details will also be kept confidential to Define, not used for any purpose beyond this specific project and removed from their records on completion of the project.

… from Define will contact you over the next few days to ask if you are able to help with this project. If you have any questions she can be reached on ………….; but if you wish to verify the project please do contact me. I do hope you can help us with this project.

Yours sincerely

Mehboob I.M. Umarji

Social Marketing Manager

Direct line: 020 7972 4638
Email address: mehboob.umarji@dh.gsi.gov.uk
Department of Health

Social Marketing and Health Related Behaviour

Public Health Strategy, Social Marketing and Sexual Health 

Health Improvement and Protection Directorate 
List of questions for recruitment for N&W

Providers were recruited from a list provided by NWCSP. These questions were used to ensure that the right person was identified in the research.

Introduction:

Good morning/afternoon/evening.  My name is (…) from Define an independent market research company.  We are currently working on a project on behalf of the Department of Health and the Norfolk and Waveney Chlamydia Screening Programme. A research project has been commissioned to understand experiences of service Providers to date (positive and negative) and what can be done to optimise the number of Young People screened.

Would you be available on [REFER TO FIELD SPEC] to take part in a depth interview?

If you (or your parent/guardian) wish to ask any questions about the research please call Define Research and Insight on 0208 346 7171. Please ask to speak Victoria Page, Research Director, who will be happy to answer questions you may have.

At no time during the interview/discussion will any attempt be made to sell anything to you, this is purely a research exercise and everything that you say will be treated as confidential 

First, could you spare me a few minutes of your time to answer a few simple questions to ensure that we are speaking to the right people?

What is their role in the organisation? 

Are they responsible for/involved in making decisions regarding Chlamydia screening? MUST CODE YES OR REFER US TO SOMEONE MORE RELEVANT

Are they doing the screening or do they oversee/manage it? AIM FOR MIX

Can they describe their organisation? [ONLY ON THOSE THAT ARE LESS CLEAR FROM LIST] CHECK QUOTA

DISCUSSION GUIDE: Norfolk & Waveney Chlamydia Screening Programme

Depth Interviews (1 hour approx) with Health Professionals responsible for/involved in making decisions regarding Chlamydia screening within their service
N.B This Guide indicates the areas to be explored in the discussion, the likely order in which topics will be covered and the kinds of questions and techniques which may be used.  There will be some flexibility of discussion, however, to account for each individual being interviewed.

IN ADVANCE OF INTERVIEW: Check whether organisation was covered by NSMC Scoping Research and, if so, review specific interview notes
 such that interview confirms and builds on existing information.

NB For GPs ensure understand that we are discussing screening programme not diagnostic screening. Note any barriers to diagnostic screening (i.e. can’t get hold of kits) but ensure focus is on general screening

1 Introduction 

· Moderator 

· Moderator to introduce self, explain the process of market research to respondents and the format of the interview/discussion
· Inform
· Explain topic of discussion is the about the Norfolk and Waveney Chlamydia Screening Programme (NWCSP), and understanding the experiences of service Providers to date (positive and negative) as well as what can be done to optimise the number of Young People screened. Ensure that by Young People they understand we mean 15-24 year olds.
· Reiterate independence of Define in development process and the need for honesty to help with research. Explain the need for tape recording and reassure on confidentiality (unless they are happy for their views to be attributed).
2 Brief Background  

To establish respondent context and warm up. 
· How long have you been working in your current job/at this particular location?
· When did you first start working in the area of (specify their general area of expertise here)?
· What other roles have you had over the years?
If appropriate

· Where does sexual health fit within your overall remit? In what ways? 

· What general changes have you seen in relation screening for STIs and Chlamydia in particular?
· Since you started in your current role?
· Over the years?     

· What are your views on the current range of services available to Young People in your area?

3 Signing Up for Screening Provision

Initial motivations and barriers to becoming Providers

· When did the decision whether or not to become a provider come up?

· Who was involved in the decision about whether or not to do it? (Focus on relative roles and input rather than individuals) What were the benefits discussed, if any? What were the drawbacks, if any? Were there any other considerations to take into account? What were these and why were they material/important?

· How easy/difficult did you/your organisation expect it to be? In what way/why?

· Briefly, how much has the experience met with those expectations? If relevant, what are the key differences? Note for later discussion
· Has anything changed for you/for your organisation since you signed up as which has changed your opinion about, or the experience of, providing Chlamydia screening?  If so, what and why?

· How do you/your service interact with other local sexual health related services? To whom do you refer Young People, and for what? 
4 Current Activity

Perceptions of status/capability
· What does facilitating a Chlamydia screen necessitate from your point of view - what do you have to do and how much time is required/do you spend doing it? Explore extent of ‘service’ given – whether kits just handed out or completed at site, explained, associated process activities, etc
· How does this fit with your initial expectations from the programme? Any way that this should ideally change? How much of an improvement would that be?

· How many screens do you facilitate in your service a week/month? Or: Of every ten Young People that you see in your service, how many might you offer to screen? Understand any differences between number of people spoken to/offered, number of kits actually handed out, number of actual screens fully completed, etc 

· When do you offer Chlamydia screening? How does it fit into the other services you provide? 

· E.g. Condom provision 

· How do you advertise/ask clients about these services? [explore any help they need to raise these issues]

· Do you know whether this is similar to, or different from, other screening Providers? In what way? What makes the difference?

· What is the actual and potential capacity at your site for Chlamydia testing and treatment?
· Do you see a need for more help/assistance from CSO or NWSCP? In what way(s)? What sort of a difference is this likely to make?
5 Young People and Chlamydia Screening

Target audience understanding and insight 

· How many Young People aged 15-24 years are registered with you/do you estimate visit you on a weekly/monthly/annual basis?  How do you think that this compares to other screening Providers? More/less? 

· How many of these do consult you about STIs? About Chlamydia specifically?

· Are those who consult you about STIs/Chlamydia more likely to be male or female?  

· What about other Young People? What are the reasons they don’t consult you? (for example, no need, other service available, other reasons, etc – explore all)

· Tell me about the kind of people who don’t come into your service - what are they like, how are they different to the people that come in, i.e. specific communities missing (probe – Polish).  

· Does anyone to whom you offer a screen refuse?  If so do you know why they refuse? 

· How important do you think Chlamydia screening for 15-24 year olds is (per se, and in the context of STIs)? Why? Are there other priorities for this age group? Or for your organisation generally? What are these (and why important)?

· How appropriate do you think it is for you/your service to be offering Chlamydia screening to this age group? What reservations, if any, do you have about this?

· If reservations/concerns:
· Who is more appropriate/better-placed to offer Chlamydia screening to this age group, and why? 
· How, if at all, are you/have you been supported and trained to deliver screening/sexual health/Young People? Is there anything you need/would be helpful to change the situation for one that was better for delivering screening? Explore awareness, use and perceptions of training manual, training programme or other sexual health training as appropriate – anything that could be improved here? What specifically and how?
· If considered appropriate:
· How are you/have you been supported and trained to deliver screening/sexual health/Young People? What else do you need/would be helpful? Explore awareness, use and perceptions of training manual, training programme or other sexual health training as appropriate – anything that could be improved here? What specifically and how?
· What are the difficulties, if any, in delivering the service to Young People?

· Some people have said introducing a sexual health issue (such as Chlamydia screening) into a non-related discussion/consultation with a young person can be awkward – does this fit with your experience?  What specifically creates the discomfort? Explore for self and young person

· What, if anything, in your experience works well/not so well in overcoming discomfort? Is there anything that could be done/provided to make it easier?
· What do you do currently (role/activity), if anything, to encourage Young People to practise safer sex? Do you offer condoms?
·  What do you currently do if anything to encourage Young People to accept screening?
· Can you imagine offering a screen in the same discussion as offering condoms? Why/not? How about a DIY screen kit? Why/not 

If not already covered above:
· Do you advertise/promote/encourage Young People to screen? In what way?  Do you have any way of measuring how effective this is?

· How, if at all, do you promote your screening service specifically - how would Young People find out about it?
6 Screening Levels 

Specific understanding of screening levels at their site
· How effective do you think you are/your service is at encouraging screening in your setting? Why? What factors contribute to effectiveness?  Is there anything which might increase effectiveness? What factors undermine effectiveness? What can be done about this?

· What do you know specifically about NWCSP? Briefly explore history and rationale, awareness of local co-ordinator, how programme works (e.g. where get DIY kits from/ordering processes, etc) and so on 
· How do you feel you/your organisation fits within the programme as a whole? For example relative contribution, need to be proactive, etc – understand why/in what ways
· Are you aware of any CSP targets in Norfolk and Waveney as a whole? 

· And any CSP targets in relation to your own site? 

· How many screens a month do you think your own site would have to do in order to make a useful/significant contribution to CSP targets? How achievable is this?  Why/why not?

· [For those achieving less than 10 people per month – check previous responses] How achievable do you think it would be to screen at least 10 Young People a month in your service?  If not achievable, why might this be?

Regardless of estimates of effectiveness: 

· What would help you to do more screens? Gain spontaneous suggestions. Then prompt i.e.   e.g. buy-in from higher level managers, electronic/poster reminders to offer screens, regular updates/bulletins from CSO, recognition/reward for highest screener, other incentives?, etc

If not already covered above:
· [If do consider that service has a good take up of Chlamydia screening] What are you doing that you think works, and why does it work? Explore all and gain examples
· [If don’t consider Chlamydia screening has good take-up] What are the barriers/issues/problems that get in the way? Explore all and gain examples
If not already achieving this level of screening (check previous responses):

· Are there any benefits to you/your organisation in improving screening rates? 

· Are you aware of any existing targets or relevant contractual obligations that this could feed into (e.g. do GPs have any targets around engaging with Young People which improving screening rates might help them to achieve?)?

· If not covered above: Are there any incentives (other than financial) which might be put in place to encourage your service to screen more for Chlamydia?  What sort of things and why would these help?

· What specific barriers or difficulties, if any, need to be removed to enable you to screen more for Chlamydia? How could this be done? [moderator to seek and explore in detail what will help them overcome barriers, to help making screening more likely to happen]

· Are there any incentives which might be put in place to encourage Young People to screen for Chlamydia?  What sort of things and why would these help?

· Are there any barriers or difficulties for Young People that could be removed or tackled to help Young People to screen (more) for Chlamydia? Any ideas on how this could be done?

· Any ideas on how you might work with other service Providers to deliver screening?  Why would this be a good idea?

7 Finally

· What is the single most important thing that could be done or said to help you screen more Young People? How much of a difference would this make? What else would be useful?

· Who do you consider is best placed to co-ordinate the Chlamydia Screening Programme across Norfolk and Waveney? Why/why not?

· Any other comments or suggestions for the Chlamydia Screening Programme? Understand all

· CHECK WITH RESPONDENT – would you be happy for your comments to be attributed to you or would you prefer to remain anonymous? Understand requirements (e.g. respondent may be happy for part of interview to be attributed and part not – ensure all parties are clear on agreement)

THANK AND CLOSE

Wellington House


133-155 Waterloo Road


London SE1 8UG














� This interview should be conducted with a different respondent to that initially interviewed but the conversation should take into account previous discussion as appropriate.
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