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Surveillance report: disease trends at New
Zealand sexually transmitted disease clinics
1977-1993

P Heather Lyttle

Abstract
Aim-To document trends in sexually
transmitted diseases (STDs) recorded
by New Zealand STD Clinics from
1977-1993.
Methods-Clinic disease figures have
been recorded since clinics commenced
in the 1920s and were recorded in a com-
prehensive format from the 1970s. The
New Zealand Venereological Society has
collated these data since 1986.
Results-The most common STDs in
New Zealand clinics are genital warts,
non-specific genital infections, chlamy-
dia and genital herpes. Genital Wart
infection has been the commonest STD
diagnosed in clinics since 1988 and
occurred in 17-9%o ofnew patients in 1993.
Non Specific Genital Infections were the
commonest diagnosis from 1977 to 1988
affecting 17.5% of new patients in 1993.
Chlamydia has shown a fall since the mid
1980s diagnosed in 5.4% of new patients
in 1993 compared with 14.6% in 1986.
Gonorrhoea incidence has fallen steadily
since 1975 affecting only 1-1% new
patients in 1993. Genital Herpes numbers
tripled from 1977 to 1993 and 54% are pri-
mary cases. HIV Disease has increased
clinic workload greatly with screening
and counselling conducted in 25% ofnew
patients in 1993. HIV disease was diag-
nosed or managed in 0.2% new clinic
patients (49 cases). Syphilis has remained
at a low incidence in New Zealand diag-
nosed in 0-3% new patients in 1993.
Conclusion-Attendance for the viral dis-
eases, HIV disease, genital warts and
genital herpes is increasing while for the
bacterial diseases, gonorrhoea and
chlamydia is decreasing. The rise in dis-
ease numbers since 1990 may be due to
meeting service needs rather than a true
rise in disease incidence. STD surveil-
lance in New Zealand is improving with
new reporting systems being developed.
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Introduction
New Zealand venereal disease (VD) clinics
began recording syphilis and gonorrhoea cases
from 1920 and non-specific urethritis (NSU)
cases from 1968. Clinic new disease diagnosis
numbers have been obtained since the early
1970s in a standardised format based on cate-
gories used in the United Kingdom SH 60

and KC60 forms. Gonococcal neonatal oph-
thalmia, congenital syphilis, AIDS and hepati-
tis B are notifiable diseases in New Zealand.
However, generally efforts have been made to
follow the British model to avoid notification
of sexually transmitted diseases. The New
Zealand Venereal Disease Regulations (1982)
confer power to Medical Officers of Health
and their delegates to initiate contact tracing
for five diseases; syphilis, gonorrhoea, chan-
croid, lymphogranuloma venereum and granu-
loma inguinale, but do not make these
diseases notifiable. Private laboratory isolates
of gonorrhoea and syphilis serology were col-
lected from 1976 to 1984 but subsequently
discontinued leaving the STD clinic figures as
the only national continuous record of STD
trends to 1993.
A National Service Development Grant for

STD Services was announced in late 1989.
From 1990 this led to the upgrading of existing
services, additional staffing and equipment
and development of additional clinics from 14
in 1989 to 24 clinics by 1993. Only three
main centres, Auckland, Wellington and
Christchurch, have full-time clinics, while the
remainder are open part-time with total doc-
tors hours ranging from 55 to 4 hours per
week. The clinics are free to the public, usu-
ally based in hospital outpatients or other hos-
pital buildings, with similar clinical screening
practices and protocols. Clinic attenders are
from a broad cross-section of society, includ-
ing all socio-economic groups, ethnicity, sex-
ual orientation and sexual practices.

Methods
During the 1980s the statistical forms were
expanded to a unique New Zealand version in
order to monitor the increased function and
variety of conditions seen at STD clinics, for
example abnormal cytology, colposcopy, HIV
screening, HIV management, hepatitis B, sex-
ual abuse examinations, dermatological geni-
tal conditions. The figures give a mixture of
prevalence data in asymptomatic patients,
such as females screened for cervical or vagi-
nal infections, and incidence data of sympto-
matic conditions, such as genital herpes.
Details on age, ethnicity and sexual orienta-
tion or practices were not collected nationally
although some individual clinics have col-
lected these data.
A single patient can have several diagnoses

recorded either on their first or subsequent
visit to a clinic. A patient is classified as a new
patient at the first visit to a clinic or if he or
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Figure 1 New patients and attendances at New Zealand STD clinics.

she re-attend after a period of three months or
more has elapsed since a previous visit. The
forms are split into male, female and totals in
each category. New patients usually have
hepatitis B and syphilis serology taken rou-
tinely and human immunodeficiency virus
(HIV) testing on request. New females have
routine cervical and vaginal swabs and cervi-
cal cytology smears, while males have
endourethral swabs routinely. Other tests are
taken according to symptoms. Most, but not
all, new patients have screening and some
may have examinations, HIV testing, coun-
selling or pregnancy tests without routine
tests. Thus rates of disease from a denominator
of new patient numbers must under estimate
true incidence diluted by the unknown num-
ber who had no screening.
The statistics were forwarded annually to

the Department of Health in Wellington.
From 1977 to 1986 data on ten sexually
transmitted diseases, syphilis, gonorrhoea,

NSU, trichomiasis, scabies, genital warts,
candidiasis, genital herpes, pubic lice and
molloscum contagiosum were compiled in a
table in the "Public Health" the annual report
to parliament.' This publication ceased in
1986 and in 1987 representatives of the New
Zealand Department of Health asked the
NZVS to take over the role of collecting and
compiling the clinic data and handed over the
1986 data. Since then clinics annual sum-
maries have been submitted to the author
enabling additional information on new
patient and attendance numbers and other
conditions to be recorded. In 1991 the NZ
Communicable Disease Centre (NZCDC)
produced a monthly summary of ten diseases
abstracted from the NZVS statistics forms.2

In 1992 the NZVS established its own sur-
veillance unit to computerise regional and
national disease and workload figures. It was
evident by 1992 that there was a need to give
clear definitions of disease categories, as con-
fusion was evident in some clinic returns
which led to variability and limited the use of
these data. In 1994 this surveillance unit is, in
conjunction with NZCDC, developing a sim-
plified surveillance form with full definitions,
and additional epidemiological data on age
and ethnicity for new patients, gonorrhoea,
chlamydia and syphilis will be collected.

Results
From 1985 to 1988 total clinic hours nation-
ally increased from 133 to 175 hours weekly
(30% increase) and the numbers of new
patients and attendances both increased by
14%. From 1988 to 1993, owing to the ser-
vice development funding, doctors clinic
hours increased to 547 hours (212%
increase), attendances by 132% and new
patient numbers by 118% (fig 1) (table). In
1993 there were 67 321 attendances and
28 672 new patients, 49.8% male and 50.2%
female. 1993 is the first year in which new
female patients have exceeded male patients;
in comparison in 1986 the ratio had been
65% male and 35% female. The majority of
patients are self-referred although in 1993
6-4% were referred by a doctor (1838) and an
additional 1-7% (504) from contact tracing.
Although the ages of attenders are not
recorded nationally, within-clinic surveys
indicate the majority (90%) of attenders are in
the 15-39 year age group (fig 2). The number
of new patients in 1993 represents 2- 1% of
New Zealanders in the 15-39 age group

Cases, new patients and atendances at New Zealand STD clinics 1985-1993
1985 1986 1987 1988 1989 1990* 1991 1992 1993

Number ofnew patients
Male N/A 8013 8303 7565 7316 8802 10 303 12 610 14 286
Female N/A 4328 5267 5564 5334 7233 8595 11 804 14 386
Total 11 454 12 341 13 570 13 129 12 650 16 035 18 898 24 414 28 672

Total of attendances
Male N/A 16 179 16 981 15 258 15 436 18 897 23 060 29 709 31 424
Female N/A 10 275 12 290 13 693 14 386 19 008 24 346 32 109 35 897
Total 25 483 26 454 29 271 28 951 29 822 37 905 47 406 61 818 67 321

Clinic numbers 12 12 13 13 14 18 23 23 24
Doctors hours at clinics
(when surveyed) 133 - - 175 - - 348 502 547

*Service Development Funding began. N/A = not available.
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Figure 2 Christchurch Sexual Health Centre Number ofNew Patients by age groups-
1993.

(1991 census). Rates of disease in new atten-
ders can only be given from 1986 as this was
the first year that new patient numbers were
available nationally.

Gonorrhoea
Gonorrhoea has fallen in New Zealand clinics
from a peak of 4267 cases (gathered from
seven clinics) in 1975 to 238 cases in 1993
(from 24 clinics) (fig 3). Unfortunately a
clinic rate cannot be given for 1975 as the
denominator of new patient numbers is not
available but Platts gave a national rate of
225/100 000 total population in 1976,3 at a
time when private and public laboratory fig-
ures were available and noted that clinics saw
45% of all gonorrhoea diagnoses. Two regions
where public and private laboratory figures
were available in 1992, Hawkes Bay and
Canterbury, gave an incidence of 42 and 32
cases gonorrhoea/100 000 respectively. By
contrast the 1992 national rate for Australia,
where gonorrhoea is notifiable, was
17-4/100 000.4 In 1986 11% (1276 cases) of
new patients at clinics were treated for gonor-
rhoea but this fell to only 1.1% treated (328
cases) in 1993.
Male rectal and pharyngeal gonorrhoea

infections occurred in 2% of all cases in 1988
(7 cases) and 2-7% in 1993 (4 cases), and in
females 6% in 1988 (4 cases) and 5.2% in
1993 (5 cases). Often these sites are screened
only if the patient is symptomatic after anal or
oral sex, or a known contact, which may not
pick up disease in asymptomatic patients. In
1993 5.5% of gonorrhoea cases had complica-
tions comprising pelvic inflammatory disease

Figure 3 Total clinic
male andfemale cases of
gonorrhoea NZ STD
clinics.
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(15 cases), epididymitis/prostatitis (2 cases),
Fitz-Hugh Curtis syndrome (15 cases) and
disseminated gonococcal infection (1 case).

Gonorrhoea in New Zealand has generally
remained sensitive to penicillin. In 1993 clinics
recorded only seven cases of penicillinase pro-
ducing Neiserria gonorrhoeae (PPNG), ie, 3%
of all cases. In 1991 there was a small out-
break of PPNG in Auckland "street kids"
which has led to a change in routine treat-
ments in Auckland, from amoxycillin to
ciprofloxacin. PPNG cases reported to the
NZCDC have risen steadily from five cases in
1976 to 26 cases in 1993 despite the fall in
gonorrhoea prevalence; however, it is difficult
to evaluate the significance of this as the num-
ber of total laboratory gonorrhoea isolates is
not known nor the number of tests taken.
These cases are usually imported by patients
having contact in the higher PPNG preva-
lence populations of Australia and South East
Asia and very little has been "home-grown"
owing to vigilant contact tracing. Of the total
PPNG cases reported to NZCDC, STD clinics
diagnosed 27% in 1993.

Syphilis
The syphilis numbers in New Zealand have
remained low. A national rate was put at
3/100 000 in 19773 and according to public
and private figures published in 19845 at
5/100 000. Australian 1992 data reported a
rate of 15.4/100 0004 of syphilis. Clinic
syphilis cases were published in five year
groupings from 1920 and in separate years
after 1965. Figures fluctuated between 50 and
150 new cases annually peaking in 1989 and
1990 with 164 and 142 cases respectively. In
1993 82 cases were reported (0-3% of new
patients) compared with 112 cases (1%) in
1986.

Since the detailed data sheets have been
available infectious (first two years of disease)
have been differentiated from non-infectious.
There has been a steady fall in infectious cases
from 47 in 1986 (42% of total cases) to 17 in
1993 (21% of total cases) (fig 4). Over the
period 1985-1990 the clinics recorded 10
cases of congenital syphilis (under two years)
but as it is usually only by chance that STD
clinics see these cases it is possible there could
be more. From 1991-1993 there were no

Female
M/F ratio = 1.2/1
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Figure 4 Total number ofsyphilis cases-infectious and non-infectious at New Zealand
STD clinics-1986 onwards.

cases of congenital syphilis under 2 years and
only one over 2 years.

Non specific genital infections/chlamydia (fig 5)
Non-specific urethritis was recorded from
1974, cervicitis from 1982 and chlamydial
infections from 1986. Non-specific genital
infection (NSGI) became the commonest
diagnosis in New Zealand clinics in 1977 sur-

passing gonorrhoea but from 1988 it was in
turn overtaken by genital warts. If all NSGI
treatments and chlamydia cases are included
17.5% ofnew patients (5032) were treated for
NSGI in 1993 compared with 35.3% (3983)
in 1986. In 1988 when all clinics had chlamy-
dia testing there were 736 cases of chlamydia
diagnosed. Chlamydia figures rose to 1697 in
1991 but fell to 1570 cases in 1993 (39% of
NSGI) despite the increased numbers
screened.

4000-

Service
development

1. *1984 figures not available
2. Chlamydia recorded from 1986 only
3. Female Cervicitis only recorded from 1982

Figure 5 Non-specfic genital infection atNZSTD clinics since 1974 (includes
chlamydia and epidemiological treatments).

In 1993 there were 265 cases of pelvic
inflammatory disease (PID) due to non-spe-
cific genital infections, 104 epididymitis/pro-
statitis. Chlamydia complications included
epididymitis/prostatitis (16 cases) PID (66
cases) Fitz-Hugh Curtis syndrome (6 male
and 6 female cases), and adult opthalmia (4
cases). Overall complications occurred in
6.2% chlamydia and 15-2% NSGI cases.

In areas where private and public labora-
tory figures are available chlamydia figures
have fallen since the late 1 980s. In the
Hawkes Bay region chlamydia rates fell from
552/100 000 in 1989 to 360/100 000 in 1992
and similarly in Canterbury from
777/100 000 in 1987 to 256/100 000 in 1992.
A comparative 1992 national rate in Australia
was 56 6/100 000.4

Genital wartslabnormal cytology
Visible condylomata have been recorded in
STD clinics since 1977 (577 cases) and
became the most common diagnosis after
1989. It was diagnosed in 14-8% new patients
in 1986 (1676 cases) and 17-9% in 1993
(5158 cases) (fig 6). The incidence of warts in
new female patients has remained steady at
16.3% in 1986 (706 cases) and 16% in 1993
(2311 cases) but increased in males from
12.1% in 1986 (970 cases) to 19-9% in 1993
(2847 cases). In 1993 76% were a first pre-
sentation to an STD Clinic, and 24% were
recurrences who returned more than three
months after the last visit. Abnormal cytology
defined as dysplasia or cervical intraepithelial
neoplasia was diagnosed in 3.9% of new
female patients (568) in 1993, and 4.9%
(719) had colposcopy either performed in
clinics (546) or referred elsewhere (173).

Genital herpes
Genital herpes swabs are usually taken only in
symptomatic patients who have suspicious
clinical lesions. Since 1977 when herpes
recording began there has been a 410%
increase in absolute numbers from 400 to
2044 new cases in 1993. However, the rate of
diagnoses has not changed since 1986 when
7.5% of new patients had herpes (847 cases)
to 7-1% in 1993 (fig 6). New Zealand labora-
tories have also noted an increase in herpes
isolations to the point that it is now the most
common virus isolated.67 Since 1990 diag-
noses have been split into primary and sec-
ondary herpes. In 1993 54% (1106 cases)
were primary cases, and 46% (938 cases)
were recurrences.

Hepatitis B
There has been increasing awareness that
hepatitis B in young people is commonly
transmitted by sexual contact and intravenous
drug use.8-'0 In 1990 clinic records on the
prevalence of hepatitis B acute infection, car-
rier states, and past exposure. In 1993 overall
6-9% of new patients (1984 cases) had anti-
body to hepatitis B and 1% (290 cases) were
infectious with surface or e.antigen, while 435
"at risk" patients were vaccinated against
hepatitis B. There is regional variation of
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Total Genital Warts

Male Genital Warts

Female Genital Warts

Total Genital Herpes

Female Genital Herpes
Male Genital Herpes

77 79 81 83 85 87 89 91 93

Figure 6 Genital herpes and genital warts in NZ STD clinics.

hepatitis B antibody carriage reflecting the
background population incidence from a high
of 16X9% new patients in Whangarei and
16-6% in Whakatane, to 11-1% in Auckland
and 4.7% in Wellington. Christchurch, in the
South Island, has a low prevalence of hepatitis
B compared with other areas; however, the
incidence of hepatitis B surface antigen in new
clinic patients in 1991 was 1.5%, still 10 times
that of the Christchurch blood donor popula-
tion," as it had been in a similar study in
1982.12 This appears to reflect a difference in
mode of transmission in STD clinic attenders
from the general population. The influence of
ethnicity cannot be commented on as demo-
graphic data are not yet available. The current
campaign to immunise all New Zealand chil-
dren against hepatitis B will soon change
hepatitis B antibody prevalence in adults
which at present largely reflects naturally
acquired immunity.

Human immunodeficiency virus (HIV) disease
New Zealand has a cumulative notification
rate of AIDS similar to the United Kingdom
at 12 9/100 000.13 The risk behaviour of likely
modes of transmission of the total 429 AIDS
cases to the end of 1993 reported to the AIDS
Epidemiology Group, was 83.2% homosex-
ual/bisexual, 2. 1% homosexual/intravenous
drug user (IDU), IDU alone 2.3%, blood
product recipient 1-4%, transfusion related
0.5%, heterosexual 6.5%, perinatal 0.2% and
unknown (all male) 3-7%. In 1993 61 of 71
new AIDS cases had sexual transmission as

the category of risk behaviour, although full
details of where the disease was acquired (in

New Zealand or abroad) was not available.
An increase in heterosexual transmission in
HIV antibody positive cases was noted in
1993, with 24-5% (6 males, 16 females) of 90
cases categorised by risk behaviour as hetero-
sexual."3
STD clinics began HIV screening in the

mid-1980s although figures were not recorded
until 1990 (1325 screened). In 1993 7294
had HIV testing (25.4% of new patients). In
all STD clinics, HIV screening is on request
and accompanied by counselling, and STD
screening is encouraged. In Christchurch a
review of HIV screening 1988-1992, has
shown that 30% of those requesting HIV tests
have other STDs when screened.14 Seventy-
nine cases of positive HIV disease were diag-
nosed or managed in clinics in 1993. There
were 28 (22 male and 6 female) initial diag-
noses ofHIV disease diagnosed in STD clinics.
Of the national total of 90 new diagnoses of
HIV-Ab reported in 1993, 31% were first
diagnosed in STD clinics (19% in 1991, 21%
in 1992)."3

Vaginitis, balanitis, scabies and pubic lice
In 1993, candida was diagnosed in 58%, bac-
terial vaginosis in 38% and trichomonas in
4% of all clinic vaginitis cases. Trichomonas
vaginalis has fallen steadily from 374 cases in
1977 to 160 in 1993, ie, 1-1% of new female
patients. Bacterial vaginosis/balanitis figures
show an increase from 877 cases in 1987
when first recorded to 1657 cases in 1993,
affecting 11-5% of new female and 1.1% of
new male patients. Candida figures have tre-
bled since 1977 was diagnosed in 17.4% of
new female patients and 0 5% new male
patients in 1993. Pubic lice figures have fallen
from 2-9% new patients (327) in 1986 to
0 7% (217) in 1993, while scabies incidence
has risen from 0.6% new patients (67) in
1986 to 2% (584 cases) in 1993.

Other conditions
The expanded role as "sexual health" clinics
is shown in 1993 with 30-6% of new patients
(8775) screened for health checks without a
diagnosis made or treatment required, an
increase on 1986 when 2688 (23.8%) of new
patients were screened without a diagnosis.
The clinics also conducted STD in-depth
counselling in another 9.9% (2840) of new
patients, 8.3% (2396) of new patients had
dermatological conditions diagnosed, and
3.9% (1134) other medical conditions.
Contraceptive advice or pregnancy testing
also was given to 8% of new patients (2310)
and sexual assault examinations were con-
ducted in 1-2% (343 cases.)

Discussion
Some New Zealand STD clinics have devel-
oped a broader role and been renamed "sex-
ual health clinics" to emphasise this wider
service. These new activities include contra-
ceptive advice, sexual assault work, col-
poscopy, counselling, community education
and prevention initiatives such as hepatitis B
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vaccinations. The greatest disease trend
affecting clinics has been the seven fold
increase in attendance for genital warts in the
past 15 years. This had increased clinical
workload because of long treatment periods,
and follow-up for abnormal cervical cytology,
colposcopy and genital biopsies, and an addi-
tional time is required for education and
counselling of patients and partners. Although
the significance of the human papilloma virus
(HPV) as a causative agent or co-factor in cer-
vical and genital neoplasia is still debated, the
rise of clinical warts, dysplasia and cervical
cancer in young women in New Zealand in
the late 1980's is of concern.'5

Falling chlamydia numbers in recent years
are possibly due to increased screening by
general practitioners. In Christchurch num-
bers of chlamydia tests at private laboratories
have risen seven fold from 1984-1991. One
negative effect of this increased awareness of
chlamydia is that it can be the only cervical or
urethral swab taken, omitting a separate
gonococcal swab, to give falsely low gonococ-
cal numbers. The clinics complication rate for
chlamydia (6.2%) and non-specific genital
infections (15.2%) indicate the need to con-
tact these conditions just as assiduously as
gonorrhoea.

Similar to other western countries,16-'8 gon-
orrhoea has fallen steadily. The 52% decline
in 1976-1982 was considered to be due to
rapid case detection and treatment, sensitivity
of the organism to antibiotics and contact
tracing. However, the next seven years
1982-1989 showed a similar 52% decline and
it is difficult to comment whether public
awareness of HIV disease and safer-sex cam-
paigns had affected this decline. Clinic num-
bers of male pharyngeal and rectal gonorrhoea
are very low, but again sampling variability
could affect these figures. Overseas reports of
increasing rectal gonorrhoea in male patients'6
indicate this area requires continued surveil-
lance. PPNG has remained at low levels and
not warranted a change from penicillin ther-
apy except in Auckland, but the change
nationally from IM to oral penicillin in the
1980s may have changed minimum inhibitory
concentration levels.
New Zealanders are great travellers. In the

February 1993-January 1994 year 801 400
New Zealand residents left for short term trips
overseas (about 25% of the total population).
New Zealand tourism is also increasing with
1 169 000 visitors coming to New Zealand
during the same period.'9 These travellers can
import sexually transmitted diseases and we
must bear in mind that our near neighbours in
the South Pacific, Asia and Australia have a
much higher incidence of PPNG, syphilis and
heterosexual HIV incidence.20 21
Yaws has been endemic in some parts of

the Pacific and South East Asia and positive
treponemal serology in immigrants from those
areas have often been assumed to be yaws.
WHO conducted a yaws eradication pro-
gramme in the south Pacific 1959-1961, so
patients born in the south Pacific since then
(aged under 35 years) with positive serology

should have syphilis considered. The occur-
rence of congenital syphilis in New Zealand, a
developed country with good ante-natal care,
serves as a warning to all practitioners to con-
sider positive trepenomal serology as signifi-
cant.
The majority of New Zealand's HIV dis-

ease appears due to sexual transmission'7 and
HIV screening and management has become
a significant part of STD clinics workload.
STDs and AIDS are inter-linked, as it is sug-
gested that some genital infection can increase
the transmission of HIV disease while HIV
disease is often found in those who are at risk
of STDs or with a past history of STDs.22 23 It
therefore appears worthwhile to offer STD
screening in conjunction with HIV screening.

These data shows changes in disease inci-
dence in STD clinic attendees over the past
decade and allows comparisons with data
from overseas STD clinics.'62425 However
they have limitations and must be interpreted
with caution when looking for national rates.
In a publication by CDNZ2 an attempt was
made to give regional disease rates from the
1991 STD clinic diagnoses, simply by divid-
ing clinic diagnoses by the total regional popu-
lation served. However, these figures must
underestimate the incidence in the population
because they do not include people attending
elsewhere or not attending at all including
those with asymptomatic infection. The
NZVS data indicate that increased new
patient and attendance numbers have been
generally proportional to increased doctors'
clinical hours and improved acceptability and
accessability of service, which varies from
region to region. Thus disease data will proba-
bly reflect service availability until the service
fully meets the needs of each region.
Recognition of the clinic as a specialist referral
centre and local medical under/post graduate
teaching are important for medical referrals.
Suitable hours open, no cost, availability and
gender of doctors, siting and decor of the
clinic, reputation of its staff, confidentiality,
and quality of service are factors that influ-
ence the public to self refer.
The figures have been greatly affected by

the service expansion which has led to a dou-
bling in new patients and attendances from
1989-1993 and a change in the ratio of male
to female new patients from 35% female in
1986, 42% in 1989, to 51% in 1993, suggest-
ing increased service accessability and accept-
ability for female patients. The increased
volume screened has led to increased disease
absolute numbers. However, these figures do
not necessarily reflect increased population
incidence but may rather reflect service
changes in addressing previously unmet
needs. Clinic attendees may have a higher
incidence and self-refer because of symptoms,
high risk activities, or be in an age group more
at risk, but with the recent change to "sexual
health" and emphasis on screening in health,
lower risk patients have attended.

Surveillance on STDs can be improved
markedly and developments are underway by
the NZVS Surveillance Unit, namely: gather-
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ing age and ethnic specific data on new
patients and certain diseases, development of
clear diagnostic definitions, and computerisa-
tion of clinic data. Possible future develop-
ments could include clinic data on numbers of
patients screened, numbers of tests taken, the
anonymous reporting of public and private
laboratory isolates of chlamydia, gonorrhoea,
herpes, trichomonas and positive syphilis
serology. Laboratory surveillance could
include resistance monitoring and data on the
source of organism (New Zealand or over-
seas). Sentinel general practitioner data on
clinical conditions, such as, genital warts,
pubic lice and data on sexual orientation or
risk behaviour in acquisition of some STDs
could also be gathered. Revision of the
Venereal Disease Regulations to include
chlamydia and other sexually transmissible
diseases would also allow wider contact trac-
ing.

Conclusion
The New Zealand STD service has expanded
rapidly as a result of specific funding from
1990, with a doubling of new patient atten-
dance numbers within 3 years and develop-
ment of a broader sexual health role. The viral
diseases: HIV Disease, genital warts and geni-
tal herpes are increasing while the bacterial
diseases, gonorrhoea and chlamydia are
decreasing. However, the changes in disease
numbers since 1990 may be due to meeting
previously unmet needs rather than a true rise
in disease incidence. STD surveillance is
improving with new reporting systems being
developed.
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