
ABSTRACT
Objective: To describe a profile of teenage sexual health problems with an aim to improve the age specific 
services.

Methodology: A retrospective record analysis of young people (≤19 years old) attending a community GU 
medicine clinic in UK was performed (April 2007 to March 2008). Data was collected on age, gender, 
contraception use, number of teenage pregnancies, sexually transmitted infections in the past / current, and 
regular screening for STIs & HIV.

Results: A total of 3328 patients attended our GU medicine clinic over 12 months. Of these, 411 (12.3%) 
were ≤  19 years old. Their mean age, mean sexual debut age and average number of sexual partners 
were 17.6 years, 14.8 years and 5.8 respectively. Ninety percent of males and 29% females had received 
oral sex. Condom usage was 21% in males and 28% in females. Only 57% of females used contraception, 
13% of teenagers having been pregnant.  Uptake of STI &/or HIV testing were 92.9% in males and 100% 
in females. STI rates were higher in females as compared to males (22.5% versus 17.8%, p = 0.03). 
Chlamydia and genital warts were statistically higher in females (8.1% and 12.3 %) than males (5.1% and 
5.1%; p = 0.046 and 0.023). Fraser competency was documented in only 77% cases.

Conclusion: Teenagers form a significant proportion of our GUM attendees with increase risk of 
pregnancy and STIs/ HIV, hence a dedicated high quality integrated sexual health clinic may help to 
reduce morbidity associated with STIs in young people.
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health of young people (YP) in the UK has been INTRODUCTION
4   declared a crisis . YP are becoming sexually active 

Sexually transmitted infections (STIs) and 5at an earlier age  and around a third of UK 
teenage pregnancy rates in the United Kingdom teenagers do not use contraception at first 

1-3 6(UK) are the worst in Western Europe . Sexual intercourse . In 2000, the Department of Health 
(DOH) in England launched a national strategy to 
halve teenage (<18 years) pregnancy rates by 

72010 . Achieving this government's target by 2010
will require tremendous zeal and effort by all 
players.

A national survey in 1996 found only 4% 
of GU medicine clinics had designated sessions for 

8YP . To best address the above problems of both 
increasing STIs and teenage pregnancy rates 
amongst YP, a number of settings in the UK 
since have developed a holistic approach/one stop 
shop to treatment of sexual health problems with 
clinics jointly run by genitourinary (GU) medicine 

9 - 1 2and family planning services (FPS) . The 
Department of Health's - “You're Welcome quality 
criteria: Making health services young people 

1 3f r iendly” was publ ished in 2007 . We at 
Macclesfield still see our YP in the general GU 
medicine clinic.
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14The main aim of our study was to find out accordance with the national guidelines . “Fraser 
the proportion of teenagers attending our general competent” previously identified under the “Gillick 
GU medicine clinic and whether the numbers seen principle” means that some children and young 
would justify the development of a dedicated people under 16 years of age will be competent to 
session for this particular group with further future give valid informed consent to a particular 
development of a one stop shop. The secondary intervention if they have "sufficient understanding 
objective was to determine the demographics, and intelligence to enable him or her to understand 
sexual behavior, condom/ contraception usage, fully, what is being proposed”. Statistical analyses 
reproductive health outcomes and STI diagnoses were carried out using SPSS Version 14.
among YP aged ≤  19 years so as to help develop 
interventions and to audit Fraser competency RESULTS
documentation in under 16 year olds.

The total number of YP ≤ 19 years was 
411 {127 males (31%) and 284 females (69%)}, METHODOLOGY
which formed 12.3% of our general GUM 

Retrospective case note review of all new/rebook attendances (3,328). Off the 3,328 
teenagers (≤  19 years) attending between, April new/rebook attendances, 8.3% (127/1519) were 
2007- March 2008 was done. Data on age, gender, males' ≤ 19 years and 15.7% (284/1809) were 
sexuality, smoking, alcohol, substance use, sexual 

females' ≤19 years. The mean (S.D.) age was 17.6 b e h a v i o r ,  c o n d o m /  c o n t r a c e p t i o n  u s a g e ,  
(1.57) and males (17.62 ± 1.05) were slightly older reproductive health outcomes and STI diagnoses 
than females (17.06 ± 1.14). Average (S.D.) age of were collected.  STI testing for Chlamydia 
sexual debut was 14.8 (3.47), with females (14.54 trachomatis (CT) and Neisseria gonorrhoeae (GC) 
± 3.25, ) having earlier sexual debut than males was by Aptima Combo 2 assay on urine, 
(15.01 ± 3.47, P = 0.02, Independent Sample T vulvovaginal swab, endocervical swab or urethral 
test).  The average number of sexual partners was swab and if clinically indicated from rectum and 
5.8 (males = 6 and females = 5.5). Under 16s pharynx. High vaginal swab was used to diagnose 
formed 5.4% of all teenagers  Among under 16s, 2 bacterial vaginosis (BV), candida and Trichomonas 
females were CT positive, 1 had genital warts, 1 vaginalis in females and serological tests were 
had herpes, 2 had emergency contraception and 2 used for syphilis and HIV testing. The clinic used 
had BV. While 14 in the under 16s age group (6 an opt-out policy for HIV serology testing. The 
males and 8 females) had only STI screen. Fraser standard for Fraser competency documentation was 

that it should be documented in all aged <16 in competency was documented in only 77% of cases.
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Table 1:  Demographics and Clinical Characteristics of Teenagers

 

H/O= History of, IVDU= intravenous drug use, STIs=sexually transmitted infections.
a

 = H/O substance misuse was higher in males than females (P < 0.001, Pearson Chi Square test).
b

 
= Past H/O positive STI was higher in females (P < 0.001, Pearson Chi Square test) than males

Variables
Males

n/total (%)
Females

n/total (%)

< 16 years 6/127  (4.7) 16/284 (5.6)

Heterosexual 

Homosexual 

Bisexual 

122/127 (96)

3/127 (2.4)

2/127 (1.6)

284/284 (100)

Smoking 69/127 (54) 135/284 (47)

Alcohol use 47/127 (37) 94/284 (33)

aH/O substance misuse

Cannabis

Cocaine

IVDU

39 (31)

35/127 (27)

31/127 (24)

3/127 (2)

30 (10)

22/284 (8)

8/284 (3)

0/284 (0)

H/O sexual abuse 0/127 (0) 7/284 (2)

H/O Rape 0/127(0) 2/284 (0.7)

bPast H/O STIs 7/127 (5.5) 32/284 (11.3)
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Table 1 shows the demographics and Young females who had current or past 
characteristics and Table 2 below shows the STI history of pregnancies (37, 13%) were slightly 
screening &/or HIV uptake rate with STI younger (mean ± S.D.; 17± 1.21) than females 
diagnoses. who were not pregnant (247, 97%; 17.2 ± 1.14). 

However, significantly higher number of females The diagnosis of an STI was marginally 
with current or past history of pregnancies had BV higher in females as opposed to males. Three 
or candida diagnosis (10/37, 27%) than females females and one male had concomitant CT and 
with no history of pregnancy (34/247, 13.8%, P = genital wart infection. The diagnoses in 9 patients, 
0.001). No significant associations were found who had treatment only, were for genital skin 
between the two groups with regards to CT conditions and not for STIs.
infection [2 (5.4%) vs. 21 (8.5%)] and genital 

Table 3 shows condom use and sexual 
warts [4 (10.8%) vs. 31 (12.5)]. 

behavior. Table 4 and figure 1 shows reproductive 
More than 40% of teenage females were outcomes and contraceptive usage in females 

respectively. not using any form of contraception.
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Table 2: Investigations/ Reasons  for Attending Clinic and Diagnoses Made 

STI=sexually transmitted infection, HIV= human immunodeficiency virus, BV= bacterial vaginosis
a = genital warts presentation was higher in females than males (P = 0.023, Pearson Chi Square test). 
b = more females were diagnosed positive with chlamydia infection as compared to males (P = 0.046, Pearson Chi Square test)

Variables
Males 

n/total (%)  

Females 
n/total (%) 

STI screen only 

STI screen with HIV test 

Treatment only 

60/127(47.2) 

58/127 (45.7) 

9/127  (7.1) 

90/284 (31.7) 

194/284 (68.3) 

0/284 (0) 

Of the 402(118 males and 284 females) having 

STI &/ or HIV screen  

      Total STIs diagnoses  

      aGenital warts  

      bChlamydia    

      Gonorrhoea 

      Genital herpes 

      Molluscum contagiosum 

 

 

21/118 (17.8%) 

6/ 118 (5.1) 

6/118 (5.1) 

4/118 (3.4) 

2/118 (1.7) 

3/118 (2.5) 

 

 

64/284 (22.5%) 

35/284 (12.3) 

23/284 (8.1) 

0/284 (0) 

5/284 (1.8) 

1/284 (0.4) 

Non STI conditions 

Anaerobic infection (/BV)  

Candida 

 

2/118 (1.7) 

0/118 

 

25/284 (8.8) 

19/284 (6.7) 

Symptomatic  
 

STI diagnosis in symptomatic 
     

      Genital warts  

      Chlamydia 

      Gonorrhoea 

      Genital herpes  

      Molluscum contagiosum 

47/127 (37) 
 

16/47 (34) 
 

6/ 16(37.5) 

3/16 (18.8) 

2/16 (12.5) 

2/16 (12.5) 

3/16 (18.8) 

124/284 (44) 
 

40/124 (32) 
 

35/40 (87.5) 

0/40 (0) 

0/40 (0) 

5/40 (12.5) 

1/284 (0.4) 

Non STI conditions in symptomatic 

Anaerobic infection/ (BV)  

Candida 

 

0/47 

0/47 

 

8/124 (6.4) 

12/124 (9.6) 
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6,13,16-18services , development of a dedicated session DISCUSSION
appropriate to this particular group is justified and 

Teenagers formed a significant proportion 
long due.(12.3%) of our general GU medicine workload. 

Given that YP pose numerous challenges with Girls (2/3rds teenage attendees) used our 
regard to consent, confidentiality and child service more than the boys perhaps because of 

15,16 protection issues and teenagers'/ YP view access, higher rates of past STIs (5.5% vs. 11.3%, P < 
confidentiality, non-judgmental staff/ friendly 0.001) and because of greater concerns over 
environment as key features of sexual health pregnancy.  Attendance by teenage males was 
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Table 3: Condom 
Among the Study Group  

Usage and Sexual Behavior/Practices 

Variables
Males

n/total (%)
Females

n/total (%)

Condom usage 27/127 (21.2%) 79/284 (27.8%)

Giving oral sex 86/127 (67.7) 109/284 (38.4)

aReceiving oral sex 114/127 (89.8) 81/284 (28.5) 

Vaginal sex 124/127 (97.6) 284/284 (100)

Insertive anal sex 16/127 (12.6) 0/284 (0)

Receptive anal sex 5/127 (3.9) 11/284 (3.8)

 
 

a = Receptive oral sex practice was higher in males as compared to females (P < 0.001, Pearson Chi Square test) 

Table 4: Pregnancy Outcomes 
 
Of the total 284 female patients seen  
   29 (10.2%) = pregnant in the past 

· 21/29 (72.4%)  = TOP  (TOP = termination of pregnancy) 
· 4/29 (13.8%)   = miscarriage  
· 4/29 (13.8%)    = live child 

    8 (2.8%) were pregnant at consultation       

Figure 1: Contraception Use Among Females

 

None COCP Condoms

Depo POP Implanon

42.6%

3.5%

2.1% 1.4%

1.4%

48.9%
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Depo= Depot provera,
COCP= combined oral contraceptive pill,
POP= progesterone oral pill 



19 ever had anal sex.much lower at only 10% in Burn et al's  study as 
compared to 31% in our study. Majority of 

It is thus important to educate YP of the 
teenagers attending our service were asymptomatic.

risks of STI transmission with other sexual 
behaviors and not just limit education to safer The mean age for sexual debut of 14.8 in 

our study is lower than the national average of vaginal sex, which mostly is the case in schools. 
20 Use of condoms and dental dams is key in 16 . Early sexual initiation has been associated 

21-24 reducing transmission.with increased risk of pregnancy and STIs  .
More than a third of teenagers of both sexes were Proper sexual history taking by health 
engaged in alcohol use and about half of both professionals is vital- a fact that some health 
sexes were smoking cigarette. Young males were professionals may overlook but that which has 
drinking high quantities of alcohol as compared to direct bearing in targeting appropriate sites for 
young females. Recreational drugs use was taking swabs, assessing HIV risk factor and 
reported by a third of males. Frequent alcohol use providing proper health education
and recreational drugs are associated with higher 

O n l y  i n  7 7 %  c a s e s  w a s  F r a s e r  numbers of sexual partners and decreased 
4 documentation noted. In order to improve on this likelihood of using protection . Recreational drug 

we since, introduced a YP proforma for <16s' and usage has also been found to be associated with 
25 an audit three months later showed documentation lifetime risk of STIs . In our study we did not find 

to reach 98%. Though a vast improvement, still any associations between substance misuse and 
short of the standard of 100% and endeavors are current or past history of STIs between males and 
being made to achieve this.females.

A n  u n p u b l i s h e d  y o u n g  p e o p l e s '  Genital wart (12.3%) was the commonest 
questionnaire survey in Eastern Cheshire in 2006 STI in females followed by chlamydia (8.1%), 
in various settings (total number =230, age group whereas in males both warts and chlamydia rates 
13-21: of which 179- surveyed in secondary were similar (5.1%) followed by gonorrhoea at 
schools, 40- at local sexual health clinics and 11 at 3.4%. Genital herpes infection was almost similar 
young offenders/drug intervention centers) showed in both sexes.  Half of all males with CT and GC 
higher proportion of YP in vulnerable group to diagnoses were asymptomatic whereas all females 
have had initiated sex aged 14 compared to those with CT were asymptomatic in our cohort.

 18in education (9% versus 2%) .
Condom usage for STI prevention was low 

Though high quality clinical services and with only a quarter of both sexes using it; half of 
good sex and relationship education are important, young females did not use contraception thus 
it has got to be combined with outreach work. risking pregnancy. Thirteen percent (37/284) of 
Government data clearly shows that those most teenage females had been &/ or pregnant in our 

study, 7.4% (21/284) had undergone a termination vulnerable to becoming teenage parents or 
of pregnancy (TOP) and a further 1.4% (4/284) contracting an STI are also those least able or 
each had had a miscarriage and a live birth. In l i k e l y  t o  g o t o  a  c l i n i c  f o r  a d v i c e  a n d 

30contrast, Burn et al in an urban London YPs' clinic information . Thus it is important to take out 
reported a higher rate of 17% of 331 females < holistic clinical and educational services out to YP 
age 20 undergoing TOP with a further 7% having where they need them, in their own environment.

19had at least one live birth . 
We, healthcare professionals are faced 

Oral sex was common with 90% of males with challenges. Prevention strategies need to aim 
and nearly a third of females having received it. at reducing risk behavior across various activities. 
Stone et al suggested that many young people in It is important to be aware of the factors that 
the United Kingdom remain ignorant of the ways hinder safer sex practices among young people. In 
in which STIs can be transmitted; a quarter of order to reduce the incidence of such risk-taking 
those surveyed (total 1,373 students aged 16-18) behavior more comprehensive and focused research 
were unaware that STIs could be transmitted via is needed to explore why, despite knowledge of 

26oral-genital contact . Some adolescents engage in adverse sequelae, young men and women are not 
oral or anal sex as perceived less risky alternatives practicing safe sex.

2 7to vaginal sex , however both have been 
A dedicated high quality integrated sexual 

implicated in the transmission of nonviral and viral 
health clinic with involvement of YP in planning 28,29STIs .
and implementation - thus targeting their specific 

Receptive anal sex was similar in females needs, with their involvent in the evaluation of the 
and men having sex with men in our study (3.8% programme may best serve this population and 
versus 3.9%). In contrast, in Stone et al's study help drive decrease in teenage pregnancies and STI 
9.3% of 721 females and 7.4% of 555 males had rates.

. 
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CONCLUSION

Teenagers form a significant proportion of 
our GUM attendees - justifying the need for the 
development of a dedicated YPs' clinic. Condom 
usage for STI prevention is low with half of 
teenagers not using any contraception. Oral sex is 
common with receptive anal sex being similar in 
both sexes. Proper sexual history to target proper 
sites for taking swabs and assess HIV risk is vital. 
A dedicated high quality integrated sexual health 
clinic with involvement of YP in planning, 
implementation and in targeting their specific 
needs may help reduce teenage pregnancies and 
STI rates.

REFERENCES 

Plann 2000;26:187-9.

11. Jones M. Integrating family planning with 
genitourinary medicine: developing an holistic 
sexual health clinic in Eastbourne. Br J Fam 
Plann 2000;26:221-4.

12. Dawson SG, Callander N, Roche C, Kingsland 
T, Desmond N. Integrated sexual healthcare: 
the development and review of one model of 
service delivery. Int J STD AIDS 2000;11:428-
34.

13. Department of Health. You're welcome quality 
criteria: making health services young people 
friendly [Online]. 2007 [cited on 2009 Aug 
23]. Available from URL: http://www.dh. 
gov.uk/prod_consum_dh/groups/dh_digitalasset
s/@dh/@en/documents/digitalasset/dh_073829.1. Office of national statistics and teenage 
pdf pregnancy unit. Under-18 conception statistics 

1998 – 2007 [Online]. 2008 [cited on 2009 14. Department of Health. Best practice guidelines 
Aug 23]. Available from URL: http://www.dcsf 

for doctors and other health professionals on 
.gov.uk/everychi ldmatters / resources-and-

the provision of advice and treatment to young 
practice/IG00200

people under 16 on contraception, sexual and 
2. Gill Frances. Teenage pregnancy independent reproductive health [Online]. 2004 [cited on 

advisory group [Online]. 2007 [cited on 2009 2009 Aug 23]. Available from URL: http:// 
Aug 23]. Available from URL: http://www. www.dh.gov.uk/prod_consum_dh/groups/dh_di
swagnet.nhs.uk/070328%20Gill%20Frances%2 gitalassets/@dh/@en/documents/digitalasset/dh
0Teenage%20Pregnancy%20Sexual%20Health _4086914.pdf
%20Forum.ppt

15. British Medical Association. Consent, rights 
3. The UK collaborative group for HIV and STI and choices in health care for children and 

surveillance. A complex picture: HIV and young people. London: BMJ Books; 2000.
other STIs in the UK. London: Health 

16. T h o m a s  N ,  M u r r a y  E ,  R o g s t a d  K E .  Protection Agency; 2006.
Confidentiality is essential if young people are 

4. Independent Advisory group on sexual health to access sexual health services. Int J STD 
and HIV. Sex, drugs, alcohol and young AIDS 2006;17:525-9.
people: a review of the impact of drugs and 

17. Hea l t h  Deve lopmen t  Agency.  Teenage alcohol has on young people's sexual behavior. 
Pregnancy: An Update on key characteristics London: Department of Health; 2007.
of effective interventions. London: Health 

5. Adler M. Report finds sexual health service to Development Agency; 2001.
be a shambles. Br Med J  2003;7:62-3.

18. Mahto M, Mills C. Young peoples' sexual 
6. Department of Health. The National strategy health in Eastern Cheshire - by category, 2007. 

f o r  s e x u a l  h e a l t h  a n d  H I V.  L o n d o n :  Unpublished data. 
Department of Health; 2001.

19. Burn F, Curran B, Tobin R, Kell P. An urban 
7. Social Exclusion unit. Teenage pregnancy. epidemic- an audit of an inner city young 

London: Stationery Office; 1999. persons' clinic. Int J STD AIDS 2002;13:52-4.

8. Provision for sexual health care of adolescents 20. Wellings K, Nanchahal K, Macdowall W, 
in genitourinary medicine clinics in the United McManus S, Erens B, Mercer CH, et al. 
Kingdom. The British Cooperative Clinical Sexual behaviour in Britain: early heterosexual 
Group. Genitourin Med 1997;73:453-6. experience. Lancet 2001;358:1843-50.

9. Melville CRS, Brigrigg A, Nandwani R. Client 21. Ma Q, Ono-Kihara M, Cong L, Xu G, Pan X, 
pe r spec t ives on sexua l  hea l th se rv ice Zamani S, et al. Early initiation of sexual 
provision. Int J STD AIDS 2004;15:380-3.

activity: a risk factor for sexually transmitted 
diseases , HIV infect ion, and unwanted 10. Wilkinson C, Hampton N, Bradbeer C. The 

i n t e g r a t i o n  o f  f a m i l y  p l a n n i n g  a n d  pregnancy among university students in China. 
genitourinary medicine services. Br J  Fam BMC Public Health 2009;9:111.

JPMI

TEENAGE SEXUAL HEALTH IN A UK COMMUNITY GENITOURINARY (GU) MEDICINE CLINIC- CAN WE IMPROVE FURTHER?

3292011 Vol. 25 No. 04 : 324 - 3302011 Vol. 25 No. 04 : 324 - 330



22. Coker AL, Richter DL, Valois RF, McKeown 2008;19:370-7.
RE, Garrison CZ, Vincent ML. Correlates and 

26. Stone N, Hatherall B, Ingham R, McEachran J. 
consequences of early initiation of sexual 

Oral sex and condom use among young people 
intercourse. J Sch Health 1994;64:372-7. 

in the United Kingdom. Perspect Sex Reprod 
23. O'Donnell BL, O'Donnell CR, Stueve A. Early Health 2006;38:6-12.

sexual initiation and subsequent sex-related 
27. Cornell JL, Halpern-Felsher BL. Adolescents 

risks among urban minority youth: the reach 
tell us why teens have oral sex. J Adolesc 

fo r hea l th s tudy. Fam P lann Perspec t 
Health 2006;38:299-301.

2001;33:268-75.
28. E d w a r d s  S ,  C a r n e  C .  O r a l  s e x  a n d  

24. Harrison A, Cleland J, Gouws E, Frohlich J. 
transmission of nonviral STIs. Sex Transm 

Early sexual debut among young men in rural 
Infec 1998;74:95-100.

South Africa: heightened vulnerability to 
sexual risk? Sex Transm Infect 2005;81:259- 29. E d w a r d s  S ,  C a r n e  C .  O r a l  s e x  a n d  
61. transmission of viral STIs. Sex Transm Infec 

1998;74:6-10.
25. Vivancos R, Abubakar I, Hunter PR. Sex, 

drugs and sexually transmitted infections in 30. Blake S. Building bridges with young people. 
British University students. Int J STD AIDS J R Soc Promot Health 2008;128:223-4.

JPMI

TEENAGE SEXUAL HEALTH IN A UK COMMUNITY GENITOURINARY (GU) MEDICINE CLINIC- CAN WE IMPROVE FURTHER?

 
CONTRIBUTORS

 SZ and MM, 
preparation of the manuscript. All authors listed 
contributed significantly to the research that resulted in 
the submitted manuscript.

contributed equally to the research and 

 

GRANT SUPPORT, FINANCIAL
DISCLOSURE AND CONFLICT

OF INTEREST 
None Declared

3302011 Vol. 25 No. 04 : 324 - 3302011 Vol. 25 No. 04 : 324 - 330


	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6
	Page 7

