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Provision for sexual health care of adolescents in
genitourinary medicine clinics in the United
Kingdom

The British Cooperative Clinical Group

Objective: To investigate the provision for sexual health care of adolescents in genitourinary
medicine clinics in the United Kingdom.
Methods: A questionnaire was sent to all 170 consultants in charge of genitourinary medicine
clinics in the United Kingdom.
Results: Completed questionnaires were received from 119 consultants in charge of clinics.
Eleven per cent of attenders during April-June 1995 were aged under 20 years. Attenders aged
under 16 years and from 16-19 years old were found to have significantly higher rates of gonor-
rhoea than those aged over 19. The same applied to male attenders with chlamydia. Female
attenders aged 16-19 had significantly higher rates of anogenital warts than those aged over 19.
Thirty six per cent of female cases of gonorrhoea occurred under the age of 20 years. In most
clinics (74%) it was policy for a new clinic attender aged under 16 years to see a health adviser.
Most clinics (79%) provided emergency contraception, but few (14%) had a full contraception
service. Most clinics participated in STD/HIV/sexual health education in the local community,
especially in schools (74%) and colleges (70%). Seventy five per cent of health authorities had
medical services designated for young people, but only 18% had such services which offered
screening for STDs. Only 4% of genitourinary medicine clinics held sessions which were desig-
nated for young people (upper age limit 21 years or less).
Conclusions: Genitourinary medicine clinics in the United Kingdom provide a range of ser-
vices, including extensive education in the community, to promote sexual health among adoles-
cents. A critical evaluation of the quality of health education activity by genitourinary medicine
clinics would be of interest.
(Genitourin Med 1997;73:453-456)
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Introduction
The risks associated with teenage sex include
pregnancy (with an increased physical and
psychological morbidity); an increased risk of
cervical dysplasia; and a higher rate (when
adjusted for sexual activity) of contracting sex-
ually transmitted diseases.' The age at first
sexual intercourse has become progressively
younger over the past 40 years.2 The median
age at first intercourse for males and females is
now 17 years.2 Where intercourse occurs
before 16, nearly half of young women and
more than half of young men report no
method of contraception used either by them-
selves or by their partner.' This compares with
32% of women and 36% of men aged 16 and
over using no contraception at first inter-
course.2
Many adolescents, therefore, need access to

health care with facilities for contraception,
counselling, and screening for sexually trans-
mitted diseases. Genitourinary medicine clin-
ics were originally created in the United
Kingdom to provide facilities to screen and
treat sexually transmitted diseases (STDs).3
Their role, however, has widened to include
other aspects of sexual health. The aim of this
study was to examine the extent to which facil-
ities for the sexual health care of adolescents
are currently provided by genitourinary medi-
cine (GUM) clinics in the United Kingdom.

Adolescence is usually defined as the period
between childhood and maturity. The lower
age limit is therefore variable. For the purpose
of data collection the upper limit is defined
here as those aged 19. The decision on what
aspects of sexual health care should be studied
was based on a consensus of views from mem-
bers of the subgroup on adolescent sexual
health.

Methods
The British Cooperative Clinical Group
(BCCG) was founded in 1951 "for the imme-
diate purpose of collecting information con-
cerning the venereal diseases from case
records available in this country".4 The subse-
quent decline in the incidence of venereal dis-
eases has been accompanied by a change in
name and role of clinics in the specialty and,
as a consequence, a wider range of interest for
the BCCG.

In July 1995 a questionnaire on adolescent
sexual health care in departiments of GUM
clinics was distributed via BCCG regional rep-
resentatives to all the 170 consultants in
charge of GUM clinics in the United
Kingdom. There are 252 GUM clinics in the
United Kingdom. Some consultants are in
charge of two or three clinics but only made a
return for one clinic. The reason for attending
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Table 1 Number of cases and attenders and age related incidence ofcommon STDs (number of clinics = 76)
< 16 years 16-19 years 20+ years All ages
Caseslattenders (%) Caseslattenders (%) Cases/attenders (%) Caseslattenders (%)

Gonorrhoea
Male 4/139 (2.9) 58/1658 (3.5) 462/28 605 (1-6) 524/30 402 (1-7)
Female 8/380 (2-1) 89/4524 (2.0) 175/25 385 (0.7) 272/30 289 (0.9)

Chlamydia
Male 3/139 (2.2) 132/1658 (8.0) 1270/28 605 (4.4) 1405/30 402 (4.6)
Female 46/380 (12-1) 501/4524 (11.1) 1226/25 385 (4.8) 1773/30 289 (5.9)

Herpes
Male 1/139 (0.7) 25/1658 (1.5) 537/28 605 (1.9) 5631/30 402 (1.9)
Female 13/380 (3.4) 173/4524 (3.8) 714/25 385 (2.8) 900/30 289 (3.0)

Warts
Male 10/139 (7.2) 242/1658 (14-6) 2864/28 605 (10-0) 3116/30 402 (10.2)
Female 38/380 (10-0) 804/4524 (17-8) 2102/25 385 (8.3) 2994/30 289 (9.7)

a GUM clinic is almost invariably to obtain
screening for infection. Adolescents and adults
are subject to the same policies for screening.
The questions covered the following topics:
numbers, by age group, of adolescents seen in
GUM clinics during the April to June quarter
1995 (figures obtained from clinic records);
age specific incidence of four common STDs
(new cases only, defined as a previously
untreated episode); access of adolescents to a
health adviser (counsellor); sessions specifi-
cally for younger patients; post-coital contra-
ception; contraception services; and the
clinics' input into STD/HIV/sexual health
education for young people in the locality. In
addition, the survey investigated the availabil-
ity of medical services designated specifically
for young people within the local health
authority (that is, the geographical area for
which the local quasi-governmental agency
purchases health care).

Statistical analysis was performed using
Poisson regression and relative risks.

Results
Completed questionnaires were returned by
119/170 (70%) consultants in charge ofGUM
clinics, but only 76/119 (64%) provided an
age breakdown of all clinic attenders. In those
clinics 11% (6701/60 691) of attenders during
April-June 1995 were under the age of 20
years of whom 73% (4904/6701) were
females. Approximately 1% of attenders
(519/60 691) were aged less than 16 years
(table 1).
For the 76 clinics it was possible to calcu-

late the age related incidence of four common
STDs; uncomplicated gonorrhoea, uncompli-

cated chlamydial infection, anogenital herpes
simplex-first attack, and anogenital warts-
first attack (table 1).

UNCOMPLICATED GONORRHOEA
No significant differences in gonorrhoea were
observed between males and females of differ-
ent age groups (p = 0.25). Overall, significant
differences were observed between males and
females with males almost twice as likely to
attend with gonorrhoea as females (RR =
2.18, 95% CI:1.89, 2-56, p < 0-0001).
Significant differences in age were also
observed, p < 0-0001. Those aged 16-19 years
were twice as likely to attend with gonorrhoea
compared with those over 19 years old (RR =
2-49, 95% CI: 2.07, 2.98) and under 16s were
almost twice as likely to attend with gonor-
rhoea than those over 19 years old (RR=
2.42, 95% CI:1.37, 4.25).

UNCOMPLICATED CHLAMYDIA
Significant differences in risk were observed
between males and females of different age
groups (p = 0 004). Among males, significant
differences between age groups were observed,
p = 0.004. Under 16s (RR = 3 05, 95% CI:
0.59, 15.7) and 16-19 year olds (RR = 2.85,
95% CI:1-58, 5.16) were more likely to attend
with chlamydia than those aged 19 years and
over.

ANOGENITAL HERPES
Significant differences in herpes infection were
observed between males and females of differ-
ent age groups (p = 0.018). Among males no
significant differences between the age groups
were observed (p = 0.73). Although the atten-
dance rates for herpes were higher for females

Table 2 Services available for sexual health care of adolescents

Number of clinics

Yes Total % Yes

Policy for health adviser to see:
(a) all new attenders aged < 16 years 87 117 74
(b) all new attenders aged < 20 years 37 119 31

GU medicine clinic sessions specifically for young people 5 119 4
GU medicine clinic providing:

(a) emergency contraception 93 118 79
(b) full contraception service 17 118 14

GU medicine clinic participating in health education in:
(a) schools 87 117 74
(b) children's homes 31 115 27
(c) youth clubs 57 116 49
(d) colleges 83 118 70

Local district health authority provision of:
(a) any medical services specifically for young people 87 116 75
(b) service for young people with screening for STDs 18 100 18
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aged 16-19 and under 16 years compared with
over 19 years, the differences were not signifi-
cant (p = 020).

ANOGENITAL WARTS-FIRST ATTACK
Significant differences in attendance rates for
warts were observed between males and
females of different age groups (p < 0.0001).
Among males, there were no significant differ-
ences between the age groups; however,
among females significant differences between
the age groups were observed. The attendance
rate for warts was twice as high in 16-19 year
olds (RR = 2.14; 95% CI: 1.59, 2.90) than
for those over 19.

Data on services for young people were pro-
vided by up to 119 clinics (table 2). In most
clinics (74%) it was policy for all new clinic
attenders aged under 16 to see a health
adviser. Most clinics provided emergency con-
traception (79%), but few (14%) had a full
contraception service-that is, oral contracep-
tion, injectable contraception, IUCD inser-
tion, cap fitting, barrier contraception. Most
clinics participated in STD/HIV/sexual health
education in schools (74%) and colleges
(70%) but fewer had input to youth clubs
(49%) and children's homes (27%). Seventy
five per cent of health authorities had medical
services designated for young people, but only
18% had such services which offered screening
for STDs. Also, only 4% of GUM clinics held
sessions which were designated for young peo-
ple (upper age limits 21 years or less).

Discussion
This report provides a sizeable, but incom-
plete, survey of the provision for sexual health
care of adolescents in GUM clinics in the
United Kingdom. In all, 119/170 (70%) con-
sultants in charge of GUM clinics responded
but only 76/170 (45%) provided all the data
requested, representing 76/252 (30%) of all
the GUM clinics in the United Kingdom.

This study demonstrates that GUM clinics
in the United Kingdom currently provide a
variety of types of sexual health care for ado-
lescents. In their excellent review of the sub-
ject, Cowan and Mindel argue that the
confidentiality of GUM clinics is likely to be
attractive to adolescents concerned about
parental disapproval of their sexual behaviour
and perhaps sexual orientation and STDs.5
However, this study also demonstrates that the
incidence of STDs among adolescent atten-
ders is higher than for the average GUM clinic
attender. The explanation for this is unclear
and may well be multifactorial.
The commonest STDs among the under 20

year olds are wart virus infection and uncom-
plicated chlamydia. The high rate of chlamy-
dial infection is of particular concern because,
in females, the stage of physical maturation
may affect susceptibility to complicated infec-
tion.6 The capacity of the cervix to exclude
infection from the upper genital tract is
enhanced when ovulation begins6 (up to 2-3
years after the menarche). This study was not
able to examine the age related incidence of

pelvic inflammatory disease (PID), but it has
been calculated that a sexually active 15 year
old girl has 10 times the risk of acquiring PID
than her 24 year old counterpart.7
The high rate of wart virus infection raises

concern because younger women have a
greater risk of carcinoma in situ following wart
virus infection on cervical cytology, with a rela-
tive risk of 38.7 among women aged less than
25 years when compared with the general pop-
ulation.8
The very high proportion (36%) of female

cases of gonorrhoea (and 20% of cases in both
sexes) occurring under the age of 20 years is
comparable with the situation in the United
States where 25% of reported cases of gonor-
rhoea occur in the 15-19 year old age group.9
These data plus the high rates of herpes
emphasise the need for counselling from
health advisers. In the United States two
papers have identified that sexual intercourse
in adolescence, even without acquisition of
STDs, is associated with problem behaviours
including substance abuse, minor delin-
quency, school difficulty, and for girls, a
greatly increased rate of attempted suicide.' 01'
The respective age groups examined in these
American papers are 12-16 year olds in the
first and older teenagers in the second. This
study shows that most clinics have a policy
that all attenders under 16 years should see a
health adviser. Health advisers with appropri-
ate counselling skills and training may play a
useful role in addressing the problem behav-
iours and distress encountered during adoles-
cence.
The majority (79%) of GUM clinics pro-

vide emergency contraception but few (14%)
have a full contraception service. The study
also shows that while health authorities often
(75%) have designated services for young peo-
ple, these uncommonly (18%) provide screen-
ing for STDs. Therefore, the ideal, at least of
some clinicians, of providing sexual health
care "under one roof' is, as yet, not often
attained.'2 13 Cowan and Mindel, furthermore,
recommended that GUM clinics should
become more "adolescent friendly", perhaps
with dedicated staff and set clinic times for
teenagers.5 This survey shows that, to date,
only 4% of GUM clinics hold sessions desig-
nated for young people.
The large majority of GUM clinics partici-

pate in STD/HIV/sexual health education to
adolescents in the community. Oakley et al
have recently published a methodological
review of 73 evaluations of sexual health
interventions for young people. '4 Of the 12
outcome evaluations judged to be method-
ologically sound (none of which was in a
GUM clinic), only two were effective in show-
ing an impact on young people's sexual behav-
iour. Health education by GUM professionals
may have additional benefits such as advertising
and destigmatising the local clinic. However,
there remains a need for methodologically
sound evaluations of health education con-
ducted by GUM clinics.

This survey shows that Cowan and
Mindel's ideal of adolescent medicine clinics is
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currently rarely attained in the United
Kingdom. Although health authorities often
provide medical facilities designated for ado-
lescents, few of these provide screening for
STDs. On the other hand, GUM clinics do
provide a range of services, including extensive
education in the community, to promote sex-
ual health among adolescents.

We are grateful to Mrs Farzana Sufi from the Communicable
Disease Surveillance Centre, Colindale, London, for perform-
ing statistical analysis.
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