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What does Paediatric and 

Adolescent Gynaecologycover?

·Depends on your countryõs health system

UK:  Primary care      Secondary Care     Tertiary Care

USA: Direct Access to Secondary Care      Tertiary Care

European countries: varies

Sweden: ?? Same as UK



Organization for Economic Co-operation and 

Development (OECD)      December 2013

·Sweden is best in the world for health outcomes

·HOWEVER: òBiggest challenge is the issue of 

coordinating care between hospitals, primary care and 

local authorities



What constitutes PAG Care?

·Neonates and infants

·Children

·Adolescents

·Transition to adult services and continued care



UK System

·Neonates and infants

Paediatric endocrinology

Paediatric urology

Paediatric surgeons

Geneticists

Correction of disorders of sexual development in specialist 
centres.

Really no input from gynaecologists



UK system

·Children

Paediatric Endocrinology, Surgery and Urology

Disorders of growth and development inc puberty in 

childrenõs specialist hospitals



UK System

·Adolescents

·Primary care

·Paediatric endocrinology

·Gynaecologyðcomplex holistic care



Problem

·Care is now fragmented

·Multiple specialties usually in different institutions

·Consultants not specialists

·Access to specialist nurses, specialist psychology

etc becomes very difficult

·Funding issues



UK System

·Transition to adult services

·Usually very poor - non-specialist doctors whether 

surgeons, urologists, endocrinologists or gynaecologists.

·Major lack of holistic approach to care when needed.



UK Primary Care

·Menstrual disorders

·PCOS

·Contraception

·( No cervical smears before age 25)

Only refer when unable to cope



UK Gynaecology

·Nearly all patients seen in general gynaecology out-patient 

clinics ie with adults. May be seen by a junior doctor.

·Menstrual disorders and Amenorrhoea

·PCOS

·Genital injuries

·Pelvic pain and endometriosis

·Congenital anomalies

·Unwanted pregnancy



UK Special Clinics

·Adolescent Gynaecologyclinics

·Sexual health

·Child/Adolescent Sexual Abuse

·Female Genital Mutilation ðnew issue!!

·Family Planning Clinics

·Abortion Services

·Premature Menopause



USA

·Same system as UK for neonates, infants and children

·Adolescent system relies entirely on gynaecologists

·Referral rate to specialist care very low ðso care very 

poor

·Distance is a major issue



What services should be in 

specialist centres?

·Specialist GynaecologistsðPAG trained

·Endocrinologist with interest in disorders of puberty, CAH, 
induction of puberty AND able to continue care into adulthood

·Psychologists ðspecially trained 

·Clinical nurse specialists

·Specialist radiologists

·Geneticist if needed

·Access to reconstructive surgeons/urologists



Do all patients need to be 

referred?

·Absolutely not.

·Referral pathways for those conditions best cared for in the 
centre . 

·National centre to optimize care

·Locally recognised gynaecologists to be part of a network to 
be involved in long term care

·National organisation to establish standards of care and 
monitor outcomes

·This approach delivers the best care for patients. 



How does this translate in 

practice?



Centre for Disorders of  Sexual Development 

and Adolescent Gynaecology

·National Centre at QCCH since 1999.

·Excludes surgical problems in children under age 12.

·Focus on holistic, multidisciplinary care.



Spectrum of  problems 

3 main groups

SDisorders of sexual development

MRKH syndrome

Outflow tract obstruction

Uterine anomalies

46XY DSD

Turnerôs syndrome

CAH in adolescents

Children with vulval abnormalities



SAdolescent gynaecology

Disorders of puberty

Menstrual abnormalities

Complex Contraception



·Endocrine problems

Primary amenorrhoea

Secondary amenorrhoea

PCO

Hirsutism



Multidisciplinary team

SPsychologist

SSpecialist imaging expertise

SSelf help group for MRKH

SEndocrinologist

SGynaecologists



Congenital Malformations of the 

Genital Tract

·Classification

Numerous different attempts ðall variations on the same 

themes

ESHRE/ESGE classification 2013







·Could be useful if everyone used it and reported all 

findings to a central resource within ESHRE but so far 

not found widespread uptake.

·Any research study would benefit as all researchers 

would use the same classification.



MRKH

·Second commonest cause of  primary amenorrhoea after 

Turnerΐs syndrome.

·Differential diagnosis

XY DSD  - Androgen insensitivity

absence of  pubic/axillary hair





INCIDENCE

·1 in 5000 female births

based on Finnish study   

(Aittomaki et al 2001)

·No reliable data for other populations



DIAGNOSIS

·Clinical

·Imaging ðUltrasound

MRI

·Laparoscopy is un-necessary in the majority of  cases



ASSOCIATED CONGENITAL 

ABNORMALITIES

· Renal agenesis   30%

Horseshoe kidney   5-10%

Pelvic kidney   1%

Duplication of ureters

· SKELETAL ANOMALIES          12%

Spine     60%

Limb

Rib

· URINARY TRACT ANOMALIES         40%

· HEARING IMPAIRMENT        up to 10%



Classification

·Typical ðsole anomaly (64%)

·Atypical ðtypical +  renal/skeletal/hearing or 

other  anomalies                                                 
(24%)

·MURCS ðMüllerianaplasia, renal aplasia and 

cervicothoracic somite dysplasia  (12%)
Oppeltet al 2006



PSYCHOLOGICAL FACTORS

·SHOCK

·DEPRESSION

·DOUBTS OF GENDER

· INFERTILITY

·SEXUALITY

·WORTHLESSNESS

·CULTURAL DIFFICULTIES



PARENTAL PROBLEMS

·DEPRESSION

·FEAR

· IGNORANCE

·ACCEPTANCE OF INFERTILITY

·PATERNAL SUPPORT


