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Community health advising 
T I N A  S H A R P  

 

This chapter aims to examine the role of the health adviser in a 
community setting and draws from the experiences of a Chlamydia 
Co-ordinator covering two inner city primary care trusts.  Defining the 
term community and examining the aspects of health advising which 
have been found to be useful in this setting may allow a clearer idea 
of the benefits of extending genitourinary medicine GUM services.   

 

I N T R O D U C T I O N  
 
The term ‘Community’ is frequently used to describe general practice and contraceptive 
services. However, screening is commonly offered for treatable sexually transmitted infections 
(STIs) within termination of pregnancy (TOP) services, Accident & Emergency departments 
and Gynaecology and Obstetric units. These include charitable or private organisations. The 
role of the community health adviser may be best described as offering support in the 
facilitation of screening for STIs and partner notification in all areas outside of the clinical 
GUM setting.  

So far the main focus of community health advising has been on Chlamydia trachomatis as it is 
the most common treatable STI in the UK.  It has been well established that this infection is 
most prevalent in sexually active young people, usually without symptoms.  However it can 
cause serious complications, particularly for women, if left untreated, inadequately treated or if 
re-infection occurs.1 

The aim of extending the health adviser’s role outside of GUM services has been to improve 
and standardise the care offered to clients testing for STIs in a community setting, and to 
allow them the opportunity to receive the same level of care as an individual testing within the 
GUM service. The health advising skills most valuable in this setting are the provision of 
sexual health education for the professionals and their patients, and of sharing the 
management and follow-up of those diagnosed with an infection to ensure the best possible 
outcomes. 

Where chlamydia testing is taking place, the recommended care prior to testing includes 
gaining informed consent from the patient and establishing how they will receive their results. 
If the result is chlamydia positive, care ought to include: 

Chapter 
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� Giving diagnosis and correct information regarding this 

� Giving correct treatment 

� Offering testing for other STIs 

� Giving advice regarding re-infection within this episode 

� Discussing partner notification (see chapter on partner notification) 

� Sexual health education 

� Arranging follow-up at the end of treatment 2 

In the GUM setting, the aim is for all clients to be referred to a health adviser to discuss 
partner notification and for a minimum of 70% of patients diagnosed with chlamydia to have 
at least one contact attending for screening and/or treatment. 3 

One may say that within any of these areas surely the health professionals could carry out the 
recommended care listed above.  However, in some areas there may be a lack of experience 
and discomfort in discussing STIs with a patient, particularly where partner notification and 
recent sexual history are concerned.  Furthermore, there may not be a sufficient knowledge 
base or the training to support staff in discussing an STI diagnosis or arranging follow-up, 
especially if positive results are infrequent in that area.  The role of the health adviser is to 
discuss these issues.  Where there is a liaison system in place the health adviser can take 
responsibility for monitoring cases to ensure that the patient is made aware of the result, 
receives treatment, discussion of partner notification, and receives appropriate follow-up. 

In order to ascertain where health advising input may be advantageous, it is first necessary to 
establish either where testing is already taking place/ could usefully be taking place or where a 
health adviser could be placed in an advisory capacity to benefit individuals attending a non-
screening service (such as a young persons project).  Microbiology departments can usually 
provide very helpful information about the former.  Regarding the latter, the Royal College of 
Obstetricians and Gynaecologists 4advocate all women having a TOP, or that women aged 
under 36 years having any form of uterine instrumentation (including insertion of IUD) ought 
to be routinely screened or treated prophylactically for chlamydia, gonorrhoea and other 
anaerobes.  Therefore TOP services and IUD clinics (including GPs who undertake these 
procedures) would be appropriate targets for both screening and health adviser intervention. 

Having established which areas are testing for STIs and which areas could be testing for STIs, 
links between these areas and health adviser services can begin to be developed.  In order to 
do this successfully the following must be examined: 

� The protocol for the area  

� The patient group and criteria for testing 

� The present system of dealing with a positive STI result 

� The structure of the staffing within that service 

Whilst examining these aspects of any service, it is important to assess the experience of 
staff with a view to potential training needs. 
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T H E  P R O T O C O L  F O R  T H E  A R E A  
 
An established and effective protocol for the management of STIs will often create an easier 
pathway to developing sensible dialogue between health advisers and a service.  It will usually 
mean that there is someone with an interest in the standards of testing and management, so 
identifying that person is crucial to the development of any referral system.  However it must 
not be assumed that having a protocol means that it is being followed.  Encouragement of an 
audit can be very useful in establishing not only if the protocol is being used but also how 
effective it is. 

If there is no protocol in place, the following aspects are essential groundwork for 
development of a care pathway. 

T H E  C L I E N T  G R O U P  A N D  C R I T E R I A  F O R  T E S T I N G   
 
Services already screening for STIs will have their own criteria for testing.  For example, 
Accident & Emergency Departments may initiate testing individuals attending with signs and 
symptoms suggestive of an STI outside of GUM hours.  The criteria and specific client group 
should give an indication of how much testing ought to be taking place.  So an Accident & 
Emergency Department, who see mixed clientele with varied problems, will test far fewer 
clients than a TOP service, who by their nature should normally test most of their clientele.  
No criteria or poorly adhered to guidelines might indicate a service in need of education and 
training.  This is a role well suited to the health adviser. 

Services have varied responses to positive STI results and treatment.  Those attending for a 
procedure involving uterine instrumentation following Royal College of Obstetrics and 
Gynaecology (RCOG) recommendations will usually have had treatment. This will be either 
from a known positive result or prophylactically in the absence of a result before the 
procedure takes place. 5 

This can have a direct effect on the work of the health adviser.  Those who have already had 
both treatment and procedure may be less likely to attend a GUM clinic for partner 
notification and follow-up. Patients who have an untreated infection may be more likely to 
attend a GUM clinic for their treatment and therefore see a health adviser.  This appears to be 
the case in a comparison of unpublished audits of a liaison system between the Accident & 
Emergency Department, Gynaecology and TOP services in an inner city hospital, and a key 
worker based within the health adviser team in the local GUM service. 6 Similarly, in the 
contraceptive services within two inner city primary care trusts, of women referred to three 
GUM clinics with mostly untreated chlamydia infection, the vast majority attended.  In the 
latter case it was noted that use of a “suitably skilled individual” with health advising skills had 
“demonstrated better outcomes than previously reported”. 7 

For patients who have already received treatment the rational for referral is to ensure that 
partner notification and follow-up take place. When it is unlikely that there will be a need for a 
test of cure, and if the patient does not wish to have further tests for other STIs, this may be 
something that can be discussed with the patient by telephone at a mutually convenient time.   

There is evidence to suggest that the younger the person, the less likely they are to attend for 
follow-up at a GUM clinic 8 and the greater the delay in accessing treatment. 9   In some areas, 
the criteria for testing is likely to reveal a high prevalence of infection. For example, the 
screening of asymptomatic women aged under 25 years in a dedicated young person’s service.  
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If the patients seem less inclined to attend a GUM clinic and are able to access treatment from 
the dedicated service, having a sessional health adviser available in that service can enable 
successful partner notification and follow-up to take place. 8 This is only likely to be an 
economical use of the health adviser’s time if there are enough clients in need of sexual health 
advice or partner notification (PN).   

T H E  P R E S E N T  S Y S T E M  O F  D E A L I N G  W I T H  A  P O S I T I V E  S T I  

R E S U L T  
 
Examining the systems already in place can reveal a great deal about what a health adviser 
could offer that area. Specifically; the management of results, the treatment and advice given 
to patients diagnosed with an infection, the documentation and success of PN, and relevant 
follow-up.  

It may be that patients are not being referred to GUM services because staff are unaware of 
the importance of discussing PN or the facilities are not in place to follow-up clients 
promptly.  In such circumstances there may be the need to educate and train the health 
professionals involved. In other settings the health professionals may understand the 
importance of PN and follow-up and will routinely refer clients diagnosed with an STI to a 
GUM clinic.  Here the emphasis will be on the effectiveness of the referral system.  Simple 
measures, such as ensuring that the correct information about a GUM clinic is available to 
patients and staff can help ensure successful referral.   

T H E  S T R U C T U R E  O F  T H E  S T A F F I N G  W I T H I N  T H E  S E R V I C E  

A R E A  
 
When developing a standardised method of referral, it is important to take into account 
staffing levels and turnover, continuity, and how many are full-time or part-time.  All 
members of the multidisciplinary team have an important role in providing a smooth running 
and functional care pathway.     

In areas where staffing levels are high and frequently changing, it may be useful to identify a 
small number of people willing to support a protocol or care pathway. They ought to take 
responsibility for managing positive results, ensuring that a patient is informed of their 
diagnosis, treatment is accessed, and a referral for PN and follow-up is made.   

In hospital-based services (TOP, Obstetrics & Gynaecology, A&E) the staff most likely to 
have the greatest amount of contact with patients are the nurses and midwives.  Generally 
there is a change of junior medical staff every six months and it is important to remember that 
they may have little or no experience of testing and managing STIs. Having a regular teaching 
slot in an induction programme can be useful.  In addition, a more efficient process can be 
achieved if two or three nurses/midwives can be identified who are willing to take part in a 
liaison system, taking over the notification of patients with positive results and referring them 
to GUM.  

Contraceptive services are often part-time services spread across a district employing many 
sessional staff.  In this situation it may be helpful to identify the most full-time clinic and then 
approach the full-time members of staff within that particular clinic.  

Presenting at meetings aimed at GPs can be one way of providing education and clarification 
regarding testing and management of STIs to a primary care audience.  When setting up a 
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referral system it may be beneficial to approach individual group practices to ensure that as 
many practitioners as possible are aware of any agreed method of referral.  However, because 
the current number of investigations for STIs are relatively small per individual practice, the 
person who takes note of a positive result may not remember that there is a specific referral 
system in place.  It can be worthwhile trying to identify which clinicians are most likely to do 
the testing or take responsibility for notifying a patient of a positive result. 

A very useful tool to aid adequate management and referral is for Microbiology to provide a 
regular list of positive results to a key health adviser / co-ordinator in the GUM service. In 
areas with large numbers of staff such as the Obstetrics, Gynaecology and A&E Departments, 
these results may be co-ordinated by a nominated person.  For the key health adviser / co-
ordinator it can highlight when a patient is not referred to GUM.  This allows the opportunity 
of contacting the site of testing and acts as a safety net, ensuring that they are aware of the 
positive result and that action has been taken. It is also important to remind staff of the agreed 
referral system. If the patient refuses even telephone contact with a health adviser then this is 
an opportunity to offer support to the staff in doing partner notification and follow-up. 

P R O C E S S  O F  O F F E R I N G  A  T E S T  F O R  A N  S T I  
 
Being aware of how the test is offered and discussed can be very helpful in facilitating recall 
for treatment and follow-up.  Informed consent ought to always be sought when taking a test 
for an STI. It is worth highlighting that when testing for an STI outside of the GUM setting, 
the idea that an STI could be present may be completely unexpected for the patient.  Or in the 
case of routine screening, such as prior to insertion of an IUD, the idea of the result being 
positive may seem very unlikely sometimes to both patient and clinician.   

Therefore, having ensured that the patient is aware of what they are being tested for, it is 
crucial to have a clear indication as to how they would like to receive their result.  It may not 
be appropriate to send it to the usual home address or the patient may prefer to be contacted 
by a specific phone number.  This is particularly important to consider when testing young 
people.  For this group, mutually agreed contact methods may even be by telephoning a 
named friend or via the school nurse. 10  Absence of informed consent can make the giving of 
a positive result very difficult for the health professional, and be very shocking for the patient, 
with the added possibility of compromising the patient’s confidentiality.   

H I V  T E S T I N G  I N  T H E  C O M M U N I T Y  
 
As a health adviser it is important to identify where HIV testing is currently taking place and 
what the existing practices are. This may help establish any training needs or gaps in service 
provision.  It may be appropriate to set up a health adviser lead testing session in primary care 
in areas where there is potential for high prevalence.  With adequate training and support all 
primary care settings may feel equipped to offer HIV testing if resources and patient demand 
allows. The role of the health adviser is to support and evaluate practice and work within the 
community team to provide safe and quality care. 

These straightforward issues, if addressed pro-actively, can lead to the achievement of a more 
functional and streamlined sexual health service. The role of the health adviser in the 
community is to be flexible within existing services, to support the development of sexual 
health, and to encourage good practice. It is important to maintain strong links with GUM 
and encourage community practitioners to draw on this expertise. The health adviser can be 
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an important link between these services and work towards fostering best practice in the 
management of STIs outside the GUM setting. 

R E F E R E N C E S  
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Outreach work  
G I L L  B E L L  

 

At-risk populations may find services difficult to access. This chapter 
explains how outreach work can be used to deliver health promotion 
and/or sexual health services to those most in need. 

 
I N T R O D U C T I O N  

     
Outreach work involves making contact with at risk individuals or groups on their own 
territory. People at high risk of sexually transmitted infections (STIs) often make poor use of 
genitourinary medicine (GUM) services 1 2 where screening, treatment, hepatitis B 
vaccinations, condoms and risk-reduction counselling are available to protect them. Lifestyle 
factors such homelessness,3 transience 4 5 and casual or anonymous sexual partners6 7 8also 
make it difficult to notify those exposed to infection. For these reasons health advisers may 
undertake targeted community-based initiatives to ensure sexual health care reaches the 
people who need it most, and transmission of STI is minimised.   

Health advisers may use outreach methods to promote safer sex 9 10 and to deliver services 
directly.11 12 13 14 15 16 17 18 They also can be used to encourage the uptake of existing services 19 20 
21and assist with partner notification.22 23 24 25 

M O D E L S  O F  H E A L T H  P R O M O T I O N  
 
Rhodes, Holland and Hartnell described four models of health promotion.26  Each is based 
upon different assumptions about the causes of health-related behaviour, and each determines 
different approaches to outreach work.  

Information giving models emphasise the importance of having the appropriate knowledge 
to avoid ill health and use services effectively. The relationship between knowledge and 
behaviour may be more complex than this model suggests,27 but the need remains for health 
advisers to give accurate information about STIs, services and prevention methods during 
outreach.    

Self-empowerment models emphasise the sense in which ill health is related to lack of 
personal control. Relevant aims for a health adviser would be to enable individuals to practise 
safer sex by offering suitable condoms, demonstrating their use and helping the person to 
develop assertiveness and negotiation skills. Potential patients might be empowered to use the 
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GUM service if, for example, they can negotiate a manageable time and be supported by the 
outreach health adviser on arrival.  

Community action models emphasise the influence of group norms and values upon 
individual behaviour. Through outreach work health advisers can use the  ‘see and be seen’ 
ethnographic approach to health promotion and contact tracing.28 29 

‘Seeing’ people (and listening to them) in their own milieu gives important insights into social 
and sexual connections between individuals, dominant attitudes to sexual health and service 
use, and normative expectations that surround sexual contact. As a result, health advisers are 
better able to ask the right questions during partner notification interview, construct effective 
health promotion messages, and identify opinion leaders who are best placed to deliver 
them.30 

‘Being seen’ raises the profile of sexual health and helps to build bridges with the GUM 
service. In these ways health advisers can use ethnographic methods to understand and 
influence the cultural norms that underpin partner selection, condom use, service use and 
partner referral. Potterat, Muth and Bethea give a definitive account of contact tracing through 
outreach work.31 

Radical political models focus on challenging the structural social, economic and  politico-
legal determinants of ill-health. For example, it has been argued that laws introduced in the 
19th century to control prostitution have stigmatised and marginalized women selling sex, 
making it more difficult for them to access services.32 Law enforcement policies have also, in 
the past, discouraged prostitutes from carrying condoms because the possession of condoms 
could be used as evidence against them in court. Outreach workers have been instrumental in 
persuading police to refrain from using this as evidence, thereby making it easier for women 
to protect themselves. On a micro level, existing services may be persuaded to offer a wider 
range of opening hours, exclusive sessions for certain groups or fast tracking arrangements to 
make them more accessible to vulnerable individuals. 

T Y P E S  O F  O U T R E A C H  W O R K  
 
Detached work is undertaken directly with individuals, or groups of individuals, outside of an 
agency setting, such as the street, pubs, saunas or drug houses. 

Peripatetic work is undertaken with, or through, organisations such as schools, residential 
care units, prisons or hostels. 

 

Detached outreach 
Aims and objectives may include: 

1. To reduce individual risk of acquiring an STI by 

� Offering information on transmission routes 

� Providing condoms, lubricant and clean injecting equipment 

� Promoting vaccinations for hepatitis B 
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� Enquiring about the factors that influence risk for that group, and tailoring health 
promotion messages accordingly. The closer working relationship that outreach 
allows may encourage risk disclosure 33 

� Offering risk-reduction counselling/ safe sex workshops 

� Influencing cultural norms surrounding safe sex 

� Challenging policies that encourage risk 

� Referring to other agencies for problems may encourage risk-taking, such as 
addiction, or debt 

 
2. To reduce morbidity from untreated STIs by:  

� Providing information about transmission routes, symptoms, possible absence of 
symptoms, complications of untreated infections and treatments available 

� Facilitating access to generic services by building rapport and trust and booking 
appointments at suitable times. Offering reminders, lifts to clinic and/or a fast-track 
service may encourage attendance.34 Travel expenses may also be useful 35 

� Ensuring services are welcoming and non-judgemental towards targeted individuals, 
through staff training.36 Reassure clients that GUM services are confidential 

� Offering screening and/or treatment during outreach 37 38 39 40 41 42 43 

� Recording identifying information for individuals that would allow them to be 
recognised and notified if named as a contact of infection 

� Enquiring about the obstacles to service use, and using the findings to influence local 
service provision.44 It is good practice to inform participants of the outcome 

 
3. To reduce onward transmission of STIs by:  

� All of the above 

� Noting the connections between people. Prior insight can suggest appropriate 
prompts during partner notification interviews. (For example: “What about your 
dealer? Do you ever pay him with sex?”) 

� Social connections can also suggest ways of tracing contacts 

� Noting which individuals are key players in terms of their ability to influence group 
norms and values,45 and their transmission potential in terms of their network 
position.46 Make sure these individuals are well looked after when attending the 
service 47 
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C A U T I O N A R Y  N O T E S  
 

Pointing the finger 
At-risk groups are targeted “not to point public health fingers at them, but to shake hands 
with them”48 In practice, most populations are appreciative of the attention. 49 50 51 52 There is 
always, however, the danger that some may feel invaded, patronised or blamed. One angry 
sauna worker made this point clearly: “Just because I work doesn’t mean I am not responsible 
enough to buy my own condoms!”. Sensitive and respectful negotiation is required to avoid 
alienating the people you are trying to reach. If the work is exposed to public scrutiny through 
publications, lectures or media interviews, care must be taken to avoid saying anything that 
could stigmatise those concerned. 

 

Safety  
Health advisers may feel more vulnerable when working out in the community where 
unpredictable, distressing and occasionally frightening situations can arise.53 These are not 
common,54 but it is important to anticipate and minimise potential risks.  

Consideration would be given to: 

� Selecting the appropriate staff. Important qualities include commitment, good 
communication skills, confidence, assertiveness and clear professional boundaries. A 
close match with the target group in terms of age, gender, sexuality (if relevant to risk) 
and ethnicity may make communication and acceptance easier. However, this is not 
always essential     

� Being prepared. Before embarking on outreach work, some understanding of the 
social, cultural, legal and epidemiological issues affecting the group is needed. If 
physical vulnerability is anticipated, self-defence training may be useful 

� Working in pairs wherever there is a risk to safety, particularly on the street, in the 
dark. Some environments may be safe for a lone health adviser, such as massage 
parlours,55 although co-working can provide useful psychological support 

� Carrying a mobile, with the keyed in number(s) of those who might be called upon 
for assistance, such as the police or a colleague 

� Informing colleagues. Clinic staff would be aware of the estimated times and 
locations for scheduled community work. It is good practice for health advisers to 
report back to clinic before going home, particularly if working alone 

� Informing the police, where appropriate.  It is good practice to seek the support of 
the police and agree the best means of making contact if help is needed 

� Having ground rules for mobile units or drop-in centres which prohibit drugs, 
alcohol, verbal or physical aggression 

� Carrying a personal alarm 

� Checking occupational insurance to ensure staff are covered to work in the 
community 

� Working to protocols agreed with the line-manager 
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� Documenting incidents where safety was at risk. These would be discussed with the 
line manager and co-workers before further outreach sessions were undertaken 

� Seeking support and guidance from others doing similar work 

� Seeking supervision. Working at community level can be emotionally demanding 
because it brings raw exposure to the harshness of some people’s lives. Professional 
dilemmas around confidentiality and child protection issues can be more challenging 
because there is a need to think quickly and act appropriately without the luxury of 
counselling rooms for private discussion and senior colleagues on hand for guidance. 
The informal style of outreach work can make it more difficult to maintain 
professional boundaries, particularly if working with your own social peer group in 
clubs or bars. Supervision is therefore essential to protect the safety of worker and 
clients 

Resources 
Outreach projects can require a lot of health adviser time, particularly if working in pairs. It is 
important to ensure that the devotion of substantial resources to small sections of the 
population is epidemiologically justified. An initial pilot study, and ongoing evaluation, is 
therefore essential to make sure the intervention is worthwhile. Projects may take a long time 
to develop from a cold start,56 so it is important to secure managerial support for a lengthy 
pilot phase of at least six months.  Before embarking on a project, be sure that resources are 
available to support the work as long as necessary: disaffected populations can be alienated 
further if services appear to lose interest in them when the novelty of an intervention wears 
off.   

S E T T I N G  U P  A N  O U T R E A C H  S E R V I C E  
 
Embarking on an outreach project requires careful planning and preparation. Good practice 
would include: 

� Targeting a high-risk population. The aim is to work with social/sexual networks 
where substantial rates of infection are (or could be) sustained by a culture of 
unprotected sex with multiple partners and/or failure to access services before 
onward transmission has occurred.57 58 59 60  Epidemiological data can help to identify 
who is most at risk in terms of, for example, age, gender, post code, ethnicity, sexual 
orientation and occupation 

This can be supplemented by insights acquired through partner notification because  
“Contact tracing takes you right where the problem is”:61in other words, the types of 
contacts most frequently sought and the places most often mentioned point to where 
outreach work is most needed 

It is also important to check which populations might be at risk if national STI trends 
were to become local: this would highlight the need for preventative work 

� Having clear objectives from the start. These would be reviewed regularly in the 
light of experience, evaluation or epidemiological developments 

� Considering how to evaluate from the outset to ensure the necessary data are 
recorded. Evaluation is essential because the work may not be effective, or an efficient 
use of resources, locally 
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� Considering the potential to harm and/or alienate the target group, and ways of 
minimising this danger 

� Identifying places where the target group congregate and can be accessed. 
Commercial sex venues are usually advertised in the local press. Key bars and clubs 
can be identified during partner notification interviews by asking patients where 
contacts were met 62 

� Liaising with existing projects already doing outreach work with the target group. 
Joint working is recommended where possible 63 64 65 

� Liaising with relevant statutory or voluntary organisations in contact with the 
target group to seek guidance and ensure mutual referral policies are in place 

� Ensuring clinic staff are aware and supportive of the work, particularly if outreach 
clients are to be given priority access or fast-tracked.66 67 Colleagues need to appreciate 
the reason for this because offering, for example, a drop-in facility to selected groups 
potentially puts a strain on the service, and may appear unfair to other clinic users 
who do not get priority 

� Liaising with the police if working on the streets and/or with groups involved in 
criminal activity.68 69 An understanding of the law, how it is enforced locally, and what 
there would be a duty to report is required 

Police support is essential to avoid the work being sabotaged by, for example, sex 
workers being identified and arrested as a result of observed contact with the outreach 
service;70 or the possession of distributed condoms being used as evidence of 
prostitution in court 

The police may provide useful information about the target population and guidance 
on safety issues. “Ugly mug” schemes, whereby sex workers and the police undertake 
to inform each other of dangerous punters, can be set up  

� A hostile attitude toward the police from outreach workers may exacerbate difficulties 
for the target group. However, if the relationship between the police and the target 
population is poor, outreach workers need to avoid appearing too close to the police, 
or they may not be trusted 71 

� Being aware of child protection responsibilities and working to guidelines that 
have been agreed with the local Area Child Protection Committee 

� Avoiding objections from local residents if a mobile unit is to be used; the police 
may advise an acceptable route 72 

� Negotiating access with gatekeepers such as sauna/bar owners/managers. When 
visiting private premises the health adviser is essentially a guest who must work in a 
way that is acceptable to the establishment as well as the target group. Good will can 
be nurtured by being respectful, discreet, reliable, accessible and flexible 

For commercial sex venues it is useful to know: how many women work there, so 
sufficient supplies of condoms/ lubricant can be taken; shift patterns, so visits can be 
done when there be more workers present; busy times to avoid 
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For social venues, it is helpful have access to a quiet area where it may be possible to 
talk to individuals in confidence 

� Allowing time for the work to become established. Target groups or venues may 
be suspicious and resistant initially, but become more amenable if they hear 
favourable reports from peers 

� Working with cultural mediators, where necessary. If there are marked cultural or 
language differences cultural mediators may be needed to gain access to and /or 
communicate with the target group 73 

� Supporting the development of peer-led interventions. In a review of HIV 
prevention initiatives, Ellis et al 74 found evidence that peer involvement can be 
effective in reducing sexual risk in key populations, including commercial sex workers 
and men who have sex with men. 

� Preparing suitable materials, including cards or leaflets specifically outlining GUM 
services for the target group. Leaflets on a range of sexual health issues and referral 
cards for other agencies are also needed 

M A K I N G  C O N T A C T  W I T H  C L I E N T S  D U R I N G  O U T R E A C H  
 
Making contact with individuals or groups for the first time is challenging because there is 
pressure to establish rapport and exchange information quickly, often during very brief 
interactions, and often with clients who are initially wary.  

The following approaches may help: 

� Seeking an introduction from a group member,75 76 a cultural mediator,77 a bar or 
sauna owner,78 or an established outreach worker.79 Endorsement from a person who 
is known and trusted helps to break down barriers and begin dialogue. This is 
particularly important if the target population is likely to be apprehensive or hostile 

� Offering something tangible that the clients want. This is an effective way of 
making contact and creating good will. Examples include: free condoms, injecting 
equipment, personal alarms, shelter from the cold in an outreach bus, drinks and food 

� Using an informal style that is open, friendly, approachable and non-threatening. 
Trust can be established more quickly if the health adviser explains the role clearly and 
is confident that the purpose is legitimate 

It is important to avoid being apologetic, because this may arouse suspicion and create 
barriers. It is also advisable to avoid showing fear: this could be exploited and put 
safety at risk 80  

� Demonstrating sensitivity and respect by taking cues from the client concerning 
how long they want to talk, what they wish to discuss and how much they want to 
disclose  

� Using time effectively; communications may need to be very concise if the person is 
busy looking out for punters or friends. Key words used as soundbites (such as 



 

258 

“condoms!”) to grab attention can be useful, because they suggest the meeting can be 
brief 

� Exchanging first names, if possible, and paying attention to any demographic or 
biographic details that may help to identify the person in future, and provide a basis 
for further interaction. It is advisable to avoid asking too many questions initially in 
case the person feels interrogated, or is wary of how information will be used. 
However, general conversation can reveal many  factors that may influence risk, 
including social circumstances; lifestyle; priorities; socio-sexual networks; peer group 
norms and dynamics; attitudes to safer sex and service use; beliefs 

� Discussing sexual health issues and services. When sufficient rapport has 
developed, sexual health concerns may be addressed and condoms distributed to 
individual clients (although not to sauna or bar managers, who may sell them). GUM 
services may be outlined and appointments booked. The offer of a telephone 
reminder, a lift to clinic or travel expenses may encourage attendance 

� Clarifying confidentiality. Health advisers working jointly with other agencies 
would make it clear to those workers and to clients that information regarding the 
sexual health of individuals is confidential to GUM and would not be shared with 
others in the outreach team 

� Addressing other problems. It is important to be aware that sexual health might not 
be a priority for the targeted individuals, and that too much focus on this may inhibit 
rapport: “..issues around HIV are not always a priority for a prostitute…other problems are more 
pressing. Services which focus on HIV prevention alone may have difficulty establishing credibility” 81  

Clients whose sexual risk-taking is related to underlying problems, such as addiction, 
debt, mental health problems or homelessness may benefit from referral to the 
appropriate agencies for support 82    

� Making notes discreetly, in between contacts (See Ch. 28: Ethical issues in outreach). 
The aim is to record any information that could be useful, including contacts made, 
issues raised and interventions used (See ‘Record keeping’, below) 

�  Protecting records. Every effort would be made to ensure outreach notes remain 
confidential and are stored in GUM as soon as possible. It is good practice to record 
data on loose sheets of paper during outreach and transfer to cumulative records back 
in the office: this is safer than taking a log-book out that could be lost  

The same approaches would be used for further outreach sessions. If there is regular contact 
with a client group, it is important to remember as much as possible about individuals, 
including names, circumstances and previous conversations. This will help to strengthen 
rapport and co-operation and will improve the chance of locating the person, if necessary, 
during provider referral. 

O U T R E A C H  S C R E E N I N G  S E R V I C E S  
 
If outreach links with the target group fail to attract them to existing services, it may be 
necessary to offer sexual health screening on an outreach basis. Types of screening venues 
have included:   
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� Drop-in centres that offer a holistic range of services, including needle-exchange, drug 
counselling, methadone scripts, housing, benefits, as well as condoms, food, drink, 
shelter, showers, change of clothes 83 

� Satellite GUM sessions occupying nearby premises and open during the evening 84 

� Mobile screening unit 85 

� Social venues 86 87 

� Community Health Centres 88 

� Drug venues, such as ‘crack houses’ 89 90 

R E C O R D  K E E P I N G  
 

Methods 
It may be necessary to record information covertly, in between contacts, to avoid arousing 
suspicion,91 if the relationship with the client group is nascent. Established and trusted 
outreach services can often be open about the need to record whom they have seen, and the 
issues raised, without jeopardising goodwill.  

Records would be kept for each session, and also for each individual if the client group is of 
manageable size and repeat contacts are frequent. 

 

Data collected  
Data would relate to aims, objectives and evaluation criteria. The following may be 
included: 

� Number of individuals seen, per session  

� Details of individuals seen, where possible. These may include full names, first names, 
nick-names, descriptions, location seen, biographical details, risk-factors (for example 
type and method of drug use), and relevant social and sexual contacts. If 
appointments are booked it might be possible to obtain a date of birth, address and 
telephone number for registration. This information is more difficult to gather if 
contact is fleeting, or group based 

� Issues raised (pregnancy, violence, drug use, housing, forced sex) 

� Risks identified (unprotected sex, injecting drug use) 

� Factors pre-disposing to risk (coercion, homelessness, debt, addiction, mental health 
problems) 

� Condoms/lubricant/needles given 

� Symptoms reported 

� Information and advice given 

� Referrals to other agencies 
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� Appointments at GUM offered/accepted/kept/outcome 

� Feedback on the outreach service 

� Feedback on the GUM service 

� Critical incidents where a serious crime was reported or observed, or confrontations 
took place. A written record of the date, time, observations, dialogue, witnesses 
present and subsequent actions would be made as soon as possible and signed, if 
there is a possibility of police involvement 

� Any new needs emerging 

E V A L U A T I O N  
 
The extent to which overall aims, such as the reduction of HIV transmission, have been 
achieved by outreach intervention are difficult to estimate. The long incubation period for 
HIV delays insight and the multiplicity of other factors that could also influence risk are not 
accounted for.92 In this situation proxy measures of effectiveness may be used. These could 
include process indicators, such as the number of individuals seen.93 94 

 
� Number of sessions over time 

� Average number of individuals seen per session 

� Number of individuals seen over time/ frequency of contact 

� Number offered risk-reduction information and/or counselling 

� Number offered STI screening and treatment advice/information 

� Number offered condoms/ gel/ needle sharing equipment 

� Number offered / booked/ kept appointments 

� Number and type of STIs diagnosed and treated as a direct result of outreach 
appointments 

� Contacts of STIs traced during outreach, or identified as a result of data gathered 
during outreach. Infections diagnosed and treated as a result 

� Number referred to/ attending other agencies 

� Costs per contact made, screens secured, hepatitis B vaccines given, infections 
diagnosed or treated 

� Client feedback 

L E S S O N S  L E A R N E D  
 
Part of the aim is to learn from the client group. Methods may include formal questionnaires,95 
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interviews by an independent practitioner,96 or the recording of informal comments.97 
Research questions may be: 

� Does the client group value the outreach service? 

� How could the outreach service be improved? 98 

� How could GUM be more accessible? 99 

� What factors encourage risk taking? (Questions related to risk are often avoided 
because they may be perceived as intrusive and alienate the client group,100 or they 
may yield unreliable data because the client may feel under pressure to please the 
outreach worker by under-reporting risk) 

 
Outcomes can be used to influence change, which would be fed back to the client group if 
possible.101 

C O N C L U S I O N  
 
Outreach work may enable health advisers to gain access to vulnerable populations who have 
relatively high rates of STI. Working at community level can give better insight into the 
determinants of poor sexual health that may informed more appropriate interventions. 
Clinical services may become more accessible if their profile is raised and staff become 
trusted; direct delivery of services in an outreach setting may also be beneficial. Finally, partner 
notification may be more feasible on minimal data if the health adviser is well acquainted with 
group members.  Evaluation is essential to ensure that such resource-intensive initiatives are 
justifiable. 
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Ethical issues in outreach 
work 
G I L L  B E L L  

 

Targeting sexual health interventions may benefit the recipient at the 
expense of others, or it may stigmatise vulnerable populations. This 
section considers some of the ethical issues in outreach work. 

 
 

I N T R O D U C T I O N  
 
Guidelines for the management of an ethical issue can be found in chapter 23, where ethical 
concepts such as autonomy, beneficence, non-maleficence, justice and confidentiality are discussed in 
detail. This chapter gives some examples of the ethical choices that may have to be made in 
relation to outreach work. 

T A R G E T I N G  
 
Targeting resources always raises the issue of justice. Is it fair to donate large amounts of 
funding to small numbers of individuals? One justification is that it redresses existing sexual 
health inequalities for marginalized groups who have not traditionally accessed services, in line 
with The national strategy for sexual health and HIV.1 The wider community is also protected 
if STI transmission is reduced among core networks. 2 A robust defence of targeting requires 
evidence that the groups selected are disadvantaged, and/or in a position to propagate high 
levels of STI transmission. 

P A T E R N A L I S M  
 
Taking services out to people may be construed as paternalistic and discourage a sense of 
personal responsibility for health. This may disempower some individuals, making them less 
able to protect themselves from risk. Screening and treating infection on an outreach basis 
may make generic services appear even less accessible to the client group. This could 
compound the problems that peripatetic services are aiming to address, particularly if outreach 
funding is withdrawn in future. (See also Ch. 23 - Ethical issues in sexual health advising). 

Chapter 
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C O V E R T  R E C O R D I N G  

 
Concealing the fact that records are being kept on individuals is deceitful. Clients are thereby 
denied the right to make a fully informed choice about whether they wish to engage with 
outreach workers, and what they wish to disclose. If the practice were to be discovered, trust 
could be lost and further barriers created.  

These ethical costs must be balanced against the potential benefits, both to outreach clients 
themselves and to the wider community. Open note-keeping may make it impossible to build 
initial rapport with disaffected communities suspicious of your purpose.3 

Outreach records that identify individuals have several important benefits for the clients. They 
may, in the future, enable otherwise untraceable contacts to be notified of their exposure to an 
STI. They can be (and have been) used to support clients in court. They also provide robust 
evaluation data by making it possible to identify how many outreach contacts subsequently 
attend the GUM service for screening, STI treatment and/or hepatitis B vaccination. Without 
good quality evidence of effectiveness, funding for such initiatives may be short-lived.  

Finally, outreach data can give important insights into the dynamics and structure of networks 
associated with STI transmission:4 this can inform the design of future interventions5 that may 
reduce risk for the individuals concerned, as well as the wider community. Covert note-
keeping may also be defended on the grounds that, although client suspicion is 
understandable, it is ill-founded because the information would not be used to damage or 
discredit those involved. 

F A S T  T R A C K I N G  
 
Giving priority access and/or a speedier service to some means that others have to wait longer 
to have their needs met. To defend fast tracking, it is necessary to argue that the individuals 
who benefit would otherwise find the service less accessible than those who are expected to 
wait; or that they pose a more significant threat to the sexual health of the community as a 
whole and therefore need to be seen urgently for the benefit of others. 

 The promise of fast-tracking needs to be matched by an ongoing service capacity to deliver: 
epidemiologically important clients may be alienated further if they find that they, too, end up 
waiting around longer than they expect on a bad day. Creating expectations of the service that 
can’t be reliably met may confound attempts to improve accessibility.  

C O N C L U S I O N  

 
There are complex issues that need to be considered in relation to outreach work. It is good 
practice to discuss difficult choices with colleagues and document reasons for the decision 
made 
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Working in prisons  
S A N D R A  J A R R E T T  A N D  C A R O N  D E L  R I O  

 

Dealing with HIV and other blood borne viruses, as well as general 
sexual health issues can present particular problems in prisons and 
requires a co-ordinated multidisciplinary approach to address the 
special needs of this population. 
 
This chapter explores some of the particular features of prisons and 
prisoners and some general guidelines for health advisers in working 
with this population. 

 

I N T R O D U C T I O N  
 
Official figures show that there are between 50 and 100 HIV positive people registered by 
prison doctors, but the actual figure may be much higher. There is concern over hepatitis 
levels, mandatory drug testing, and the changing relationship between the NHS and the Prison 
service. There is also confusion over funding issues, particularly around HIV prevention and 
antiretroviral medication. 1 

Health advisers may be involved in different ways with prisons or prisoners: 

� Seeing patients in clinic who are or have been in prison 

� Seeing patients whose partners are or have been in prison 

� Involvement with patients in legal procedures, for example: going to court; the legal 
process for rape and sexual assault; providing advocacy; referral for asylum or 
immigration 

� Providing a specialist genitourinary medicine (GUM) service within local prisons, for 
example the service provided by Kings College NHS Trust 2  

� Providing a dedicated health adviser service within prisons, for example HMP 
Holloway 
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S P E C I A L  F E A T U R E S  O F  P R I S O N S  A N D  P R I S O N E R S  3  
 
The vast majority of prisoners are males under 35 years of age and therefore likely to be from 
the most sexually active groups. 

There are concentrations of injecting drug users and commercial sex workers, a proportion of 
whom will already have HIV or hepatitis B and/or C on entering prison. 

Prisoners could be considered to be rule breakers, and therefore may find maintaining safer 
sex or drug using practices more difficult. 

There is a disproportionately higher incidence of mental health problems, 4 low self-esteem 
and a history of self-harm or harm towards others. Behaviour may be unpredictable, violent, 
or suicidal which may involve blood spillage or the throwing of faeces and urine. 

A proportion will be homeless or of no fixed abode, or may be foreign nationals who will be 
deported at the end of their sentence. 

H I V  A N D  S T I  T R A N S M I S S I O N  R I S K S  I N  P R I S O N S  
 
1. Drug use and needle sharing   
The prison population has experience of higher levels of drug use and injecting than the 
general population. 5 A Public Health Laboratory Service (PHLS) survey in 1997/8 showed 
24% of prisoners have ever injected. 30% of those reported injecting in prison, and of those, 
75% shared needles. 6 Therefore, although there is significant reduction in the number of 
injectors, those who continue to inject are more likely to share needles and increase their risk 
of blood-borne infections. 

2. Tattooing  
Home Office research in 1998 amongst adult males in 13 prisons in England and Wales 
showed that 21% of those with tattoos reported being tattooed in a prison. 7 A variety of 
implements can be used for this purpose, but problems may arise though inadequate 
sterilisation of equipment. 

3. Sexual behaviour 
According to the Review of HIV and AIDS in Prison,8 there are few studies which document 
the sexual behaviour of prisoners so it is difficult to know the extent of risk behaviour and 
impact of this behaviour on the rates of HIV or STIs within prisons.  However, the survey 
amongst adult males by the Home Office in 1998 9 confirmed that prisoners were more 
sexually active and experimental, more likely to use prostitutes, more likely to have sex 
with women who were at risk from HIV and hepatitis, and less likely to use condoms, 
than in the general population. 
In the PHLS survey 2000, 5.4% of men had had sex with a man prior to coming into 
custody. The number of men having sex with men during their current sentence has been 
estimated between 1.6 - 3.4%. At current levels of imprisonment, this translates into 900 
- 1,900 men. 10 
There was no evidence that custody led to increased same-sex activity. It is not known how 
much coercive sex takes place in prison, but it is known that this occurs. 

4. Young offenders 
There is some evidence in the research literature that young people who end up in prison have 
engaged in more sexual and drug using behaviour than their counterparts. 11 
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There is a particular duty of care in relation to young people that needs to be addressed in 
prisons. 

5. Women  
There are particular issues for women in prison that are important to address, and the needs 
of these women may be more complex. 

In a report by the Revolving Doors Agency, 1,400 women were surveyed in HMP Holloway 
serving a first sentence between October 2000 and March 2001, as well as 870 women 
arrested between October 1997 and March 2002. 55% of women in prison for the first time 
displayed symptoms of a mental health problem.12 

Other issues affecting women in prison include: 

� Rape and sexual assault, and childhood sexual abuse 

� Violent or abusive relationships 

� Drug use   

� Prostitution  

� Hepatitis C infection  

� Self harm and low self esteem  

� Pregnancy and children  

� Separation from children whilst inside prison. The above report13 showed that 42 
women in Holloway did not know who was looking after their children, and 19 
children under 16 were looking after themselves  

� Distance from home and family  

� Skills and opportunities on the outside may be limited  

� Access to health care, both physical and psychological may be more difficult  

� Women being used as drug ‘mules’. In the Holloway report, 14 8.3% of the survey 
were Jamaican women, all of whom were arrested for bringing drugs into the UK. 
77% of these women had children, and their safety was the paramount concern. 
Combined with a long prison sentence, these issues can adversely affect mental health 

O N G O I N G  C A R E  A N D  S U P P O R T  
 
1. Confidentiality 
Current Prison Service policy is committed to adherence of medical confidentiality. 15 
Information is restricted on a ‘need to know’ basis. It may be more difficult to achieve 
confidentiality because of the multiple sources of information on a prisoner from courts, 
probation, police and the prisoners themselves. The closed environment of an institution 
makes it harder to maintain confidentiality if prisoners are attending a clinic, have outside visits 
from support agencies, or are taking antiretroviral medication.  
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If confidentiality is not maintained, it can cause mistrust, anxiety or discrimination. Therefore, 
information and communication need to be handled carefully and appropriately. 

2. Health care and medical treatment 
Prison Service Health Care Standards have the stated aim " to give prisoners access to the 
same quality and range of health care services as the general public receives from the National 
Health Service". 16 

The European Prison Rules state " the prison medical services should be organised in close 
relation with the health administration of the community or nation". 17 

This implies that the provision of health care in prisons needs to be closely aligned to the 
NHS and that the principle of equivalence be applied to health care policy, standards and 
delivery. 18 

 It is recommended prisoners with HIV remain on normal location if they are well. If they 
become unwell they would be cared for in the prison hospital and if they are in need of more 
specialised treatment and care they would be seen in an NHS hospital, and have access to 
respite and palliative care. 

There has recently been a shift in the responsibility of financing the prison health services, and 
by 2006, all Primary Care Trusts (PCTs) with a prison in their patch will be responsible for 
commissioning health services. 

3. Harm reduction and prevention  
Drug use 

Those with drug problems will often be placed on a detoxification wing, and weaned off. 
However, if a prisoner is HIV positive the recommendation is to be maintained , or a slower 
withdrawal.  This presents an ideal opportunity to address information on harm reduction, 
safer injecting practices and maintenance of behaviour outside prison. 

It is not current prison service policy to provide needles and injecting equipment, but this is 
kept under regular review. Disinfectant tablets for sterilisation of equipment are to be 
implemented throughout the prison service in 2004, as recommended by the Aids Advisory 
Committee.19 

Condom use 

There has been significant debate about the issuing of condoms in prisons, as the present law 
prohibits sex between men except that which occurs in a private place between 2 consenting 
men aged 18 or over. However, prison policy confirms that the cell is a private place, and an 
illegal act would not be taking place. In 1996, doctors were given authority to distribute 
condoms to those at risk of infection and prison policy encourages all governors to introduce 
schemes where condoms are available upon release. It is also recommended that dental dams 
be made available in women’s prisons, but again there is little information on the extent or 
nature of sex between women in prisons. 20 

However, it must be noted that although prison policy is clear on many of these points, 21 the 
actual practice of care and support for those at risk, or those who do have HIV, can vary 
widely between establishments. There is need for more research into the needs of prisoners 
and  systematic collection of information on risk practices.  
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Education 

Prison often represents a unique opportunity to provide HIV and hepatitis preventative 
education and counselling to some difficult to reach groups, for example those in prison for 
rape or paedophilia, sex workers, those with mental health problems and drug users. 

It may be the most stable time for a prisoner, where some support is available and the 
prisoner has time to reflect on their behaviour. 

It is also essential for prison staff to receive regular and adequate training on sexual health and 
HIV issues.  

 4. Counselling 
The model of pre and post-test HIV or hepatitis C counselling which is practised outside is 
the one adopted by the Prison Service. (See chapter 14) However, there are some particular 
problems that may take on a more acute form in prisons. 

It is best practice that HIV and hepatitis C testing is only carried out with the informed 
consent of the prisoner. However, prisoners may not wish to come forward for testing or may 
feel coerced into testing as well as fears about being identified as HIV positive.  

There may be difficulties in maintaining confidentiality. 

Prisoners will be restricted in time or place as to when and where they can be seen. 

There may be considerations about the appropriateness of testing and how results are 
accessed for a prisoner, especially if they are on remand or transferred at short notice. Many 
prisoners will not be registered with a GP, or will have more chaotic or difficult relationships 
with a variety of statutory agencies including social services and housing. 

There may be a mismatch between prisoner and counsellor expectations regarding taking an 
HIV test.   

There may be other social or psychological issues that prevent a prisoner making decisions 
about their health, and sexual health may not be a priority. 

Opportunities for support may be more limited, both formal and informal, and prisoners may 
be isolated or separated from usual forms of support from friends or family. 

The length of sentence may influence prisoners’ choices. 

There may be fear and hostility from other prisoners or staff. 

There may be cultural and language difficulties.  

There may be particular problems for achieving and maintaining sexual and drug-using 
behaviour change both in prison and on release. Precarious coping mechanisms of some 
prisoners may lead to more impulsive or risky behaviour. 

There may be higher levels of depression and anxiety.  

Prisoners with HIV, their families and partners may require different types of psychological 
and social care at different times during the course of infection and at different stages of their 
sentence. Critical points may include: reception; allocation/transfer (although some prisoners 
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can be put on 'hold' within a particular establishment if they are HIV positive); mid-sentence 
crisis; release. Other concerns will be similar to those listed above. 

5. Throughcare 22 
Throughcare is the process by which the medical, psychological and social needs of the 
individual prisoner are assessed and organised prior to release, and will involve liaison with 
agencies such as probation, housing, social services, voluntary support groups, drugs teams 
and hospitals. 

The Criminal Justice Act 1991 puts the throughcare of prisoners on a statutory footing. All 
adult prisoners sentenced to 12 months or longer, and all young offenders will be released on 
licence and subject to supervision by the probation service. 

For those with HIV or hepatitis, pre-release planning is essential:  

� To facilitate adjustment to life outside prison 

� To ensure continuity of medical treatment 

� To ensure access to further counselling around care and prevention 

� To ensure practical support and assistance, for example with housing and benefits 

� To access specialist HIV care, for example respite and home care 

A coordinated approach to the care of individuals with HIV is crucial because of the 
multiplicity of problems presented. Therefore, establishing a multidisciplinary policy approach 
will help prevent management problems and ensure consistency and appropriate 
interventions. The aim is to provide a throughcare system offering an outcome at least as 
good as that available outside prison. 

G E N E R A L  A D V I C E  F O R  W O R K I N G  W I T H  P R I S O N S  A N D  

P R I S O N E R S  
 
Health advisers are often ideally placed to offer their services within prisons, or to set up links 
to provide advice, training, and education to their local prisons.  Good examples include 
Kings Healthcare, which has a contract with  HMPs Brixton and Wandsworth, providing 
regular sessions within the prisons, and in HMP Holloway, there is a full-time health adviser 
within the Women’s Health Clinic.  

There is often a lack of understanding about how prisons work, there may be conflicts of 
interest, and there may be misconceptions on both sides between healthcare and prison staff, 
a 'them and us' mentality. 

Therefore it is helpful to have some general guidance and advice. The National Aids Manual 
also has general advice and information on prisons and prisoners, as well as advice for 
partners and families of prisoners. 23 

Getting information 
 It is useful to have some knowledge about how a particular prison operates and it’s structure 
and purpose, for example remand, long term or young offender institutions (YOIs). 
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It is important to know who the key people are who work in the prison, for example the 
governor, the Medical Officer, probation, drugs workers or psychologist. It is helpful to learn 
from other outside agencies going into prisons. 

Security issues 
If a health adviser is working regularly in prisons they may need a security check and it may be 
worth accessing a 'key talk' on security issues within prisons. 

It is important to respect prison rules and avoid the following: 

� Use of mobile phones 

� The supply of unauthorised items or gifts to prisoners 

� Allowing prisoners to use phones or be alone in offices  

   
Any breach of security may have serious consequences for the prisoner and may cause 
difficulties for other agencies coming into the prison. 

Be aware of prison culture and that some rules and regulations may be covert 

Make sure that ID is always carried and visits will usually need to be prearranged.  

Working with staff 
 It is important to work with the prison staff to break down any misconceptions on either 
side. The work will be much easier with the respect and cooperation of the officers, some of 
whom are doing excellent work around HIV and sexual health in very difficult conditions.  

Good networking is essential in the care of the inmate - it is important to know when they 
may be going to court, if they are going to be transferred or released. 

Be aware of confidentiality. 

Working with prisoners 
If a prisoner has an appointment outside, two officers, usually, will accompany them. The 
understanding is that unless the prisoner is a significant risk, the confidentiality of any medical 
consultation will be respected, and the prisoner allowed to be uncuffed. 

It is important to be aware that appointments may be cancelled at very short notice often due 
to shortage of officers to transport the prisoner. 

The counselling environment is very different - there may be restrictions on time and place, 
and the inmate will not necessarily be advised of their next appointment especially if it is 
outside the prison. 

 It is important to encourage prisoners to use other services and try to identify sources of 
support, for example a particular wing officer, other prisoners, probation officer or 
psychologist. 

If seeing a prisoner without a chaperone, general health and safety rules apply such as location 
of emergency buzzer and seating arrangements in the room. 
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Partner notification 
The Home Office study found the rate of STIs higher than in the general population. 22% of 
the sample reported having had an STI. In the national survey of sexual attitudes and lifestyles 
in 1994, it was found that 8.3% of men had attended a sexual health clinic and nearly 12% in 
men aged 25 – 34. The prison sample reports much higher rates than this but direct 
comparisons with national data are difficult. 24  

Each prison will have its own individual system for the management of sexual health issues, 
and the following steps will be useful for partner notification purposes, both patient and 
provider referral: 

� Establish which prison the individual is in. If this is unknown, the court that the 
individual attended can be contacted to find out which prison they have been 
allocated to 

� Establish the date of birth 

� Get a prison number if possible 

� Telephone the prison and speak to the healthcare team 

� Establish who is responsible for GUM, and the type of service provided 

� Liaise with the medical/nursing staff whether in the prison or in the local GU service 

� The diagnosis of the index patient may need to be disclosed to clarify any urgency in 
the testing or treatment of the contact 

� The prison will inform the health adviser if the individual has been transferred or 
released 

� Arrange to verify that the prisoner has been screened and treated 

If undertaking partner notification, whether verifying a patient referral, or carrying out 
provider referral, the individual circumstances of the patient and their relationship with the 
prisoner need to be considered. The risks to contacts or the inmate may override any duty to 
inform contacts. It may be more difficult to resolve partner notification, but there is usually a 
medical officer to whom information can be passed on and they can call the prisoner down 
for a check-up without compromising confidentiality.  

U S E F U L  R E S O U R C E S  A N D  O R G A N I S A T I O N S  
 
Resource Guide to HIV Health Promotion in Prisons published by The National HIV 
Prevention Information service, Health Development Agency, Trevelyan House, 30 Great 
Peter St, London, SW1P 2HW 

National Aids and Prisons Forum 

NACRO, 169 Clapham Park Rd, London, SW9 0PU 

HM Prison Service Directorate of HealthCare 

Health Group, HM Prison Service HQ, Page St, London, SW1 4LN  
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