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Recent trends in sexually
transmitted infections in Britain
Kevin Fenton

�
Sexually transmitted infections (STIs) cause
considerable reproductive morbidity and poor
health outcomes, including pelvic inflammatory

disease (PID), infertility, ectopic pregnancy, cervical
cancer, neonatal disorders and death. They are often
associated with significant social stigma and are a source of
psychological stress, with adverse impacts on individuals
and their relationships. Early diagnosis and treatment of
STIs, as well as targeted prevention efforts, can significantly
reduce the likelihood of these complications occurring.

Between 1991 and 2001, new episodes seen at GUM
clinics in England, Wales & Northern Ireland rose from
669,291 to 1,332,910. Clinic workload increased by
155 %; diagnoses increased by 61 %; uncomplicated
gonorrhoea increased by 35 %; genital chlamydial
infection increased by 122 % and infectious syphilis
(primary, secondary and early latent) increased by 207 %.
Between 2000 and 2001, new episodes seen in these clinics
rose from 1,195,641 to 1,332,910. Genital chlamydial
infection (uncomplicated) rose by 9 % in males and 10 %
in females; uncomplicated gonorrhoea increased by 8 % in
males and 6 % in females; infectious syphilis increased by
143 % in males and 36 % in females; genital herpes
simplex infection increased by 5 % in males and 6 % in
females and genital warts increased by 2 % in males and
3 % in females.

The burden of STIs continues to fall unequally in the
population: young heterosexuals, men who have sex with
men (MSM) and minority ethnic groups are at increased
risk. 42 % of females with gonorrhoea and 36 % of females
with genital chlamydial infection are under 20 years old. 
In 2001 22 % of diagnoses of gonorrhoea were in MSM,
53 % of which were in London. As Cathy Ison and Iona
Martin discuss in more detail on pp. 56–57, the rapid
increase in bacterial STIs probably reflects a general deteri-
oration in sexual health amongst young people and MSM,
although increased testing for genital chlamydial infec-
tion and improved test sensitivity have also contributed.

Recent trends in HIV are also of concern as Philip
Mortimer and Barry Evans describe on pp. 63–65. The
current best estimate of the total number of adults living
with HIV, undiagnosed or diagnosed, in the UK at the end
of 2001 is 41,200. Approximately 15,100 MSM were
living with diagnosed HIV at the end of 2001 and an
estimated 4,200 remained undiagnosed. Of HIV infected
MSM, 57 % live in London. MSM remain the group at
greatest risk of acquiring infection in this country. While
numbers of prevalent diagnosed HIV infections increase,
the proportion of individuals infected through sex
between men has fallen from 52 % in 2000 to 50 % in
2001. In contrast the proportion of individuals infected
through heterosexual sex has risen, from 31 % in 2000 to
36 % in 2001.

Population patterns of sexual behaviour are major
determinants of STI and HIV transmission. The most
recent data on sexual behaviour in Britain are derived from

the MRC-funded second National Survey of Sexual
Attitudes and Lifestyles (Natsal 2000). This study
confirmed that there have been many changes in both
social norms, reflected in more tolerance towards sexual
diversity, and in sexual behaviour in the UK in the past
decade. These include numbers of heterosexual partners,
age at first sexual intercourse, homosexual partnership,
concurrent partnership, heterosexual anal sex and pay-
ment for sex. For both men and women the numbers of
lifetime heterosexual partners have increased substantially
since 1990, and these increases have been highest in young
people. Natsal 2000 found that while reported condom
use has increased in the UK, the increase in numbers of
sexual partners may have discounted some of the public
health advantages of this increase. Age at first intercourse
has declined from 21 for women and 17 for men in 1990 to
16 for men and women born in the early to mid 1980s.
Young people do not always have the negotiation skills to
ensure the use of condoms consistently and effectively, and
yet are a group with both higher rates of partner change
and more concurrent partners.

Apart from patterns of high-risk sexual behaviour, other
factors may influence STI transmission, including: high
levels of asymptomatic infection; ineffective partner
notification measures; and poor access to GUM clinic
services. Consequently, the development of prevention
measures should always consider not only the behavioural
context, but the provision and utilization of sexual health
services as well.

The surveillance and research data confirm that STIs are
becoming more common and that changes in the patterns
and distribution of high-risk sexual behaviour are
contributing to these increases. Increasing STI diagnoses
reflect increasing GUM clinic throughput as well as rising
disease prevalence in the community. As many clinics are
now operating at maximum capacity, the effectiveness of
their prevention measures, such as partner notification 
and behavioural counselling, are at risk as they fail to cope
with demand. The National Strategy for Sexual Health &
HIV Action Plan set a national standard for England for
the offering and acceptance of HIV testing in GUM clinic
attendees, and the reduction of new acquisitions of HIV
and gonorrhoea. By increasing the profile of sexual health,
adopting a multi-disciplinary approach to tackling
inequalities, and committing additional investment it is
hoped that true gains will be made in improving Britain’s
sexual health.
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