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Adler et al concluded that screening for and vaccination against hepatitis B virus among male homosexuals were worth while and cost effective.' The
diminished response to the vaccine of homosexuals
positive for HIV has, however, complicated the issue)
We conducted a postal survey to find out about the use
of hepatitis B vaccines and the management of hepatitis
B virus infection in genitourinary medicine clinics in
the United Kingdom.

Patients, methods, and results
In January 1988 we posted a questionnaire to the 129
consultants in charge of all the genitourinary medicine
clinics in the United Kingdom as listed in the revised
list of sexually transmitted diseases clinics issued by
the Department of Health and Social Security in
August 1985. The 19 questions were designed to
determine whether all homosexual and bisexual men
attending the clinics were routinely screened for hepatitis B surface antigen; whether, if they were positive
for the antigen, they routinely underwent liver function tests; and whether those with abnormal liver
function were referred to a doctor with a specialist
interest in hepatitis B. Other questions were aimed to
assess policy on vaccination of homosexual and bisexual men without markers of hepatitis B virus
infection and views on the impact of HIV infection,
safer sex, and the recombinant hepatitis B vaccine. The
format of the questionnaire was such that we were not
aware of exactly where the respondent worked.
The responses were coded according to yes, no,
don't know, and no response; analysed with the
statistical package for the social sciences X program;
and subdivided according to whether they came from
London or the rest of the United Kingdom. Altogether
121 (94%) clinics replied within eight weeks; 18 of the
19 London clinics and 103 of the 110 clinics in the rest
of United Kingdom responded.
Ninety eight (81%) of the clinics screened for
hepatitis B surface antigen, but, surprisingly, only 13
of the 18 London clinics did so. Sixteen of the London
clinics (89%) compared with 70 of the clinics in the rest
of United Kingdom (69%) requested liver function
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tests for subjects positive for hepatitis B surface
antigen and referred patients with abnormal liver
function, whether or not they were positive for HIV.
Vaccination of subjects negative for hepatitis B surface
antigen was advised in only 76 of 119 clinics. Eight of
the 10 Scottish clinics but only 10 of 17 London clinics
routinely advised vaccination.
Only 36 of all the clinics in the United Kingdom
offered vaccination, including seven of the 10 Scottish
clinics. A higher proportion (13/16) of London clinics
performed tests for immunity, measuring antibodies to
hepatitis B surface and core antigens before vaccination (51/88). Over half (63/120) of all clinics had no
preference for the type of hepatitis B vaccine, but
among those with a preference the recombinant vaccine
was the most popular (41/57). Forty five clinics did not
offer vaccination because it was not available locally.
Sixty three of the 75 clinics that did not offer vaccination
advised their patients to seek vaccination from their

general practitioners.
Sixty three clinics thought that homosexuals positive
for HIV should not be vaccinated against hepatitis B.
One hundred and seven thought that vaccination of
susceptible homosexuals was necessary despite the
onset of the AIDS epidemic, and most (93) considered
it necessary even if the patient was practising safer sex.
In areas where hepatits B virus and HIV are less
prevalent, however, contrary views were often held.
Comment
There is a striking discrepancy between current
recommendations on vaccination against hepatitis B
virus3 and actual clinical practice, with noticeable
differences between London and the rest of the United
Kingdom. A more vigorous programme of screening
and vaccination in the genitourinary medicine clinics
would reduce acute and chronic hepatitis B virus
infection in susceptible homosexual and bisexual
men.3
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(about 60%) with C4b binding protein. The concentrations of this protein were twice the reference values but
became normal after the leg was amputated and the
clinical condition stabilised (day 142). This may have
been due to the reactant behaviour of this protein in the
acute phase.' The concentrations of free (active)
protein S calculated from total protein S and C4b
binding protein with a dissociation constant of
0 7x 10- molUl for the protein S/C4b binding protein
complex' agreed with those measured. This confirmed
protein S deficiency as we found moderately decreased
concentrations of protein S and a shift from its free
form to the complexed form with C4b binding protein.
As protein S is necessary for the anticoagulant
activity of protein C, a decrease in the functional
concentration of protein S may have the same consequences as a defect of protein C. Possibly in our patient
the functional protein S deficiency was important in

