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Towards a separate adolescent medicine

Do one billion teenagers worldwide deserve their own specialty?

The first attempt to organise the clinical care of adolescents
occurred in Britain with the establishment of the Medical
Officers of Schools Association in 1884.1 While Britain took
the initiative, others carried the idea further. How much
further is evident from from this year's presidential address to
the Society for Adolescent Medicine in Washington. "The
scope of adolescent issues has been sketched out," said Dr
Karen Hein. "Our discipline is now defined and is board
certifiable. Our training programmes and continuing educa-
tion courses are replete with the fundamentals of our
specialty. Now it's time to put more of our efforts into
speaking out for the youth we serve."2

Several arguments exist for a separate specialty for adoles-
cents. Although paediatric mortality has fallen substantially
and life expectancy increased among the geriatric population
in North America, mortality among teenagers has remained
virtually unchanged for 30 years. Motor vehicle accidents
(usually alcohol related) are the main cause of death among
adolescents, with more deaths per driver aged 18 than for any
other age.3 Suicide causes the second highest number of
deaths, and the rate among teenagers and young adults has
increased fourfold since 1960.4 In England and Wales the rate
of suicide among males aged 14 to 24 increased by 78%
between 1980 and 1990.5
The number of teenage pregnancies increases: among

western industrialised nations Britain is second to the United
States in teenage pregnancy rates.6 In all of these countries we
are witnessing an epidemic of sexually transmitted disease,
including AIDS. About one in five North American patients
with AIDS is aged 20 to 30. If the latent period between
infection and clinical disease averages seven to 10 years then
many people must have been infected during their teens.7 In
1988 AIDS was the sixth leading cause of death among .15 to
24 year olds in the United States.6

Experimentation with drugs such as marijuana, amphet-
amines, hallucinogens, and cocaine (chiefly as "crack")
continues to be part of the rites of passage through adoles-
cence for a substantial number of teenagers and a way of life
for an appreciable minority. This use of drugs contributes
substantially to fatal car accidents and suicide. The loss of
inhibition and judgment that drugs induce increases sexual
risk taking and furthers the spread of sexually transmitted
diseases and AIDS.
When considering the scope of adolescent medicine it

should not be forgotten that about three quarters of the
world's billion teenagers live in developing countries.9
Because of poverty and the hopelessness that it engenders
about 100 million teenagers are living on the streets in these
countries,'" and they are at much greater risk of AIDS and
violent death.

Chronic illnesses also affect increasing numbers of teen-
agers as medical science deals more effectively with illness
that used to kill in utero, at birth, in infancy, and in
childhood. Not only do conditions such as cystic fibrosis,
haemophilia, or chronic renal disease present complex chal-
lenges to schooling and career development, but these
teenagers must also deal with the burden chronic illness adds
to the normal adolescent struggle for self esteem.
Work from North America has shown that the develop-

ment of a specialty of adolescent medicine has augmented
primary care efforts in this age group. Examples include the
development of programmes to care for runaway youths,
teenage prostitutes, and substance misusers." Although these
patients demand more commitment than most devoted
general practitioners can give, primary care doctors working
alongside adolescent specialists have contributed substan-
tially to their care. Adolescent clinics held in schools and
settings where homeless teenagers congregate are evolving in
many North American cities. These efforts are meeting many
teenagers' preference for treatment away from their usual
family or community clinic.
A paper recently published by the BMJ showed how

effectively general practitioners can perform in adolescent
health care. Two encouraging outcomes emerged from a
study of adolescent smokers by Townsend and colleagues.'2
These were that the participation rate among teenagers who
were canvassed was 73%-higher than the group's experience
with adults-and 60% of those who smoked regularly were
willing to enter into a smoking cessation agreement with a
doctor or nurse. Interestingly, many of the teenagers who had
agreed to participate in the study had lost contact with the
practice and both they and their doctors appreciated the
reacquaintance.

Infants and children have their paediatric advocates,
elderly patients have their geriatricians. Both of these groups
of specialists have advanced primary care medicine with
insights that have now become part of standard care.
Similarly, adolescent specialists need continually to bring
their clinical experience and research findings back to primary
care doctors. Primary care doctors in Britain are clearly aware
of adolescent health problems already. The North American
experience strongly suggests that a specialty of adolescent
medicine in Britain would help to further their efforts.
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Delayed puberty

Many good arguments to treat

Constitutional delay of puberty and growth occurs in other-
wise normal adolescents with no underlying illness who have
relatively short stature associated with delayed puberty,
delayed epiphyseal maturation, and a height prognosis
appropriate for their parental centiles.' Because it is a variant
many doctors have been reluctant to treat it.
The diagnosis ofconstitutional delay ofgrowth and puberty

should be made on anthropometric grounds as biochemical
assessment is often misleading in delayed puberty2 and such
patients require practical help rather than intensive investiga-
tions. When the diagnosis is in doubt, especially in the
presence of extreme short stature and rapidly decelerating
growth, the opinion of a paediatric endocrinologist should be
sought.

Spinal growth is relatively delayed compared with leg
length during the pubertal growth spurt, and normal boys
experience a stage of development with relatively long legs
before attaining normal adult proportions.3 Whether children
with untreated constitutional delay of growth and puberty
attain their optimal height has recently been disputed.45
Interestingly, adults who did not receive treatment for
constitutional delay of growth and puberty had relatively
short spinal length compared with leg length.45 Indeed at
presentation of constitutional delay this sign of segmental
disproportion is so reliable that its absence points to an
alternative diagnosis.

Psychological problems are common in children with
delayed puberty and short statue, especially in boys.6 So far
these problems have been the only indication for therapeutic
intervention. In clinical practice boys more commonly
present with constitutional delay of growth and puberty than
girls for social reasons and possibly because of the sensitivity
of the gonadotroph to endogenous gonadotrophin releasing
hormones.7 Their symptoms may be particularly distressing;
deviant behaviour and severe psychological problems may
result. These may interfere with education at a time when
academic achievement is of lifelong importance, and the
deviant behaviour may be so severe that it causes problems
with the law (such as shoplifting and vandalism) or even
results in suicide.

Intervention with sex steroids"9 or anabolic steroids''" is an
effective and safe treatment which brings forward the timing
of the growth spurt without decreasing the height potential.
Much lower doses of these therapeutic agents should be used
than were commonly used in the 1950s and 1960s.91 High
dose regimens may be counterproductive by inducing psycho-
logical disturbance and also causing rapid epiphyseal
maturation and reduced final height.

Recent data, using bone densitometry, have now suggested
the risk of osteoporosis as another important reason for
treating substantially delayed puberty. Studies in men whose
constitutional delay of growth and puberty was untreated
showed significantly reduced mineral density of the spine'2-
putting them at greater risk of fractures at later life. Peak
spinal bone density is achieved at a relatively young chrono-
logical age- 15 years in girls and 17 years in boys.'3 Androgen
treatment does not normalise spinal bone density in men with
hypogonadotrophic hypogonadism,'4 which emphasises the
importance of the timing of the secretion of sex steroids in the
normal pubertal age range. 14

Should constitutional delay of growth and puberty be
regarded as a disorder rather than a normal variant? The
prevention of osteoporosis and the attainment of appropriate
skeletal proportions may be added to psychological disturb-
ance as indications for the treatment of constitutional delay of
growth and puberty. Perhaps the time has come to alter our
attitudes towards treatment.
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