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Introduc)on 
 

Background 

This health care needs assessment was undertaken on behalf of NHS Grampian’s Managed 
Care Network (MCN) to inform decision-making regarding sexual health service provision for 
people living in the Grampian region (Aberdeen City, Aberdeenshire and Moray).   
 
Recently-published data from Public Health Scotland has shown a marked increase in the 
incidence of sexually transmiOed infecPons in Scotland, both when compared to those 
recorded during the COVID-19 pandemic and those recorded before the pandemic.  There has 
also been in increase in demand for aborPon services in Grampian and in Scotland.  These 
areas are explored in the “Epidemiological assessment” secPon. 

 
This report focuses on the role of the NHS Grampian specialist Sexual Health Service. However, 
it should be noted that sexual health care is also delivered in primary care and in other 
seWngs. This includes both contracepPon and sexually transmiOed infecPon tesPng. Whilst 
these addiPonal seWngs are not covered in this report, their existence must be noted so as to 
interpret the findings and recommendaPons in the appropriate context. 
 

Aims and objec3ves 
 
The aim of this report is to generate a Grampian-specific evidence base concerning the needs 
of the local populaPon with regards to sexual health services.  This can then be compared to 
current available services, and recommendaPons made regarding idenPfied areas of unmet 
need.  The objecPves are to: 
  

1. Review current provision of sexual health services within NHS Grampian. 
2. IdenPfy any changes in demand and need for services from the populaPon. 
3. Explore the descripPve epidemiology of sexual health within NHS Grampian. 
4. Describe any areas of good pracPce or areas for improvement, as idenPfied by staff 

working within the Grampian Sexual Health Service. 
5. IdenPfy any gaps between service need and service provision. 
6. Consider differenPal needs of the different subpopulaPons that make up NHS 

Grampian’s populaPon. 
7. Make recommendaPons regarding any unmet need that is idenPfied. 

 
A systemaPc review will also examine and synthesise the published literature with regards to 
models of care for long-acPng reversible contracepPon (LARC) and aborPon services, as well 
as the aWtudes of paPent groups towards those models.  Literature on models of a wider 
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sexual health service were significantly heterogenous, with difficulty in applying these to 
Grampian’s unique mix of urban, rural and remote populaPons.   
 

Areas for focus 
 
IniPal scoping discussions with stakeholders have idenPfied some key areas for focus: 
 

• The need for, and provision of, long-acPng reversible contracepPon (LARC). 
• The need for, and provision of, aborPon services. 
• The need for diagnosPc and treatment services for sexually transmiOed 

infecPons. 
 

 

Methods and data sources 
 
Epidemiological data were obtained from Illuminate Tableau regarding the incidence and 
trends of sexually-transmiOed infecPons within the Grampian region.  This was also used to 
compare local rates with those observed naPonally, as well as comparing incidence across 
different age bands. 
 
With regards to the published literature on LARC and aborPon service-models, a systemaPc 
review and narraPve synthesis of studies were conducted. Electronic databases (CINAHL, 
MEDLINE via OVID, Web of Science, Scopus, PubMed) were searched between June and July 
2023. Manual and journal searching of Google, Google Scholar, BriPsh Medical Journal as well 
as reference-by-reference checking were performed. 
 
Data sources 
 

• Demographic data were obtained from the General Register Office for Scotland 
(GROS), as well as staPsPcs.gov.scot  

• Further demographic data were obtained from Scotland’s Census 2022 
(published 2023) and the ScoWsh Public Health Observatory. 

• AcPvity data were provided by the Grampian Sexual Health Service. 
• Epidemiological data were obtained from Illuminate Tableau, including 

TrakCare PMS, Apex Laboratory System, and Pharmacy InformaPon System. 
• Literature searches were conducted on CINAHL, MEDLINE via OVID, Web of 

Science, Scopus and PubMed.  Manual and journal searching of Google, Google 
Scholar and the BriPsh Medical Journal were also performed.   
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Review of literature 
 
A systemaPc review was conducted in June 2023.  The review was commissioned as part of 
this HCNA, and was performed by a postgraduate student at the University of Aberdeen.  As 
well as contribuPng to the HCNA, it also forms the basis of a currently-unpublished Master of 
Public Health dissertaPon.   
 
The review focussed on idenPfying different models for LARC and aborPon services, and 
appraising the evidence for their effecPveness (Bernard S, 2023).  It also looked for literature 
regarding women’s percepPons and aWtudes towards LARC in Scotland and the wider UK.  
Methodology and search strategy can be found in Appendix 3.  The final analysis comprised 
31 studies in total; 19 studies were in relaPon to LARC/aborPon service-models, with 12 
studies in relaPon to women’s percepPons of LARC.  A mixture of study designs were 
incorporated in the review. 4 were randomised controlled trials, 15 were qualitaPve studies, 
3 were cohort studies, 3 systemaPc reviews, 2 mixed method studies, 1 cross secPonal studies, 
1 descripPve study, 1 controlled Pme trend analysis, and 1 quanPtaPve study. 
 
Three studies explored the nurse-led model of care for provision of contracepPon and medical 
aborPon. Overall, these studies evaluated a nurse-led model to be cost effecPve, similarly 
effecPve as physician-provision as well as being accessible. A further study (Tomnay J et al, 
2018) was done to describe how a nurse led medical aborPon service was run in a rural seWng 
in Australia and showed an overall 75.1% of women CI (69.0%-80.6%) had a successful medical 
terminaPon of pregnancy.  Another study also set in Australia (Moulton J et al, 2022), aimed 
to establish a model to reduce barriers to access to sexual and reproducPve services in rural 
areas.  A further study (Sjöström S et al, 2016) focused on the cost effecPveness of nurse-led 
aborPon models, with an ICER esPmate of -831.25 EUR (compared to standard care) when 
only direct cost was considered, and -1750 EUR when total costs were included; this study 
concluded that nurse-led medical aborPon services were more cost-effecPve than those that 
were physician-led. 
 
Several studies discussed other models of aborPon service delivery, including telemedicine 

(Aiken A et al, 2021) and mail-order pharmacy (Gambir K et al, 2020).  These were found to 
be similarly efficacious to in-clinic medical aborPon; many of these service-models and studies 
were prompted and necessitated by the COVID-19 pandemic.   
 
When considering women’s percepPons of long-acPng reversible contracepPves, the review 
idenPfied five main themes: 
 

• Long-lasPng effects 
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o Two studies (Walker S et al, 2016) (Okpo E et al, 2014) suggested that 
women may be put off by the long-acPng nature of LARC; that the term 
long-acPng suggested permanence or difficulty in reversing its effect. 

• Myths and fears 
o Several studies explored myths surrounding the use of LARC.  Fear of 

an ongoing effect on future ferPlity (parPcularly with the intrauterine 
coil) was a strong indicator for non-use (Walker et al, 2016).  Two 
studies suggested that the process of coil-fiWng being either 
embarrassing or painful were also major barriers.  Four other studies 
reported that young women considered LARCs to be mainly for older or 
women who had previously given birth.   

• Experiences 
o Four studies reported that women’s main source of informaPon on 

LARCs were second-hand experiences from friends, family members 
and social media (Walker S et al, 2016) (Okpo E et al, 2014).  Medical 
professionals such as GPs were seen as a secondary informaPon source.   

• Inadequate and inaccurate informaPon 
o One study from Scotland (Glasier A et al, 2008) found that although a 

majority of women were aware of LARC techniques, there was limited 
awareness of the individual methods.  Further studies using focus 
group techniques also suggested that even in women who were aware 
of the concept of LARC, most were not familiar with the individual 
methods involved. 

• Side-effects  
o Further studies found that the side-effects of LARC (or the perceived 

risk of side-effects) were significant barriers to their use.  Fear of 
observable side-effects, parPcularly weight gain, influenced both 
uptake of LARCs and their conPnued use, and ooen outweighed the 
fear of unplanned pregnancy (Glasier A et al, 2008).  Other studies 
amongst health professionals suggested that misconcepPons regarding 
LARCs were common; in parPcular, there appeared to be a common 
belief that IUCs could cause pelvic inflammatory disease and were 
unsuitable for nulliparous women.  Another study of aWtudes amongst 
midwives (McCance K, 2014) suggested that many considered 
contracepPon/LARC to be only a minor aspect of their pracPce.   

 
 
Overall, the literature from this systemaPc review idenPfied effecPve telemedicine, nurse-led 
and remote models for the delivery of aborPon services.  Although many of these studies were 
not based in the UK, many were in high-income countries with similar healthcare systems, and 
several specifically menPoned their use in remote and rural communiPes.  The uptake of these 



DW  7 

models has been accelerated by the restricPons imposed by the COVID-19 pandemic, but 
appear to be similarly effecPve to clinic-based models, parPcularly in early pregnancy (before 
10 weeks of gestaPon). 
 
When considering uptake of LARC, literature suggests that awareness and understanding of 
LARCs may be limited, parPcularly in younger women.  This may be exacerbated by health 
professionals sharing some of the common misconcepPons surrounding these methods.  
Women’s preference for friends, family and social media as a source of informaPon on LARC 
may suggest that alternaPve public-awareness campaigns may be necessary to reach our 
target populaPons.   
 
There was a limited amount of Scotland-specific literature; inferences must be drawn from 
other populaPons, parPcularly those that share demographic similariPes with the Grampian 
region.  However, even in seWngs with demographic similariPes, there are likely to be 
differences in the policy, financial and legal landscapes in which these models operate.  There 
was also minimal literature on some of the challenges currently being perceived within the 
LARC service, parPcularly the transiPon of LARC services from primary care to specialist 
providers.   
 
Health Improvement Scotland (HIS) published standards for sexual health services in January 
2022.  These replaced previous standards that were in place from 2008.  Work is being carried 
out within NHS Grampian to audit our service against these standards.  The standards are: 
 

1.  Leadership and governance.  Each organisaPon demonstrates effecPve leadership, 
governance and partnership working in the management and delivery of sexual health 
services. 

2.  Shared and supported decision making.  All individuals receive inclusive informaPon 
to facilitate informed choice and shared and support decision making. 

3.  Educa@on and training.  Each organisaPon demonstrates commitment to the 
educaPon and training of all staff involved in sexual health care, appropriate to roles 
and workplace seWng. 

4.  Access to sexual health care.  All individuals have equitable and consistent access to 
sexual health care. 

5.  Sexual well-being.  All individuals are empowered to maintain posiPve sexual health, 
well-being and funcPon. 

6.  Preven@on, detec@on and management of sexually-transmiLed infec@ons and 
sexually-transmiLed bloodborne viruses.  All individuals can access safe, high-quality 
and person-centred services for the prevenPon, detecPon and treatment of STIs, 
including sexually-transmiOed bloodborne viruses. 

7.  Services for young people.  Young people can access safe, high-quality and person-
centred sexual health care which upholds their rights. 
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8.  Reducing sexual health inequali@es.  OrganisaPons acPvely work to reduce sexual 
health inequaliPes and provide tailored support and clinical intervenPons for people 
most at risk of poor sexual health. 

9.  Reducing unintended pregnancy.  People are empowered and informed about their 
reproducPve rights and can access a full range of methods to reduce unintended 
pregnancy if they choose to do so. 

10.  Abor@on care.  Women, trans and non-binary people who can become pregnant can 
access safe, Pmely and person-centred aborPon care services. 
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Demographics 
The populaPon of Grampian in mid-2021 was esPmated at 586,530, represenPng around 11% 
of the populaPon of Scotland.  Within Grampian, 39% of the populaPon live in Aberdeen City, 
45% in Aberdeenshire and 16% in Moray.  The region includes urban areas, as well as rural 
and remote communiPes.  The health board covers an area of over 8,700 square kilometres. 
 
Census data from 2022 gave esPmated age-demographics as displayed in Table 1. 
 

Age band Aberdeen City Aberdeenshire Moray NHS Grampian 
0-4 years 10,700 13,200 4,200 28,100 
5-9 years 11,400 15,800 4,900 32,100 
10-14 years 11,000 16,600 5,300 32,900 
15-19 years 13,300 13,900 5,000 32,200 
20-24 years 18,900 10,900 4,400 34,200 
25-29 years 17,100 12,000 4,900 34,000 
30-34 years 17,300 15,100 5,500 37,900 
35-39 years 16,600 16,800 5,400 38,800 
40-44 years 14,800 17,400 5,300 37,500 
45-49 years 13,300 17,500 5,700 36,500 
50-54 years 14,100 20,400 7,100 41,600 
55-59 years 14,100 20,700 7,400 42,200 
60-64 years 13,200 18,300 6,900 38,400 
65-69 years 11,100 16,200 6,000 33,300 
70-74 years 9,900 15,000 5,500 30,400 
75-79 years 7,300 11,200 4,400 22,900 
80-84 years 5,100 7,100 2,900 15,100 
85-90 years 3,200 4,100 1,700 9,000 
90+ years 1,800 2,200 900 4,900 

Table 1: number of residents in each 5-year age band by local authority area, Scotland's Census 2022. 

 
The populaPon pyramid of the Grampian region as a whole is shown below in Figure 1.  
Individual populaPon pyramids for Aberdeen City and Aberdeenshire are also presented here.  
It should be noted that the populaPon pyramids demonstrate a markedly different age 
distribuPon for Aberdeen City, when compared to Aberdeenshire or Moray, or Grampian as a 
whole.  Aberdeen City accounts for 53% of Grampian’s 20-29 year old residents, despite 
represenPng only 39% of Grampian’s total populaPon.  The differences in age demographics 
are likely to have implicaPons for the different local authoriPes in terms of their sexual health 
care needs.   
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According to data from the 2020 Annual PopulaPon Survey, 3.1% of ScoWsh parPcipants 
idenPfied as gay, lesbian or bisexual.   This is consistent with the ScoWsh Surveys Core 
QuesPons 2019 (SSCQ) which found that 2.9% of parPcipants idenPfied as LGB or other.  
Grampian-specific data were not easily available, and it is likely that Grampian’s LGBTQ+ 
populaPon are not evenly-distributed geographically across the region. 
 
 

 
Figure 1: populaBon pyramid for NHS Grampian residents, data from Scotland's Census 2022.  Below are populaBon 
pyramids for Aberdeen City (leJ) and Aberdeenshire (right). 

 
  
 
The region contains one prison (HMP YOI Grampian), which houses over 500 prisoners, both 
male and female.  This insPtuPon is already served by a weekly outreach clinic from the 
sexual health service.   
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Sexual health services in Grampian 
 
 
Overview 
 
NHS Grampian Sexual Health Service (GSHS) is an integrated sexual health service hosted by 
the Aberdeen City Health and Social Care Partnership to provide Sexual Health Services across 
the Grampian region.  The service is busy, with over 40,000 clinical contacts per year.  Current 
staffing includes 7 consultants, 8 trainee and specialty doctors, 5 healthcare assistants, 17 
nurses, and 16 members of administraPve staff.  There are no current unfilled vacancies.   
 
The service has well-established links other areas of NHS Grampian; partnership working 
includes working with Public Health, Gynaecology, Obstetrics, InfecPous Diseases, Laboratory 
Medicine and FerPlity Medicine.  
 
The main GSHS site is based within the Aberdeen Community Health and Care Village, 
Frederick Street in the centre of Aberdeen.  A wide range of services are offered at this central 
locaPon including prevenPon methods, tesPng, treatment and care for Sexually TransmiOed 
infecPons (STIs) and Human Immunodeficiency Virus (HIV), priority access clinics for urgent 
care, contracepPon including Long-AcPng Reversible ContracepPon and young person’s 
clinics.     
 
There is a well-established community gynaecology service which receives over 1,800 primary 
care referrals per year and has a joint referral pathway with acute gynaecology. AborPon care 
for residents in Grampian is also accessed and delivered within the SHS community service.  
Over 90% of aborPons are now delivered as home procedures having undergone a significant 
development around the Pme of the COVID-19 pandemic, with the roll out of early medical 
aborPon at home and earlier intervenPon. The service also provides remote assessment for 
NHS Shetland and Orkney. 
 
A Forensic Suite for the provision of forensic assessment in cases of sexual assault and rape is 
also contained within the service, and is currently led by the forensic team of NHS Grampian. 
GSHS works closely with this team, seeing paPents aoer this iniPal contact for follow on care.  
Self-referral forensic examinaPon was launched in April 2022. 
 
Complimentary to the main central site there are a number of GSHS clinics delivered across 
the Grampian region. Weekly clinics are delivered in Elgin, Peterhead, Fraserburgh, Banff, Her 
Majesty’s Prison (HMP) and Young Offenders InsPtute (YOI) Grampian. A further clinic, 
specifically for Gay, Bisexual and Other Men who Have Sex with Men (GBMSM) is also 
delivered in Aberdeen city centre; this is designed and delivered in partnership with Alcohol 
and Drugs AcPon, a third-sector partner organisaPon. Given the remote and rural nature of 
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Grampian, GSHS also encourages the use of technology to improve paPent care with 
telemedicine integrated into paPent pathways.  

 
Current ac3vity 
 
Appointment data were obtained from the Grampian Sexual Health Service, covering the 
period from January 2020, through to August 2023.  These data are presented below.  It should 
be noted that these data show numbers of appointments, not the number of unique service 
users. 
 

 
Figure 2: total appointments over Bme, January 2020-August 2023. 

 
During the first eight months of 2023, the service has provided over 35,000 appointments, at 
an average of 4,415 appointments per month.  Over the last 12 months available, there were 
a total of 52,064 appointments.  Even when accounPng for the low baseline (due to the drop 
in acPvity during the COVID-19 pandemic), there appears to be a clear trend of increasing 
levels of overall acPvity over the Pme series.  There appears to be some stabilisaPon of 
appointment numbers over the past 12 months, but this conPnues to be at a high level when 
compared to previous years. 
 
Over the previous twelve months, the most common appointment type is follow-up (43%), 
closely followed by new appointments (38%).  Ongoing HIV care and virtual appointments 
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formed a much smaller proporPon of overall appointment acPvity (7% and 13% respecPvely).  
These proporPons are roughly stable over the study period, as displayed in Figure 3. 
 

 
Figure 3: total appointments over Bme, January 2020-August 2023, separated by appointment type. 

 

 
Figure 4: appointments by method, September 2022-August 2023. 
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As shown above in Figure 4, the most common method of appointment is currently via 
telephone (47%).  Face-to-face appointments account for 40% of appointments, with virtual 
appointments accounPng for 13%, and less than 1% for video consultaPons. 
 
Reason-for-aOendance was available for 21,683 encounters in the past 12 months.  The 
remainder aOended for treatment, tesPng etc.  It is also worth noPng that contracepPon 
was rouPnely discussed at all appointments, regardless of primary reason for aOendance.  
The proporPons of these reasons-for-aOendance are shown in Figure 5, with an explanaPon 
of abbreviaPons in Table 2 below. 
 

 
Figure 5: appointments by reason for aPendance (where recorded), September 2022-August 2023. 
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Abbrevia@on Explana@on 
PTK Postal TesPng Kit clinic 
Access/TOPS TerminaPon of pregnancy/aborPon 
LARC Long-acPng reversible contracepPon 
COPPR Electronic prescribing 
NTT No-talk tesPng 
PTK Collec@on CollecPon of Postal TesPng Kit 
Psychosex Psychosexual clinic 

Table 2: abbreviaBons for reason-for-appointment. 

Reason-for aOendance was not recorded for 58% of appointments; the GSHS stated that these 
aOendances were for tesPng or treatment of sexually-transmiOed infecPons.  Of the 21,683 
appointments with a recorded reason, the most common reason was for aborPon services 
(6,420), followed by Postal TesPng Kit clinic (3,777) and LARC services (2,626).   
 
During scoping discussions for the HNA, mulPple stakeholders idenPfied an increased demand 
for LARC and aborPon as key drivers of pressure on the sexual health service.  Accordingly, the 
trends of these appointment types are demonstrated below in Figures 6 & 7.   
 

 
Figure 6: number of appointments for long-acBng reversible contracepBon, 2020-2023. 
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Figure 7: number of appointments for aborBon, 2020-2023. 

 When considering the trend in LARC appointments within  the GSHS (Figure 5), there was an 
obvious increase in appointment numbers following the acute phase of the COVID-19 
pandemic.  This is likely to be reflecPve of a move from primary care to specialist services for 
the provision of LARC, rather than a true increase in demand.  There has been some reducPon 
in appointments since June 2022, where there was the peak of 368 appointments in the 
month.  This appears to be a reducPon in demand, consistent with a naPonwide fall in the 
uptake of LARC; however, given other trends that we shall see in service acPvity and 
epidemiology (notably aborPon), this may represent a reducPon in demand without a true 
reducPon in need.  It should also be noted that “bridging contracepPon” was made available 
via pharmacies in November 2021; it is possible that this scheme may also have had some 
effect on LARC uptake.   
 
Demand for terminaPon-of pregnancy appears to be on a clear upward trajectory over the 
past three years (Figure 7).  The last six months have seen an average of 554 appointments 
per month, compared to 490 appointments per month during the corresponding period of 
2022, 369 appointments per month during the same period of 2021, and 318 appointments 
per month during the same period of 2020; this represents an increase in TOP appointments 
of 74% over a three-year period.  The reasons for this increase in TOP appointments are likely 
to be mulPfactorial and complex; they may include reduced use of LARC, difficulty in accessing 
contracepPon services, changes in habits around condom use, changes in use of oral 
contracepPon, or socioeconomic condiPons making the conPnuaPon of pregnancies more 
harmful to the physical and mental health of the woman. 
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As previously seen in Figure 4, around 40% of the appointments in the past twelve months 
were conducted face-to-face. This represents a total of just under 21,000 appointments. Of 
those, the vast majority (around 95%) of these appointments were conducted at Aberdeen 
Health Care Village.  822 face-to-face appointments were held in Elgin, with smaller numbers 
at Fraserburgh, Peterhead, and Banff.  This is displayed below in Figure 8.  It should be noted 
that peripheral clinics are not currently able to offer the same service as those available at 
Aberdeen HCV, both in terms of the types of service available and the opening Pmes for 
appointments etc.   
 

 
Figure 8: face-to-face appointments by locaBon, September 2022 - August 2023. 

 
The locaPons of these face-to-face appointments can be compared with the relaPve 
populaPon sizes of the regions that make up NHS Grampian. 95% of face-to-face 
appointments were seen at Aberdeen Health Care Village; this is despite Aberdeen City 
represenPng less than 40% of the populaPon of Grampian.  This would suggest that either (i) 
large numbers of people from Aberdeenshire and Moray are accessing their sexual health 
services at Aberdeen Health Care Village, or (ii) those who live outwith Aberdeen City are 
accessing alternaPve appointment types, such as phone or virtual clinics, or (iii) there is a 
marked difference between the demand for sexual health services in Aberdeen City compared 
to the other regions of Grampian. In reality the explanaPon is likely to be a combinaPon of all 
of the above factors.  Historically, individuals from Aberdeenshire and Moray have ooen 
accessed services in Aberdeen due to both convenience (proximity to their workplace, for 

Elgin, 822, 4%

Aberdeen HCV, 19630, 
95%

Peterhead, 102, 0%

Fraserburgh, 185, 1% Banff, 10, 0%
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example), as well as wishing to avoid accessing sexual health services in smaller communiPes 
where they are more likely to encounter people that they know.  Further work may be 
necessary to accurately characterise service users’ reasons for accessing care where they do; 
this will be further explored in this report’s recommendaPons. 
 
 
Over the past twelve months, young adults aged 18 to 29 years have been the majority of 
appointment-users, using 54.2% of appointments.  The next most common age bracket are 
the 30 to 44 year olds (30.9%), followed by 45 to 69 year olds (9%), with far fewer numbers of 
under eighteens (3.7%) and over 60s (2.2%).  The trend over Pme is demonstrated below in 
Figure 9. 

 
Figure 9: number of appointments by age-group, 2020-2023. 

 
As can be seen above, the level of demand from adults over the age of 45 and young people 
under the age of 18 have remained fairly staPc over the past three years. The overall rise in 
number of appointments appears to be driven by increased demand in the 18 to 29 year old 
and 30 to 44 year old age brackets.  This would be in keeping with an overall rise in acPvity 
that is at least partly driven by an increase in TOP demand, as women in their reproducPve 
years will have greater need for those services (compared to women in either older or younger 
age brackets).  However, as the following epidemiological assessment demonstrates, 
increasing demand from this cohort may also be driven by increasing incidence of sexually-
transmiOed infecPons.   
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Epidemiological assessment 
 

Sexually-transmiAed infec3ons 
 
Epidemiological data on sexually-transmiOed infecPons were obtained from the Apex 
Laboratory System, via Illuminate Tableau.  Data were also obtained from Public Health 
Scotland regarding naPonal trends in sexually-transmiOed infecPons, in order to make 
comparisons with our local data. 
 
Chlamydia trachoma.s 
 
Grampian-specific data on Chlamydia trachomaPs infecPons are presented below in Figure 10. 
 

 
Figure 10: Chlamydia posiBve tests in Grampian, 2018-2023.  Female paBents are shown in red, male paBents are shown in 
blue. 

 
Data are presented from January 2018 to June 2023.  Women account for between 55-60% of 
posiPve tests.  Aberdeen City accounts for 73-83% of cases in Grampian, with Aberdeenshire 
contribuPng 11-18%, and Moray 4-8%.   
 
Total cases increased between 2018 to 2019, from 1,945 to 2,274.  There was a marked 
decrease in posiPve cases in 2020 (1,142 cases), which coincided with the COVID-19 
pandemic.  This is likely to be due to a combinaPon of changing sexual behaviour due to 
pandemic restricPons, as well as reduced presentaPon for tesPng.  There may also have been 
a change in the local populaPon due to the pandemic; for example, many university students 
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studied remotely, rather than in person.  Since 2020 (and the subsequent lioing of COVID-
related restricPons), the total number of posiPve cases has increased, with 1,236 cases in 2021 
and 1,638 in 2022.  However, total case numbers have not yet recovered to the levels seen 
immediately pre-pandemic.  The reason for this is unclear; possible hypotheses include a more 
general change in sexual behaviour following the pandemic, or changes in the demographics 
of the local populaPon. 
 
The trends in Grampian were compared with trends observed more widely in Scotland, and 
those published in Public Health Scotland’s “Chlamydia trachomaNs infecNon in Scotland 
2013-2022” report.  A similar incidence paOern has been observed in Grampian and 
naPonally; the incidence of diagnosed chlamydia infecPon has increased gradually since the 
COVID-19 pandemic, but has not reached levels seen prior to the pandemic.  NaPonally, 
around 56% of cases were female.  In 2022, 72% of diagnoses in women were in those aged 
less than 25 years compared to 50% in men. Historically, the majority of chlamydia diagnoses 
in women have been in those aged less than 25 years, while in men, diagnoses are distributed 
across all age groups.   
 
Figure 11 shows a three-month rolling average of the incidence of diagnosed chlamydia 
infecPons per 100,000 people in the four NHS boards with the greatest incidence as well as at 
a naPonal level.  
 

 
Figure 11:Three-month rolling average incidence of diagnosed Chlamydia trachomaBs infecBon per 100,000 persons by 
selected NHS Board, October 2019 to December 2022 
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All four health boards have shown a similar paOern of a significant drop in incidence around 
the Pme of the first COVID-19 lockdowns, followed by an increase in cases thereaoer, but not 
reaching pre pandemic levels.  These four health boards are all above the naPonal average; 
however this is likely to be expected as all contain ciPes with large populaPons of young 
people (including several universiPes) who are in the age range where chlamydia is most 
commonly diagnosed. 
 
The majority of chlamydia diagnoses (>70%) in both sexes are in people aged less than 30 
years.  Figure 12 (below) shows rates of chlamydia infecPon per 100,000 populaPon aged <25 
years in 2022, divided by different NHS boards.  The rate in Grampian is 1,579 per 100,000 
populaPon; this is above the naPonal average of 1,319, and is the second-highest health board 
behind NHS Tayside.   
 

 
Figure 12: Laboratory-confirmed diagnoses of Chlamydia trachomaBs infecBon and rate per 100,000 populaBon by NHS 

board and gender in those aged <25 years, Scotland, 2022. 
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Within the sexual health clinic seWng, the greatest rates of test posiPvity were observed in 
heterosexual men; this likely reflects the lower number of heterosexual men who are tested 
in this seWng, compared to women and GBMSM. The higher number of diagnoses in women 
overall are likely to be reflecPve of the wider range of opportuniPes for tesPng outwith the 
sexual health clinic seWng.  Paired with lower numbers of heterosexual men are being tested, 
it is also likely that there is an under-recogniPon of posiPve individuals in heterosexual men. 
 
 

Neisseria gonorrhoeae 
 
Grampian-specific data on Neisseria gonorrhoeae infecPons are presented below in Figure 13.  
These were obtained from Apex Laboratory System, via Illuminate Tableau. 

 
Figure 13: Gonorrhoea posiBve tests in Grampian, 2018-2023.  Data from Moray have been redacted due to small case 
numbers. 

Data are presented from January 2018 to June 2023.  Men have consistently accounted for 
62-65% of posiPve tests; however, for 2023 thus far, the percentage of posiPve cases that are 
men is only 51%.  This should be monitored over the coming months to see if this is an 
emerging trend or represents a change in the epidemiology.  82-89% of posiPve tests were 
seen in individuals from Aberdeen City, 7-11% in Aberdeenshire, and 0-7% in Moray.   
 
Total cases increased between 2018 to 2019, from 213 to 305 per year.  As was observed with 
chlamydia, there was a marked decrease in posiPve cases in 2020 (180 cases), likely for the 
same pandemic-related reasons discussed earlier.  Since 2020, the total number of posiPve 
cases has increased, with 214 cases in 2021 and 587 cases in 2022.  In contrast with chlamydia, 
the total case numbers have recovered to pre-pandemic levels, and have conPnued to rise to 
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levels that are considerably higher than those seen in 2019.  The first six months of 2023 have 
recorded 378 posiPve cases, greater than the whole year period in 2019.  This is consistent 
with trends seen at a naPonal level. 
 
Trends in Grampian were compared with those published in Public Health Scotland’s 
“Gonorrhoea infecNon in Scotland 2013-2022” report.  A similar trend has been observed in 
Grampian and naPonally; the incidence of diagnosed gonorrhoea infecPon has markedly 
increased since the COVID-19 pandemic, and now has an incidence greater than that seen 
pre-pandemic.  NaPonally, 2022 saw a 49% increase in cases relaPve to those observed in 
2019.  Incidence of diagnosed gonorrhoea infecPon has increased rapidly since May 2021, 
from 3 cases per 100,000 people to 17.2 cases per 100,000 people in November 2022.  67% 
of cases naPonally were in men.  There was an age disparity when comparing the two sexes; 
77% of diagnoses in women were in those under the age of 25, whereas the same age-group 
accounted for only 39% of male cases. 
 
NaPonally, diagnoses of rectal gonorrhoea in men were at their highest levels in over a decade 
(1,308 cases in 2022).  According to PHS, the increasing incidence of gonorrhoea since 2021 
was iniPally driven by GBMSM; however, since the second quarter of 2022, diagnoses have 
decreased in GBMSM and increased in women and heterosexual men.  Three health boards 
accounted for 63% of posiPve diagnoses in 2022; NHS Greater Glasgow & Clyde, NHS Lothian, 
and NHS Grampian.   
 

 
Figure 14: Three-month rolling average incidence of diagnosed gonorrhoea infecBon per 100,000 people aged 15-64y by 
selected NHS board, October 2019 to December 2022. 
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Figure 14 (above) shows a rolling average incidence of new gonorrhoea infecPons per 100,000 
populaPon aged 15-64y, both naPonally and for four selected NHS boards.  Grampian is 
represented by the green line.  All four health boards follow the naPonal trend as previously 
described; indeed PHS have idenPfied that this trend is replicated across all health boards that 
have high tesPng-rates in sexual health services.  As shown in Figure 14, whilst the incidence 
in Grampian has risen above pre-pandemic levels, and is conPnuing to rise, the incidence is 
lower than that seen in Greater Glasgow & Clyde, Lothian, and Tayside.    
 

 
Figure 15: Laboratory-confirmed diagnoses of gonorrhoea by NHS board, gender and rate per 100,000 populaBon, Scotland, 
2022. 

 
Figure 15 is a table showing gonorrhoea diagnoses in 2022 across Scotland’s NHS boards, both 
in real numbers and in a rate per 100,000 populaPon aged 15-64y, including a division by sex.  
The overall rate in Grampian is 141 cases per 100,000 populaPon; this places Grampian below 
Lothian, GG&C, Tayside, Forth Valley and Fife.   
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NaPonally, the majority of gonorrhoea cases in both men and women are in people aged 
under the age of 30 years. In 2022, those under the age of 25 years made-up 77% of diagnoses 
in women and 39% of diagnoses in men. 
 
Rectal gonorrhoea is a marker for condomless anal intercourse (CAI). In 2022 the number of 
men diagnosed with rectal gonorrhoea was the highest reported since 2013, with 1,378 
posiPve cases naPonally.  However, as a proporPon of all male gonorrhoea cases, rectal 
gonorrhoea accounted for 36.3% of total diagnosis, which is slightly below the 10-year average 
of 36.8%. 
 
The overall picture is one of high and rising rates of gonorrhoea across Scotland. Public Health 
Scotland suggest that this was iniPally driven by diagnoses is in GBMSM. However, this will be 
partly due to this group being more likely to aOend sexual health services, e.g. for HIV pre-
exposure prophylaxis, and may lead to increased diagnosis rates within this group.  Whilst the 
iniPal rise may have been driven by this cohort, more recent data suggest that rates of 
infecPon are rising both in heterosexual men and women.  There is not currently any evidence 
of increased levels of anPmicrobial resistance to account for the current picture. Instead, it is 
more likely that the rise in infecPons is due to a combinaPon of increased tesPng (following 
recovery of tesPng programmes from the pandemic), as well as the diagnosis of cases that 
would otherwise have previously been idenPfied during the pandemic. There is also likely to 
be a degree of asymptomaPc spread from undiagnosed cases.  Regardless, a combinaPon of 
primary and secondary prevenPon iniPaPves are likely to be needed to miPgate the rise in 
infecPons, both naPonally and locally.  There is currently a naPonal Incident Management 
Team (IMT) responsible for managing the current high levels of infecPon in Scotland, and 
public awareness campaigns have recently been completed at both a naPonal and a local level.  
The Chief Medical Officer recently wrote to all health boards advising them to be prepared for 
an anPcipated increase in tesPng.  These recommendaPons, as well as any further measures 
arising from the IMT, will need to be implemented locally.  This will be further explore in the 
“RecommendaPons” secPon.   
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Abor3on 
 
Epidemiological data on terminaPon-of-pregnancy/aborPon were obtained from TrakCare 
PMS, via Illuminate Tableau.  Data were available on number of aborPons per quarter, from 
Q1 of 2012 through to Q2 of 2023.  These are demonstrated for the whole Grampian region 
in Figure 16 below.  The trend in aborPon rate over Pme is displayed with a red line.   
 

 
Figure 16: total number of aborBons per quarter in Grampian, 2012-2023.  Red line shows aborBon rate (aborBons per 1000 
women aged 15-44 years) 

 
As demonstrated previously in the review of service acPvity, there is a marked increase in both 
the number of aborPons performed, and the rate of aborPon across the Grampian area.  This 
appears to begin in late 2020.  The aborPon rate for Grampian in the second quarter of 2020 
was 2.50 aborPons per 1000 women aged 15-44y; this had risen to 2.77 in the same quarter 
in 2021, 3.53 in 2022, and 4.27 in the same quarter of 2023.  As seen in the service acPvity 
data, this represents an increase in aborPon rate of 71% over a three-year period. 
 
Possible hypotheses to explain this trend may include reduced use of LARC amongst women 
of childbearing age (either due to difficulPes in access or reduced demand for these methods), 
trends towards the use of less-effecPve methods of contracepPon (such as ferPlity-tracking 
apps), or socioeconomic condiPons disincenPvising having larger families. 
 
Data from 2019 onwards were also divided into the three local authority areas, to examine 
any trends or changes in aborPon numbers or rates.  These are represented in Figure 17  
below.   Aberdeen City consistently contributes the greatest proporPon, compared to the 
other two local authoriPes; this is likely to be a combinaPon of populaPon size (when 
compared to Moray) and a difference in age demographics (when compared to 
Aberdeenshire).   
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Figure 17: total number of aborBons per quarter, divided by local authority area, 2019-2023. 

 
To minimise the effects of these two factors, aborPon rates per 1000 women aged 15 to 44 
years were calculated for each local authority area from 2019 to present; this is shown in 
Figure 18 below.  Again, aborPon rate was shown to be higher consistently in Aberdeen City 
compared to the other two local authority areas. However, there has been a marked increase 
in the aborPon rate in this age group in Moray, parPcularly over the past 18 months. The 
aborPon rate has increased from 2.29 aborPons per 1000 women in Q2 of 2019, to 4.93 
aborPons per 1000 women in Q2 of 2023.  This rate has increased by 117% over a four-year 
period.  The reason for this is currently unclear; there has been no significant change in 
populaPon demographics (e.g. a large rise in women of childbearing age) noted, and no other 
sudden change in contracepPve or other services within the past 12 months.  A rapid change 
in aborPon rate in Moray may be reflecPve of small numbers of aborPons overall (relaPve to 
Aberdeenshire and Aberdeen City), and may be a random fluctuaPon rather than a true trend.  
However, this apparent increase in rate has occurred in the context of increasing rates in all 
three local authority areas; this is a trend that should be monitored over the coming months 
to ascertain the extent of this effect, and its persistence.   
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Figure 18: aborBon rate per quarter, divided by local authority area, 2019-2023. 

 
The aborPon rate in Aberdeen City has also increased over the past three years, from 2.84 
aborPons per 1000 women in Q2 of 2019, to 4.78 aborPons per 1000 women in Q2 of 2023.  
This represents an increase of 68% over the four-year period.  The rate in Aberdeenshire has 
increased from 2.67 to 3.42 over the same Pme period, an increase of 28%.   
 
Overall, the numbers of aborPons and the aborPon rate are increasing across Grampian.  
These increases are seen to a varying degree over all three local authority areas.  Aberdeen 
City conPnues to account for around half of the aborPons performed across Grampian, with 
an increasing rate over recent years; however, the rapidly increasing rate seen in Moray will 
require further monitoring over the coming months.   

 
LARC 
 
Data on uptake of LARC were obtained from the Pharmacy InformaPon System, via Illuminate 
Tableau.  Quarterly rates of uptake were calculated for the three local authority areas, and are 
displayed below in Figure 19.  These data are also displayed by year in the table, starPng from 
2009 unPl 2021.  It should be noted that these data are based on prescripPons issued, which 
is being used as a proxy for uptake.  There will be some women for whom a prescripPon is 
issue who then do not go on to use LARC; it is anPcipated that these numbers are small.  There 
will also be some women who will use these prescripPons for reasons other than 
contracepPon. 
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Across the study period, the rate of uptake is consistently highest in Moray, with rates lower 
in Aberdeenshire, and lowest in Aberdeen City.  In 2021, the rate of uptake was 46.5 
prescripPons per 1000 women aged 15-49 years in Moray, which was over double the rate in 
Aberdeenshire (22.4) and almost four Pmes the rate in Aberdeen City (12.5). 
 
Uptake rates in all three local authority areas fell dramaPcally in 2020, almost certainly due to 
the COVID-19 pandemic.  There has been some recovery in rates since then, but no local 
authority area has returned to pre-pandemic levels. 

 
Figure 19: rate of uptake of LARC (IUD + implant) per quarter, divided by local authority area, 2009-2022. 

 
These data demonstrate a fall in uptake of LARC over Pme, with marked geographical 
dispariPes.  Whilst these may have been exacerbated by the COVID-19 pandemic, the trends 
appear to have begun before 2020, and have not recovered to pre-pandemic levels since.  It 
is unclear from the data alone whether the fall in uptake is due to difficulPes in access for 
women who would like to use LARC, or a gradual fall in demand for this service; both 
explanaPons may be contribuPng to this picture.  
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Corporate perspec)ves 
 
An exercise was conducted between May and September 2023 to ascertain the views of 
professionals working within the Grampian Sexual Health Service.  A mixed methodology was 
used, involving both a series of semi-structured interviews and a wriOen quesPonnaire.  
Sampling was done via a combinaPon of convenience and snowball sampling.  Respondents 
included consultants in Sexual and ReproducPve Health, specialty doctors, nurse managers, 
specialist nurses, sexual health advisors and healthcare support workers. 
 
Responses were analysed, and are presented themaPcally here. 
 
What do you see as the current strengths of NHS Grampian's sexual health services?  In your 
opinion, what areas of good pracNce should the service make sure that it conNnues to 
provide? 
 
Over half of respondents (55%) idenPfied the current staff as a strength, parPcularly 
highlighPng teamwork and their ability to work together.  A third of respondents (36%) 
idenPfied the service as being accessible to people who required the service.  27% of 
respondents felt that the current service was responsive to the changing needs and demands 
placed upon it.  A similar number highlighted that they felt that the service was paPent-
centred.   
 

“The strength of our service is our team and always knowing someone has 
your back if help is required, the team all work together in this manner to 

provide the very best care for our paNents and each other.” – Senior Health 
Care Support Worker 

 
Other areas of strength that were highlighted include the integrated nature of NHS Grampian’s 
services (including sexual health, HIV, contracepPon, aborPon care and some community 
gynaecology), the range of services provided, and the service’s embrace of new technologies 
to deliver care. 
 
What do you see as the current weaknesses of NHS Grampian's sexual health services?  In 
your opinion, what areas of the service should be improved in order to be]er serve the 
populaNon? 
 
Respondents idenPfied a number of areas which they felt were in need of improvement. By 
far the most common issue highlighted was the current imbalance between the demands 
placed upon the service, and the capacity of the service to respond to those demands. This 
was idenPfied by 55% of respondents. The other main area for improvement that was 
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idenPfied (36% of respondents) was the need for greater provision of services outwith the 
main Aberdeen Health Village. This would include an improvement in the provision of services 
both in the community and in Aberdeenshire and Moray. Further respondent felt that the 
service in Aberdeen was overly centralised, which may cause difficulPes for some groups and 
sub-populaPons to access services. 
 

“We provide a lot of services within sexual health with a staNc workforce. 
This can be overwhelming for staff and affect their health and well being. 
The demand for our services has increased but our workforce hasn't. Yet, 

we are sNll seeing huge numbers of paNents. …. Nursing staff have limited 
Nme for CPD, which has a negaNve effect on development.” – Staff Member 

 
Some respondents (18%) highlighted the limited opening hours of the sexual health service at 
Aberdeen Health Village; they felt that the lack of opening either in the evening or at the 
weekend may reduce the accessibility for some service-users. 
 
Respondents idenPfied several other areas that they felt could be improved. These included 
the provision of online services (for example, the ability to order STI kits, order contracepPve 
pills, or to book appointments online), the lack of a pharmacy at Aberdeen Health Village, and 
concerns regarding staff retenPon in the local area. 
 
In your opinion, are there any challenges or problems for the service that you are 
anNcipaNng within the next three years?  This could include, for example, demographic 
change, changes in service demand, or changes in staff availability. 
 
The challenge that was most frequently idenPfied was that of staffing. The most common 
concerns were the ability to replace staff who are due to rePre (or leave the service for other 
reasons), and whether there is an adequate number of trainees coming through the system 
to replace them.  This concern is in regards to medical staff as well as nursing and other allied 
health professionals.  This concern was raised by 55% of the respondents.  
 

“[There are] increasing workforce issues; a number of staff (parNcularly 
consultants) are not far off reNrement age, with a lack of trainees to 

replace them.” – Consultant in Sexual and ReproducNve Health 

 
The other main concern was the anPcipated high levels of service demand; This may be either 
a further increase of demand from current acPvity, or may simply be the conPnuaPon of the 
current high levels of demand that the service is experiencing.  It was suggested that increased 
demand may come from several sources; these include ongoing high levels of sexually-
transmiOed infecPons, high demand for aborPon services, as well as the emergence of new 
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services such as injectable anP-retroviral drugs, and services for menopause.  The changing 
balance of provision between primary care and specialised services may also help to explain 
an ongoing increase in demand; indeed, the increased reliance of the SHS for provision of 
LARCs was idenPfied as a challenge by mulPple staff members during the semi-structured 
interviews. 
 
 
If you were in charge of the sexual health service, what three changes would you make to the 
service in order to be]er serve the populaNon? 
 
There were a wide range of possible improvements idenPfied.  The most frequently suggested 
change was in increase in outreach from the main Aberdeen Health Village site.  This was 
idenPfied by 45% of those responding.   
 
It was also idenPfied by several respondents that the key improvement for the service would 
be an increase in the number of trained staff.  This includes an increase in staffing more 
generally (including administraPve and support staff), as well as more specialised roles such 
as a HIV nurse-specialist.  This may in turn have knock-on effects, allowing both new and 
exisPng staff to further improve and develop the services offered.  AddiPonally, an increase in 
staffing (with a corresponding reducPon in workload per clinician) would facilitate addiPonal 
CPD and training for members of the team.  It was idenPfied that increasing the number of 
staff who were able to (and had Pme to) train other staff would also be welcome. 
 

“[I would like to see an] increase of trained staff and more funding; [this] 
would allow more outreach and more Nme for training of those outwith 

the service, [and] widening of training/skillset of those already in the 
service.” – Consultant in Sexual and ReproducNve Health 

 
Respondents were also keen to develop more collaboraPve ways of working, including the 
training and upskilling of professionals outwith the specialist sexual health service.  
SuggesPons included working more closely with primary care, pharmacies and social work.  It 
was suggested that more general sexual health provision in primary care may allow the 
specialist service to concentrate on more complex cases and work with hard-to-reach and 
high-risk populaPons. 
 
Several respondents idenPfied an increase in the use of technology to deliver services.  This 
included the use of automaPon to increase efficiency, an increase in self-service provision, 
more online services for STI kits and repeat medicaPons, and the use of online media to 
communicate with service-users.  Examples of this were electronic paPent quesPonnaires 
prior to clinic appointments, the use of social media channels to inform the public, and web-
chat faciliPes to offer advice and informaPon.   
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55% of respondents suggested various methods of making the service more accessible.  
SuggesPons included more clinic availability during evenings and weekends, more drop-in 
clinics, availability of STI tesPng kits in primary care, an increase in overall clinic hours, and 
more targeted services for specific populaPons (such as students, young people, GBMSM and 
LGBTQ+ community). 
 
 

Key themes and summary 
Staffing –  
Staffing was seen as both a strength of the service, as well as a potenPal vulnerability.  
MulPple respondents described the current members of staff as the service’s strength, 
highlighPng their teamwork, responsiveness and adaptability.  Whilst there may be an 
element of responder bias (and respondents were not anonymised), those who took part 
in the interviews and quesPonnaire consistently expressed high regard for their colleagues. 
 
However, staffing was also serially expressed as a potenPal area for improvement; 
specifically, the need for more staff to meet current and future levels of demand.  This 
includes both an increase of staff number overall, as well as an expansion of more specific 
roles (e.g. HIV specialist nurse, pharmacist for the Aberdeen Health Village, staff to provide 
training to other healthcare providers). 
 
Concerns were also expressed regarding the consequences of anPcipated rePrements in the 
coming years, both in terms of loss of insPtuPonal memory and possible difficulPes in 
recruiPng and retaining staff to replace them.  Whilst some of these issues are outwith the 
control of NHS Grampian (e.g. training numbers in Sexual and ReproducPve Health are 
decided at a naPonal level), the recruitment and retenPon of medical, nursing and ancillary 
staff appear to be a key priority for the present and future. 
 
Levels of staffing interact with mulPple other domains and issues idenPfied here, including 
the ability to cope with increased service demand, the ability to improve training and 
development for professionals working across the health system, and the ability to adopt 
new pracPces and ways of working.   
Demand –  
The increase in demand for sexual health services has been idenPfied as a challenge for 
GSHS, both now and going forward.   
 
The source of increased demand is likely to be mulPfactorial; as demand appears to be 
increasing naPonally, this is unlikely to be a Grampian-specific issue. 
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However, whilst there are likely to be upstream factors that are driving demand, there are 
mulPple strategies to miPgate these that have been idenPfied here; these include 
proacPvely engaging with hard-to-reach and high-risk populaPons, an increase in the use of 
technology, and a focus on health promoPon and primary prevenPon.  We may also 
anPcipate further demand on the service as new treatments and prioriPes emerge, such as 
a focus on menopause or injectable ARVs. 
Access – 
Improving access for service-users was idenPfied as a priority by the majority of 
respondents in this exercise.  Outreach was frequently cited as a priority, in order to provide 
services to hard-to-reach populaPons.   
 
Other iniPaPves that were suggested to improve access included an overall increase in clinic 
hours, clinic provision during evenings and weekends, and the re-introducPon of drop-in 
clinics.  There may also be a role for increasing the use of technology and online services, 
as well as decentralising sexual health care to other providers such as primary care and 
pharmacies.   
 
Again, the service’s ability to increase accessibility is likely to be dependent upon the 
number and skill-mix of staff.   

 
 
 
 
  



DW  35 

Challenges iden)fied 
 
Long-ac3ng reversible contracep3on 
 
The current provision of long-acPng reversible contracepPon has been idenPfied as an area of 
challenge throughout this review.  This was consistent through the preliminary scoping 
exercise, the review of current acPvity, the epidemiological assessment, as well as the 
corporate needs assessment exercise.  PercepPons of LARC were also examined during the 
literature review, as well as in work that has previously been done within the sexual health 
service. 
 
Scoping idenPfied the concerns of mulPple staff members that the service was experiencing 
an increase in demand for LARC services.  This is consistent with the SHS acPvity data seen 
between mid-2020 and mid-2022, with a marked increase in appointments for LARC (peaking 
at 385 appointments in June 2022) following the pandemic.   
 
This, however, contrasts with longer-term trends seen in data from the Pharmacy InformaPon 
System (as displayed earlier in Figure 19).  These data suggest that, aside from the recovery 
“bounce” aoer the iniPal stages of the COVID-19 pandemic, rates of LARC prescripPons overall 
have been steadily declining since 2017.  Rates did not recover to pre-pandemic levels, and 
have conPnued to fall; this is consistent with the fall in LARC acPvity data seen in the past year, 
as shown in Figure 5.   
 
Overall, the data are consistent with declining uptake of LARC since 2017.  There appears to 
be a shio in LARC provision from primary care to the specialist service since the pandemic, 
leading to an increase in acPvity for the SHS; however, over the past 12 months, there has 
been a reducPon in acPvity, likely due to a reducPon in demand for LARC from service-users.  
In light of trends of terminaPon-of-pregnancy, the reduced acPvity and prescripPon may be 
reflecPve of a reducPon in demand, but not a true reducPon in need.  In this case, it would be 
more appropriate to try to encourage demand, rather than reduce the supply of this service.   
 
Abor3on 
 
AborPon was also idenPfied during scoping as an area of interest for this piece of work. The 
concern that was expressed during the scoping exercise was a possible lack of provision for 
women seeking this service in Moray.  There has also been an increase in rates of aborPon 
that has been observed naPonally.   
 
When considering the Grampian region as a whole, the number of appointments for aborPon 
has increased by 71% between 2020 and 2023, from an average of 318 appointments per 
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month to an average of 554 appointments per month.  This is also reflected in the 
epidemiological data displayed in figures 16 and 17. 
 
Whilst there has been an increase in aborPon across Grampian, the rate of increase has not 
been the same in all three local authority areas. The rate of aborPon has increased much more 
rapidly in Moray than in either Aberdeenshire or Aberdeen City.  The reasons for this are 
unclear, and this trend will need monitoring over the coming months to assess its veracity and 
persistence; however it does highlight the need for equitable access to aborPon services for 
women living in Moray. When comparing the three local authority areas, those with the 
highest rate of aborPon are those with the lowest rates of uptake of LARC, and vice versa.  It 
is unclear whether this relaPonship is causal, correlaPon only, or confounded by other factors. 
 
Overall, the increase in rates of aborPon observed in Grampian are consistent with wider 
trends seen across Scotland. The sexual health service should consider whether this is a trend 
that is likely to be persistent (requiring an increase in supply to meet demand), or whether 
this phenomenon may be transient, and will reduce with an increased focus and uptake of 
LARC and other reliable methods of contracepPon.  Either way, ensuring that women in all 
regions of Grampian have safe and equitable access to aborPon should remain a high priority 
for the service. 
 

 

Staffing 
 
It has been idenPfied that staffing is a major area of concern for those working within the 
service. Whilst there are no current staff vacancies, recruitment and retenPon of staff to NHS 
Grampian is felt to be difficult, and the sexual health service is no excepPon. This may be more 
pronounced in some regions of Grampian compared to others; for example recruitment of 
staff to Aberdeen City may be easier than recruitment to Moray. This has obvious implicaPons 
for the service when staff either leave the service or rePre, and may contribute to unequal 
care across the region. 
 
An Increase in staff number would have several benefits. These include an increased ability to 
meet the needs of the populaPon of Grampian, an increased ability to offer more specialised 
services (such as specialist HIV nursing), and would reduce workload pressure and burnout in 
current members of staff. 
 
Given the difficulPes in recruitment that have been experienced, a proacPve approach may 
be needed to aOracPng new staff.  This may include recruitment from healthcare students 
(both medical and nursing) at our local universiPes, as well as ensuring ample and high-quality 
post-graduate training opportuniPes.  A focus on ongoing professional development for those 
working within the service is likely to benefit paPents and also improve staff retenPon. 
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Geographical dispari3es 
 
NHS Grampian covers three local authority areas; these areas are all markedly different in 
terms of ages, populaPon density, rurality, healthcare infrastructure and distribuPon of at-risk 
populaPons.  As such, it is enPrely appropriate that the different regions may receive (or 
indeed need) different levels of service depending on their local populaPon.  However, these 
differences need to be carefully considered when planning services, to ensure that resources 
and services are targeted in such a way as to provide maximum benefit.   
 
There are some dispariPes between the local authority areas in terms of 
acPvity/epidemiology; specifically, the rates of aborPon and rates of uptake of LARC.  Whilst 
focus on these areas is warranted at a health board level, we should ensure that efforts are 
also focussed at a more local level to beOer understand and address any dispariPes that we 
are observing.   
 
Sexually-transmiAed infec3ons 
 
Over half of paPent contacts across the sexual health service are for the tesPng and/or 
treatment of sexually-transmiOed infecPons.  This represents over 30,000 appointments in 
the past 12 months.  Epidemiological data have shown that there has been a rise in cases of 
both Chlamydia trachomaPs and Neisseria gonorrhoeae since the pandemic. Whereas the 
increase in chlamydia has not yet reached pre pandemic levels (and appears to be stabilising), 
the rates of gonorrhoea infecPon have conPnued to rise far beyond what was previously 
observed in 2019.   
 
Whilst these data are a local manifestaPon of a naPonal phenomenon, acPons to prevent 
further transmission will need to occur at a local level. When considering chlamydia infecPons, 
the rate of infecPons in Grampian residents under the age of 25 was 1,579 per 100,000 
populaPon; this was the second highest in Scotland.  Whilst this may be partly explained by 
Grampian’s high level of tesPng, the rate being in excess of those seen in other similar-sized 
health boards should be a cause for concern. 
 
Regarding gonorrhoea, the ongoing rise in infecPons is a concern both locally and naPonally.  
Whilst rates in Grampian are lower than in several comparably-sized health boards, the 
ongoing trajectory is of increasing infecPons.   NaPonally, the picture appears to be of an 
increasing rate in women and heterosexual men, with a reducPon in infecPons in GBMSM.  
TargePng of these groups for educaPon and prevenPon is likely to help with rates of 
gonorrhoea and other sexually-transmiOed infecPons. 

Service loca3on 
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As menPoned earlier, NHS Grampian covers an area that is geographically large and diverse in 
terms of populaPon.  This necessitates a sexual health service that can cover both the range 
of people we serve, as well as distribuPng that service equitably across its geographic 
footprint.  Whilst there may be a number of reasons as to why residents of different parts of 
Grampian may seek their sexual health care outwith their immediate local area, we must 
ensure that all areas are served appropriately. 
 
Since the COVID pandemic, the sexual health service has conPnued to increase and improve 
the number of appointments offered virtually and via telephone.  This has improved access 
for those in rural and remote areas; however, this technology may not be accessible to 
everyone, parPcularly those with reduced access to both devices (e.g. smartphones) and 
services (e.g. reliable broadband).   
 
In the past 12 months, 95% of Grampian’s face-to-face appointments were at Aberdeen Health 
Village; only 4% were in Moray (Elgin), with 1% of appointments in Aberdeenshire.   
 

Outreach 
 
Outreach was a frequently-idenPfied theme during the corporate needs assessment. As 
menPoned earlier, Grampian covers a diverse populaPon; however there are parPcular groups 
within this populaPon who either require more healthcare from the SHS, or are hard-to-reach 
but in need of services. 
 
Increasing and improving outreach from the sexual health service into the community may 
assist with several other of the problems idenPfied during this needs assessment. For 
example, outreach to young people under the age of 25 may help with the rates of sexually 
transmiOed infecPons within Grampian; this could also potenPally reduce the rates of 
aborPon, and increase the uptake of long acPng reversible contracepPon. However, as 
previously noted this may be reliant on an appropriate number of staff to be able to deliver 
these services alongside services at Aberdeen Health Village.  Outreach to some of these 
populaPons may also require more innovaPve use of technology, for example the use of social 
media to reach younger populaPons.  
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Recommenda)ons 
 
 
1) Long-ac@ng reversible contracep@on 

a) This assessment has observed the marked increase of LARC appointments and acPvity 
within the GSHS. The main driver of this is likely to be a transiPon of this service from 
primary care to secondary care. Steps should be taken to ensure that there is stable 
and reliable LARC provision for all women across Grampian, available at convenient 
locaPons regardless of local authority area.  Further work should also examine a wider 
range of contracepPves, their uptake and trends thereof.   

b) Whilst acPvity within the GSHS has increased, overall uptake appears to have 
decreased.  This has correlated with a rise in demand for aborPon services.  Reduced 
uptake may be due to either a reducPon in demand or difficulty in accessing LARC due 
to the transiPon away from primary care. There should be proacPve monitoring of 
LARC uptake across the three local authority areas, to assess the persistence of these 
trends.  Literature has suggested a change in paPent aWtudes towards hormonal 
contracepPon more generally, as well as paPent percepPons regarding LARC with 
respect to longevity/reversibility/tolerability.  We should prioriPse paPent informaPon 
and educaPon about contracepPve choices going forward.  We should also give 
consideraPon to the best medium and messenger for any educaPon campaign, aiming 
to reach the young adults for whom this service is likely to be the most beneficial. 

2) Abor@on 
a) Rates of aborPon have markedly increased, with an observed increase of 71% over the 

past three years.  Whilst this is a trend that is also been observed naPonally, the rate 
of increase has been different when compared between the three local authority 
areas, with the increase observed in Moray over the past year being parPcularly 
noteworthy.  Rates of aborPon will need to be monitored, with parPcularly close 
aOenPon paid to Moray, over the coming months to assess the persistence of these 
trends.  Further work should be considered to idenPfy any associated or causal factors 
for these increases, parPcularly any which may be modifiable. 

b) Regardless of the reasons behind the rising rate in aborPon, the increased demand will 
lead to extra strain upon NHS Grampian’s services.  Steps should be taken to ensure 
the stability of the aborPon service, and its ability to meet the needs of women in all 
local authority areas.  ConsideraPon should be given to where these services are 
geographically located, and ensuring the correct staff mix are available at the 
appropriate sites. 

3) Sexually-transmiLed infec@ons 
a) Diagnoses of chlamydia in Grampian, similar to Scotland more generally, had risen 

following the pandemic, but had not returned to pre-pandemic levels.  This trend 
appears to be conPnuing, albeit at a relaPvely slow rate.  Grampian is amongst the top 
four health boards for incident cases of chlamydia, which may be reflecPve of the 
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degree of tesPng in these large health boards (Grampian, Tayside, GG&C and Lothian) 
as well as the characterisPcally young populaPons in these health pools that contain 
large ciPes. However, this phenomenon cannot be explained enPrely by populaPon 
demographics; when calculaPng incidence rate based on  the populaPon of 15-24 year 
olds, Grampian comes out second only to Tayside.  Accordingly, Grampian should focus 
on prevenPon, diagnosis, and treatment of chlamydia, parPcularly in the young adult 
populaPons in which it is most diagnoses are idenPfied.  As Aberdeen City accounts 
for around three-quarters of new diagnoses, this would be a sensible area in which to 
focus Pme and resources. 

b) The incidence of gonorrhoea in Grampian has dramaPcally increased, and conPnues 
to do so.  This is part of a wider trend seen across Scotland; indeed, naPonal-level work 
is being coordinated by Public Health Scotland.  NHS Grampian are, and will need to 
conPnue to, engage with PHS during this process, so that we are able to locally 
implement any naPonally-coordinated recommendaPons.  This is likely to include an 
increase in tesPng.  High-risk populaPons, such as GBMSM, are likely to need targeted 
messaging.  Again, a high proporPon of incident cases are in Aberdeen City (>80%), 
and so a focus of Pme and resources here would be prudent.  Indeed, promoPon of 
safer sex, condom use etc. is likely to be beneficial for the reducPon of both chlamydia 
and gonorrhoea.  AddiPonally, the JCVI have issued recent guidance recommending 
the use of 4CmenB vaccines in GBMSM and other high-risk individuals for the 
protecPon against gonorrhoea.  PHS have adopted this recommendaPon, and will 
work alongside the ScoWsh Government and local health boards to introduce this new 
vaccine programme.  NHS Grampian’s vaccinaPon team will need to explore how this 
programme can be delivered, and implement it in due course.   

c) There is currently no evidence naPonally to suggest that the rise in incidence of 
gonorrhoea is due to either a parPcularly transmissible strain of the bacteria or an 
increase in anPbioPc resistance. Therefore it is likely that the increase in incidence is 
predominantly due to an increase in high risk sexual behaviours.  NHS Grampian should 
consider proacPvely monitoring for any other diseases or condiPons which may be 
spread by the same behaviours; for example, HIV and other blood-borne viruses.  As 
the ongoing rise in gonorrhoea naPonally is thought to be in groups who are not 
normally considered to be high risk (women and heterosexual men), it should be 
considered whether we should be more proacPvely screening in these populaPons. 

4) Service-user perspec@ves 
a) Formal exercises of gathering independent service-user perspecPves and feedback 

should be considered.  This should be conducted to include as many different service-
users as possible, and should aim to evaluate the degree to which the current service 
being provided is meePng their needs and expectaPons.  Care should be taken to avoid 
responder bias from easy-to-reach populaPons. 
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Appendix 1: Glossary and abbrevia)ons 
 
BBV     Blood-borne virus 
GBMSM    Gay, bisexual, and other men who have sex with men 
GSHS     Grampian Sexual Health Service 
HBV     HepaPPs B virus 
HCV     HepaPPs C virus 
HIS     Health Improvement Scotland 
HIV     Human immunodeficiency virus 
HNA     Health Needs Assessment 
IUC     Intrauterine coil 
JCVI     Joint CommiOee on VaccinaPon and ImmunisaPon 
LARC     Long-acPng reversible contracepPon 
LGBTQ+    Lesbian, gay, bisexual, trans, queer and others 
MCN     Managed Care Network 
PHS     Public Health Scotland 
SHS     Sexual Health Service 
STD     Sexually transmiOed disease 
STI     Sexually transmiOed infecPon 
TOP     TerminaPon of pregnancy 
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Appendix 3: Literature review methodology 
 

Design 
 
A systemaPc review approach was used under the guidance of the Preferred ReporNng Items 
for SystemaNc Reviews and Meta-Analyses (PRISMA) Checklist for the reporPng of this review. 
Data sources and search strategy 
 
A systemaPc search was conducted on five electronic databases (CINAHL, MEDLINE via OVID, 
Web of Science, Scopus, PubMed) between June and July 2023. A manual search of online 
databases was also carried out using Google and Google Scholar in addiPon to journals that 
produced important arPcles such as the BriPsh Medical Journal (BMJ). References of the 
chosen papers were also looked into to find any new research or reports that the first searches 
had missed (reference by reference). Between the concepts, similar keywords and vocabulary 
were joined using the Boolean terminology OR and AND. Some of the keywords included 
“models of contracepPon”, “contracepPon AND aborPon delivery models, “family planning 
provision AND models”, “models AND family planning service delivery”, “percepPon OR long 
acPng reversible contracepPon AND UK”, “terminaPon of pregnancy OR delivery models”.  

 
Eligibility Criteria 
   
To be included in the report, studies had to be: 1) published in English, 2) in full text format 
only, 3) studies on models of contracepPon and aborPon service delivery, 4) on high income 
countries, 5) of any study design 6) studies of the percepPon of women to Long acPng 
Reversible ContracepPon (LARCs) in the UK. The following criteria were used to remove 
studies from the review: 1) models of service delivery on other sexual health services, 2) 
duplicated publicaPons. 

 
Data extrac3on and quality appraisal 
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To check whether arPcles matched the inclusion and exclusion criteria, the reviewer examined 
the Ptles and abstracts of retrieved papers. Aoer screening, data was extracted from each of 
the studies using a standardised data extracPon form. The following domains were on the 
standardised form: authors, year of publicaPon, study design, study seWng, parPcipant 
characterisPcs, and outcome.  
To assess the quality of included studies, the Cochrane Risk of Bias tool 1 was used for the 
Randomized Control Trials (RCTs), while the other studies which included systemaPc reviews, 
and other types of study designs were evaluated using the CriNcal Appraisal Skills Programme 
checklist (CASP), JBI checklist and Mixed Methods Appraisal Tool (MMAT). 

 
Data analysis and synthesis 
 
The included papers were not suitable for meta-analysis due to their varied designs and 
methodologies, thus a narraPve (or descripPve) synthesis of the results was conducted by 
comparing and contrasPng data using themes.  

 
 
  

Records identified from: 
Databases (n =119 ) 
Registers (n =0 ) 

Records removed before 
screening: 

Records after duplicates 
removed (n=101) 

Records screened 
(n =101 ) 

Records excluded 
(n =40) 

Reports sought for retrieval 
(n =0 ) 

Reports not retrieved 
(n =0 ) 

Reports assessed for eligibility 
(n =61 ) 

Reports excluded: 
Models on other aspects of 
sexual health services (n =17 
) 
Studies done in low and 
middle income settings (n 
=10 ) 
Studies on models of 
contraceptives delivery on 
specific characteristics of 
women e.g women with 
cardiovascular diseases(n =3 
) 
 

Studies included in final review 
(n =31 ) 
 

Identification of studies via databases and registers 
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