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I am an adolescent physician, paediatrician by training, appointed a couple of years ago to develop an adolescent medicine service between 2 hospitals in London Great Ormond Street Children’s Hospital and the Middlesex Hospital. I went down to visit the Youth Support House a couple of years ago and was very impressed by some of the work that Diana does at Youth Support you are obviously developing quite a good service there. We’ve been developing things at a slightly different tack at the two hospitals I work at this is the first adolescent medicine service within the health services in this country that I know of.

Need for Adolescent 

Medicine

What I want to do first is tell you about the need for adolescent medicine and adolescent health in this country, some of the research we’ve been doing, what’s available within the health services particularly. Then about the kind of model one can use to develop services and a little about our service. I suspect most people are surprised when they realise how many adolescents there are in this country. In England alone there are 6 million young people 10 to 19, at least 12% of the population. It’s a very large number and it’s very clear to me that there’s no way 12% of the health budgets in this country spent on young people, it’s far lower than that. The projection for the next little while is that will increase, in 2002 there will be 6.4 million, a 9% increase in a decade from 1992. It may decrease slightly after that but it’s sobering thought. Just looking at a general sense it’s very clear what we call the new morbidities, such as accidents, suicide, homicide, environmental causes have largely replaced the old morbidities: infectious diseases, congenital malformations as killers of children and young people and that’s really very dramatic. 

Mental health: many of you will know, that young people, up to 20% of young people have some form of mental health problem between 16 and 19 years in the UK some 93 data: depression, anxiety, alcohol dependency, drug dependency is really quite high levels amongst their population in a way I don’t think many of us realise. Probably only 5% have a severe mental illness, but it’s very clear again that certainly far less than 5% of the mental health expenditure in this country, 5% is not very much, goes on children and young people and I suppose those like Diana who work at the coalface with working with many young people with social and mental health problems will tell you that getting money is really very difficult.  The increase in young male suicide in this country, in England and Wales, probably certainly worse in Scotland than in England and Wales, and one of the higher rates in Europe, as you will know. 

Sexual health –apart from the USA Britain, England and Wales and Scotland together in the developed world have probably the highest rates maternities in young people between 15 and 19. And what’s quite fascinating is that over the last 10 years, 15 years now, this actually hasn’t changed in England and Wales, in Scotland or in the USA, where we’ve seen reductions in many other European countries and many much poorer European countries. The next generation will probably be the most infertile in the history of humanity, that’s an interesting and sobering thought. STD rates are up to 10 to 15% in many populations. The UK rate for teenage conceptions is certainly the highest in Europe. This is producing anxiety in government at the moment and producing some money, will be interesting to see whether it translates into changes in service provision.
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Smoking – many of the other morbidities as you know we fail to meet the Health of the Nation targets set by the last Conservative government. it conspicuously failed to reduce youth smoking by a third as it had intended, in fact the rates have gone up since 1986 amongst young people, 11 to 15 year olds in particular regularly smoke, now up to 15%, increased in girls as you know much more than boys. One thing that ties much of this together and much of which Diana was talking about together is poverty. Unemployment rates amongst young people has always been higher than all age unemployment but in fact has risen in the last years of the last conservative government, dropped a bit under the new labour government, but certainly not as much as one would expect. 


Chronic illness is the area where we’ve seen increased morbidity, mortality amongst young people. Some figures suggest that up to a quarter of young people in England report some form of long-standing illness, much of this is not particularly severe, but much of it is. There’s been an increased incidence particularly of diabetes and asthma amongst young people, but there’s also been an increased survival for young people with chronic illness. The prevalence of young people with cystic fibrosis over 15 years of age in the UK has more than doubled between the late 70s and the early 80s and my colleagues in cystic fibrosis work tell me that it has doubled again in the last 10 years. There’s certainly some start been made in providing facilities for these young people, but it’s certainly a very sobering fact. We must remember that now over 85% of young people or children with chronic illness survive to adult life, a very different figure to 20 years ago, and one of the reasons why the health service needs to get very serious about adolescent medicine and transition from paediatric to adult care. 

What is adolescent medicine? I think it’s a very difficult question to ask. What is different between adolescent health and adolescent medicine? – again another very difficult area. If you look around the world some people very much adolescent medicine exponent and some people prefer to talk about adolescent health. In the USA and certainly in some of our European colleagues adolescent health, adolescent medicine is very much a primary care based enterprise. It’s not particularly in hospitals, it’s not in tertiary centres, it’s about being there at the coalface, general practice, community health, various other issues much of it is to do with drug and alcohol work, much, as Diana has said, is to do with teenage pregnancy type work, much of it is to do with eating disorders, although it is not particularly primary care, but it’s involved in prevention and health promotion. Australia I think probably has a health service that is most like in the UK not in terms of the way it’s funded, but it terms of the way doctors and nurses and other people work. Adolescent care in Australia has much more developed within secondary care.. 

What exists in UK

In the UK what exists in adolescent health. In a very formal way national structures in terms of universities, in terms of the national health service, very very little, in a formal sense. But I think there is actually a lot going on in this country in primary care, in a charitable sector and outside all the medical profession as such, certainly outside the health service. Youth Support is certainly one example of that, and as I’ve gone around the country in a couple of years that I’ve been here, I’ve certainly found out that there is a huge amount going on, but it’s very fragmented, people are not working together, there’s little sense of cohesion, many people are constantly reinventing the wheel, that good practice in one area is not being translated into good practice in another area and certain communities are developing projects that have been found to fail in other communities and there is very little overall coordination. Within medicine there’re some interesting developments, the Royal Colleges of GPs has a general practice working group that’s really been quite active, Diana’s Youth Support has been around for a long time and has done good work for a very long time. There’s a very long history of cause for action within the health service itself even since the Platt report in ’59, but little action has evolved from that. I undertook a survey in 1997 of health authorities and boards in this country to see what kind of thought the commissioners of health in this country were demanding in adolescent health from those who were providing services. It’s the commissioning authorities, health authorities and boards and now primary care groups to actually push providers into providing good health care. What are they doing about adolescents, are they thinking adolescents, do they know anything at all about adolescents? This is the survey I took with a group called Caring for children within health services. We sent out a questionnaire mail order to a 124 health authorities and boards and only 10% of commissioning authorities had even thought to provide specific advice to service providers within their health authority on adolescence. 90% did not have specific advice about the special needs of adolescents. 6% mentioned young people, adolescents and young people within the child health specifications briefly, but 81% did not make any mention of adolescent health and we are talking about hospital, community health, the whole lot. Staggering. By region, there are some dramatic regional differences. The South and West region was one region where there was a lot work being done on adolescent health. If you look at South Thames, if you look at North Thames, if you look at Northern Yorkshire – absolutely zero, actually North Thames isn’t absolutely zero, but fairly poor, dramatically poor. 

Mental health specifications I found even more scary, because the Government has been pushing very strongly for all areas to actually think about adolescent mental health. We took these figures to the Department of Health and they laughed at us, they said that in fact this cannot be true. But overall only about 40% of health authorities had specific instructions for the provision of adolescent mental health within their area. 57% of them had no specification at all. We also asked them what do you have in terms of some form of hospital services for adolescents in your area? You won’t be surprised to find out that 80% made no provision whatsoever for adolescent put into hospitals within these regions. About 8% of them had some kinds of teenage wards, that’s 14% of them seemed to have some kind of provision for adolescents and young people within children’s wards, that would usually be a bay, it might just be a small room, it may be very little at all. Pretty staggering. We also asked them what plans they had about developing adolescent health policies. One would have thought that if mailed a questionnaire on adolescent health and you’re forced to examine your naval and say that you have no specifications it would be easy to tick the box and say, yes, we have some future plans. But even 52% ticked the box and said, no, we have no future plans for developing anything in terms of adolescent health. But it seems like another quarter that felt guilty enough to say they were developing some specifications for adolescent health. We then undertook a survey of the youths of hospitals by young people in this country, something that I am particularly interested in terms of developing a service either into very specialised hospitals: in London Great Ormond Street for Children Hospital and the Middlesex Hospital. The picture of one of the young people from our ward and that’s actually a back cover of a report I produced called “Youth Methods” which is entitled “Evidence-based best practice for caring for young people in hospital”. We published that with the Nuffield Foundation last year. It’s about good practice in developing adolescent units, what young people need and what need to be provided for them.  


There is actually quite a considerable bed usage by the young people in this country. Young men have a higher hospital need than young women early on and suspect it fits with accidents, risk-taking, risky behaviour and much of it is trauma and orthopaedics; that young women later on have a higher bed use and this is largely to do with gynaecology. These figures are by the way excluding mental health, excluding obstetrics, excluding learning disability, etc. This is excluding mental health and excluding obstetrics because that data is already well available. Each district general hospital in this country needs about 15 beds for adolescent patients which is certainly 1 ward in adolescent unit. What you are usually told when we talk to people about developing health services for adolescents is that adolescents are a healthy group, that they never see GPs, they never go to hospital, they don’t need special services because they are very healthy group. And I suppose compared to infants and compared to the very elderly, yes, they are a very healthy group, but those of us who work with adolescents know that they have very special health needs And you pull the figures together that no one else has done before, you actually realise that they do use quite a lot of hospital beds, there is quite a great need for hospital beds for adolescents, much greater that people usually assume. It’s interesting that these figures have never been pulled together before. People produce figures for paediatrics which is naught to fifteen, and they produce figures for adults, 15 to 60 and then t he elderly, 60 and upwards, and no one’s ever really thought about adolescents actually from the 12 to 19 bracket. And I am sure as Diana knows and others who tried to produce any health statistics in this country and many others, no one actually provides health statistics for young people as such, they provide them for children under 14 and up 15 and then 15 onwards. So in fact, the adolescents group gets dissipated in the middle and it appears they have no special health needs. As you probably well know both paediatric and adult services usually provide very little in a way of useful services for adolescents within hospitals. The paediatricians baby them, the adults ignore them. The average age of a paediatric ward in this country is about 3. The average age of an adult ward is 67. It’s very difficult for a young person of 15, 16, 17 with their own particular needs to be nursed in either of those. 

Not all bad news

What else has been happening recently in the UK, because certainly it’s not all bad news. I am talking more specifically about the health service. I think there’s been a lot happening. I think the main reason to be optimistic in this country and as I go around the country I feel that there is a real general build-up of interest in adolescents, particularly at all levels of the Department of Health, the Department for Education, within the health services itself, people are starting to talk about adolescents a lot more. Recently the Royal Medical Colleges have got together and formed inter-collegiate working party on adolescent services.  There’s been a number of other young things going on, the Carnegie Foundation got what they call a Nuffield-Carnegie Young People’s Initiative, which is trying to give a large sum of money to thinking about innovative proposals in youth health in this country and they have funded a large number of working groups to do this, one of which I’ve been involved in. So I think that again is a very positive new development and many things should flow from that. 

European Group D, which is about training in adolescent health. I’ve been recently invited by some of our colleagues in Europe to join a working party in training in adolescent medicine, which will have its first meeting later this year in Lausanne. If we can get some European-wide action or some European-wide guidelines on training doctors and other professionals in adolescent health and adolescent medicine, we can again more powerfully go to governments and say, this needs action. And this will tie in very well with inter-collegiate working party, because part of what we want to do, particularly in medicine, is to develop training programmes for doctors, which is sadly lacking in this country. Tony Blair’s government has quite a focus on young people: education, education, education seems to be the watch word of New Labour and I think that’s very useful for us. There’s a real emphasis as well on what they call at the highest levels “joined-up thinking” which is about not working just in health, just in education or just in social services, but actually about holding joined budgets and working together. And if any of you have actually tried working with really difficult young people just from within the health services you realise that this kind of joined-up thinking is incredibly important.  


Where to from now? We need to be thinking about adolescent health provision at all levels of the health services, primary care, community health, health prevention, that primary level, which has to be broadest base, which has to be where the coal face, where most of the work is going on, where people like Diana and others work. Secondary care, which is the district general hospitals, the general hospitals, where many of these young people will go to casualty, will be admitted to hospitals for various operations and look to for much of their medical care. Tertiary care, which may be tertiary children’s hospitals, it maybe adult teaching hospitals, but it’s also the universities. We also need action in training, medical schools, Royal Colleges, as I said, there is not one Royal College of Medicine in this country that has any .training requirements in adolescent health, so none of the doctors in this country that are being trained are required to have any focus whatsoever on adolescent health. The GPs are doing it best, a colleague of mine Chris Donovan that some of you may know, has been working for a long time within the General Practitioners College and they have some good training materials, but it’s certainly not a requirement. So we actually aim to make a requirement at least within the general practice colleges and least within paediatrics, that medical students and young doctors coming through should have some exposure to adolescent health in that. Within nursing training there is no requirement as I understand it for adolescent health, but again I think there’s been a lot going on within the nursing profession which has very much led the way in terms of working with adolescents and young people in this country. 

Adolescent medicine is not a specialty and should not be developed as specialty in this country. When I was appointed I called myself an adolescent physician, and a lot of people said to me, what is an adolescent physician. My background and training is in paediatrics and endocrinology but I’ve done other things as well. In the States there is a speciality of adolescent medicine, a similar situation may exist in other countries. I think that would be unadvised road to follow in this country, we must not form yet another small subdivision of medicine. What we need is specialists in adolescent health, but adolescent health or adolescent medicine should not be a specialism. Medicine is already too much broken up into chimneys that don’t talk to each other. 

In terms of a model; for developing adolescent health in this country, we’ve tried to think about the various tiers of the health services and try and how we can get adolescent health into them. The broadest tier of course, is this one at the bottom, primary care,  general practice, school health services, community health services and the charitable section, Adolescent specialists are never going to see the great majority of adolescents, adolescents are seen by general practitioners, by school nurses, by all sorts of other people who are not adolescent specialists. So we need to get adolescent medicine into the pre-existing structures rather than developing the new ones. Secondary care are the hospitals, we need to get them in there. And tertiary care. I feel the best way to do that is to develop regional centres of excellence in adolescent health. In secondary care each district general hospital needs to have a dedicated or named consultant/doctor with an emphasis or responsibility for adolescents and the same within the nursing sphere, and they need to be supported and have links with a regional centre. One of the messages that I have about building services is about research and scientific credibility, which is something we have to develop if we are going to put adolescent health on the map. It’s about action at all levels, not just primary care, not just secondary care, but very much at tertiary and government and national level. I think I might leave it there. Thanks. 
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