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Abstract

Objective—The purpose of this study was to explore health care providers’ (HCPs) attitudes and 

beliefs about adolescent sexual health care provision in the emergency department (ED) and to 

identify barriers to a role of a health educator-based intervention.

Methods—We conducted focused, semi-structured interviews of HCPs from the ED and 

Adolescent Clinic of a children’s hospital. The interview guide was based on the Theory of 

Planned Behavior and its constructs: attitudes, subjective norms, perceived behavioral control, and 

intention to facilitate care. We used purposive sampling and enrollment continued until themes 

were saturated. Interviews were recorded and transcribed. Transcripts were analyzed using 

directed content analysis.

Results—Twenty-nine interviews were required for saturation. Participants were 12 physicians, 

12 nurses, 3 nurse practitioners and 2 social workers; the majority (83%) were female. Intention to 

facilitate care was influenced by HCP perception of 1) their professional role, 2) the role of the ED 

(focused vs. expanded care), and 3) need for patient safety. HCPs identified three practice 

referents: patients/families, peers and administrators, and professional organizations. HCPs 

perceived limited behavioral control over care delivery because of time constraints, confidentiality 

issues, and comfort level. There was overall support for a health educator and many felt the 

educator could help overcome barriers to care.

Conclusion—Despite challenges unique to the ED, HCPs were supportive of the intervention 

and perceived the health educator as a resource to improve adolescent care and services. Future 

research should evaluate efficacy and costs of a health educator in this setting.
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Adolescents in the U.S. face many barriers to sexual health care, including lack of access, 

concerns about privacy, transportation, cost, and lack of provider knowledge.1, 2 These 

barriers contribute to the sexual health challenges facing adolescents, including high rates of 

sexually transmitted infections (STIs) and unintended pregnancy.3, 4 Adolescents may not 

receive needed health services, with nearly 1 in 5 reporting decisions to forgo health care. 5 

Adolescents comprise 15% of all ED visits and frequently seek care for non-urgent 

complaints.6 The prevalence of high-risk sexual health behaviors is high among adolescent 

ED users.7–10 Thus, EDs may provide a unique opportunity to provide sexual health 

interventions to a high risk population that is difficult to reach in traditional primary care 

settings.

Developing interventions to improve adolescent access to sexual health care has the 

potential to impact public health and is consistent with the goals of Healthy People 2020.11 

In fact, ED-based adolescent interventions have been successfully implemented for a variety 

of concerns including HIV screening, mental health, injury prevention, and substance 

abuse.12–14 We propose the inclusion of a health educator, a new member of the ED team, 

whose role is to provide focused sexual health care to adolescent patients. Provided in 

addition to the visit-related care given by other members of the ED team, this care could 

include testing for STIs and pregnancy, risk reduction education, evaluating for emergency 

contraception, and/or referral to the hospital-based adolescent clinic for comprehensive care 

(e.g., sexual identity counseling, long-acting reversible contraception). The health educator 

would work as part of the ED team but would not be responsible for providing services 

considered to be outside the described role.

Implementing new interventions within an existing health care system is a complex and 

challenging process and understanding the perspectives of health care providers (HCPs) is 

essential to success. The theory of planned behavior (TPB) states that an individual’s 

attitudes, subjective norms (opinions of significant peers and professional organizations), 

and perceived behavioral control, all influence the intention to act in a specific way. 

Intention, in turn, influences actual behavior (Figure 1).15 The TPB has previously been 

used to explore HCP medication selection and health counseling provision, among other 

topics. 16,17 We used this model to provide structure for the design and implementation of an 

proposed intervention, as well as an analytic pathway for evaluation.

The aim of this study was to use the TPB framework 1) to explore the attitudes and beliefs 

of HCPs about their intention to facilitate or provide adolescent sexual health care, and 2) to 

identify HCPs’ perspectives on barriers to care. We explored specific attitudes about a 

proposed intervention to add a health educator to the ED team, as part of a larger goal to 

improve teen access to targeted, as well as comprehensive, sexual health care.

METHODS

We conducted focused, semi-structured interviews with HCPs from an urban, academic 

children’s hospital. The study protocol and consent procedures (including waiver of written 

consent) were approved by the university institutional review board.
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Population and Study Setting

The purpose of this study was to understand HCPs intentions to provide and support 

adolescent sexual health innovations in care delivery and to anticipate process issues that 

could affect future implementation of a proposed intervention. The intervention had the 

potential to impact two work settings, both the ED where the initial intervention would 

occur, and the adolescent clinic where adolescents might be referred for follow up. 

Stakeholders with various roles in emergency and adolescent health provision, including 

nurses, nurse practitioners (NPs), physicians, and social workers were included from both 

settings. Except for pediatric emergency medicine fellows, HCPs in training were excluded.

We conducted this study at a Midwestern, free-standing, urban children’s hospital system. 

The ED has approximately 70,000 visits each year and is a level one trauma center that is 

staffed primarily by at least one pediatrician fellowship-trained in pediatric emergency 

medicine (or currently in fellowship). A few providers completed emergency medicine 

residency, and one completed PEM fellowship after residency. The NPs care for patients 

independently and nurses specialize in pediatric acute care. The adolescent clinic has 

approximately 11,600 annual visits. The clinic is located in a separate free-standing building 

and is staffed by adolescent fellowship-trained physicians as well as general pediatricians, 

NPs, and nurses with specialized training in adolescent health. In both settings, the majority 

of patients are non-white and have government-issued insurance. Social workers are 

available at all times in the ED and during hours of operation in the adolescent clinic.

Participants were recruited by email, word of mouth, and phone contacts. We utilized 

purposive sampling techniques by recruiting participants who exhibited extremes of 

experience and opinion in the key stakeholder positions. Snowball sampling allowed 

participants to refer other HCPs to the study team. Interested participants contacted the study 

research assistant, who determined eligibility for the study and arranged interviews at a 

mutually convenient time.

Thirty interviews were conducted; during one interview, the tape-recorder malfunctioned 

and data were lost, leaving 29 usable transcripts. Participants included: 12 physicians (ED 

10, Adolescent Clinic 2); 12 nurses (ED 10, Adolescent Clinic 2); 3 NPs (all from ED); and 

2 social workers (ED 1, Adolescent Clinic 1). Three ED physicians were fellows and at least 

one physician and one nurse administrator participated from each setting. Five participants 

were male and all were physicians. Overall, there was a wide range of clinical experience 

among physicians (4–25 years; mean 10.5), nurses (1.5–30 years; mean 9), and NPs (8–10 

years; mean 8.7). Similar percentages of eligible nurses (ED 13%, Adolescent Clinic 27%) 

and physicians (ED 25%, Adolescent Clinic 25%) participated from each setting.

Interview Guide Development and Data Collection

A detailed interview guide, based on the TPB, was developed by a multidisciplinary team 

with varied opinions about sexual health care provision and expertise in pediatric emergency 

medicine, adolescent psychology and health, health services research, nursing, and 

qualitative methods. The interview guide was designed to explore the participant’s 

perceptions of each TPB construct, including attitudes about adolescent sexual health care, 
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subjective norms, perceived behavioral control, and intention. Additionally, participants 

were asked their opinions about a proposed intervention with an ED health educator. 

Primary questions from the interview guide are listed in Table 1, and probes were used to 

garner more detail and examples from providers’ experience.

Interviewer training consisted of multiple meetings to develop and discuss the interview 

guide, and mock interviews with direct feedback from an experienced investigator (KG). 

Two study personnel (RO and GM, both doctoral students in psychology) conducted the 

sessions in a private office. The interviews lasted between 11 and 35 minutes (mean 20.4 

minutes). All interviews were audio recorded and transcribed verbatim. Interviews were 

conducted during November 2011 through January 2012.

Data Analysis

Transcripts were entered into NVIVO 9 software (QSR International, Melbourne, Australia) 

and included demographic data to allow for subgroup analyses. Throughout data collection, 

the team met biweekly to discuss interview progress, recruitment, and quality control issues. 

After 30 interviews, there was consensus among the research team about the repetition of 

themes and the achievement of data saturation. After interviews were complete, the five 

member research team (including GM and RO, who conducted the interviews) analyzed the 

data using directed content analysis. 18

Raw data were initially organized into discrete categories based on the constructs of the TPB 

that were then reviewed independently by the team members for the emergence of themes. 

The lead investigator reviewed and summarized the themes identified by each team member, 

and the study team discussed each theme and identified representative, illustrative quotes. 

Discrepancies around theme development were resolved by consensus, with notes 

maintained about all discrepancies and decisions. The interviewers provided additional 

information, such as tone, that may be difficult to ascertain from a transcript. Data were also 

contrasted across occupation to examine these as potential mediators of responses.

RESULTS

Overall, participants expressed a wide variety of opinions and many felt strongly about their 

views. Many expressed confidence that their knowledge or opinion of consent laws were 

correct even though their response was not accurate. There was little variation in responses 

by occupation except, notably, for support of the intervention.

Attitudes about Sexual Health Specifics

Many HCPs identified patient safety as a concern, especially around issues of confidentiality 

and potential sexual abuse or coercion (Table 2 provides quotes related to attitudes). 

Providing a safe, comfortable environment, as well as sexual health education for teens, was 

also identified as important. The importance of providing accurate and complete information 

in order to make “sure that things are clear, that their choices are clear” regarding sexual 

health was also valued by participants.
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Participants were divided regarding the role of HCPs in identifying specific sexual health 

issues (such as STIs and pregnancy) in the ED. Many HCPs felt all teens should be asked 

about sexual health behaviors, regardless of their chief complaint during an ED visit; further 

evaluation should be provided as indicated. Several providers expressed that teens are a 

vulnerable group who may face unique barriers when obtaining care. Many considered 

diagnosing pregnancy particularly important “because of potential risks to the fetus.” A 

vocal minority felt their role was related to presenting complaints and that “more focused 

care” was appropriate.

When asked specifically about STI and pregnancy prevention in the ED, there were mixed 

opinions. While many felt providing education was important, there was disagreement as to 

whether education should be directed to all teens or those with reproductive complaints. 

Most felt that identification and treatment of sexual health conditions would be the same 

regardless of patient age but many acknowledged that maturity and receptivity to care varies 

greatly.

Several HCPs suggested an undercurrent of negativity towards adolescents and commented 

about colleagues who make judgments about adolescents or who “don’t want to deal with 

teenagers at all.” A few providers also felt that lack of honesty from adolescents or body 

language, such as “slouching in the chair” has an impact on communication and care 

delivery. In addition, if an adolescent perceives that a HCP is uncomfortable or judgmental, 

they may be less likely to engage in an honest dialogue about sex.

Subjective Norms about Adolescent Sexual Health Care

HCPs identified several referents that influenced their health care practice, without strong 

consensus: peers/administrators (identified by 23 participants), and professional 

organizations (20 participants), and patients/families (11 participants) (Table 3 provides 

quotes on subjective norms). Nurses most frequently listed peers/administrators and patients/

families as influences and physicians most frequently listed professional organizations and 

peers/administrators. When not identifying a specific referent, ten participants instead 

reported that past experiences (e.g., religious upbringing or specific training) influenced 

their practice. Several participants displayed low motivation to comply with treatment 

guidelines such as those provided by national medical organizations or in academic journals, 

stating they cautiously interpreted research or took “everything…with a grain of salt”. In 

addition, five participants reported they were influenced by no one in particular.

Perceived Behavioral Control about Adolescent Sexual Health Care

Most participants identified more than one potential barrier to care (Table 3 provides quotes 

for themes described in this section). The most common barrier was time and ED patient 

flow issues, identified by 21 subjects. Several noted that patient acuity can drive provider 

availability and that “it only takes one high acuity patient to demand a lot of your time and 

resources.”

Fourteen participants identified issues around adolescent confidentiality and parental 

presence as a barrier. Many felt parental presence affects adolescent privacy and “puts a 
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limit on the sort of information we can give them and get from them.” Many providers 

recognized the importance of a confidential interview; however, they acknowledged that 

asking parents to step out can be “uncomfortable” and parents may refuse to leave. This 

barrier may drive some providers to avoid care or to obtain the history with parents at the 

bedside, which “makes everybody in the room uncomfortable” and may compromise 

accuracy.

Some participants (N=9) identified provider discomfort as a barrier and suggested that 

providers may “feel awkward approaching that subject.” Several providers reported that 

building rapport with an adolescent can be difficult and takes time that is often not available 

in the ED. Rarely, language differences, gender differences, and religious or cultural beliefs 

(of participants or of patients/families) were mentioned. For example, one HCP felt 

“strongly against emergency contraception and abortion” and “could not provide that care” 

for adolescents.

While some reported sufficient knowledge about emergency contraception, others 

acknowledged a lack of knowledge about long-term contraception, considering it beyond 

their “area of expertise.” Several participants had specific knowledge deficits about the legal 

age for an adolescent to consent to sexual intercourse and/or to receive confidential health 

care services. One ED nurse was unsure “if we have to tell the parents everything.”

Participants identified several facilitators for sexual health discussion. Some HCPs felt it 

may be easier to bring up sexual health with adolescents who have reproductive complaints. 

Some felt the “anonymous” nature of the ED might aid discussion as providers can be 

“blunt” and teens might feel less “stigma.” Providers had many ideas to overcome barriers, 

most commonly suggesting parents step out to facilitate privacy. Others suggested a 

consistent protocol or system would be helpful. Several mentioned a screening process or 

questionnaire that could inform HCPs so “you’ll know it is a concern for that patient.” A 

few felt that providing education for HCPs, and also to families and teens, would be helpful. 

Specific topics included importance of adolescent confidentiality, significance of the 

problems of STIs and unintended pregnancy among the target population, and care 

resources.

Intention to Facilitate Adolescent Sexual Health Care in the Emergency Department

There was very strong support for a health educator to provide targeted sexual health care 

and most intended to facilitate this care by collaborating with the proposed health educator 

(Table 4 provides illustrative quotes for themes from this section). A minority (6 

participants, 5 of whom were ED nurses) did not support the intervention and had concerns, 

including cost effectiveness, ED flow and additional HCP tasks if the health educator could 

not “function pretty independently.” Most felt comfortable addressing health concerns that 

might require expertise beyond that of the health educator, such as prescribing emergency 

contraception and handling sexual abuse disclosure cases.

Attitudes about the Intervention

Two major domains were examined regarding the proposed ED intervention: 1) HCP 

attitudes about the intervention and 2) perceptions about logistics and implementation.
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Many providers thought having a health educator who is comfortable with adolescent health 

issues would provide more consistent care and would make sexual health care “less 

threatening.” Others mentioned the health educator could help overcome barriers such as 

time constraints and HCP discomfort. Several commented that coordination of care with ED 

staff was important for HCPs to “feel comfortable” with the plan of care and many stressed 

communication with families and adolescents as another key to success. Many participants 

felt that providing education and resources to spark “that discussion…just between the 

parent and the child” were valuable roles for the ED in improving adolescent sexual health. 

Providers also identified referrals for ongoing care and promotion of safety (e.g., condom 

distribution) as appropriate ED tasks.

Most felt the exam room was the best place for the intervention and stressed the importance 

of privacy and patient comfort, including having parents out of the room and making sure 

the patient was clothed. Several suggested a separate space that “doesn’t seem sterile and 

medical” might provide comfort. Some recognized the difficulty in finding a place that 

provides comfort yet does not interrupt ED flow. Most felt the intervention could occur mid-

visit, and many felt it was important to address the chief complaint first “so they feel like 

they’re getting what they came for.” Some suggested a “team approach” and others thought 

it would be helpful to introduce the idea of assessing for sexual health early in the visit so 

patients and families would know what to expect.

Most HCPs felt a pregnancy diagnosis should be delivered by a HCP and several felt the ED 

physician should be involved. Some providers felt that a “joint effort” and “pulling from 

different disciplines” would be best. Many felt that education, including “options 

counseling,” as well as a clear system for referral and follow-up were important. The current 

system for STI test follow-up, where a nurse contacts patients and implements a treatment 

plan was considered satisfactory by the majority of participants. For both pregnancy and 

STIs, many participants acknowledged that having someone who has already established a 

good rapport could be helpful.

DISCUSSION

This study describes the perspectives of key stakeholders likely to be involved in ED-based 

interventions to improve adolescent sexual health care. Participants expressed an 

understanding of the impact of sexual health behaviors on multiple health outcomes, but 

described complex barriers—at both the individual and system levels—to providing this 

care. Consistent with current literature, we found that limited time and resources as well as 

inadequate training may discourage physicians from screening for health needs.15, 18, 19 

Likewise, examples are found of provider discomfort with sexual health issues, for both 

general and adolescent populations.18, 20, 21

While limited data supports the use of health educators in the pediatric ED, this research is 

novel because there is a paucity of information regarding 1) adolescents as the intervention 

recipients and 2) interventions focused on pregnancy and STI detection and 

prevention. 12, 24, 25 Several areas were identified that should inform future education 

efforts. First, while many HCPs advocated for protecting adolescent health and safety, their 
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success may be impaired by knowledge deficits surrounding confidentiality and age of 

consent for sexual intercourse and medically emancipated conditions. These findings 

support those of other researchers who have documented pediatric ED provider discomfort 

and lack of knowledge about legal issues in providing pediatric health care.19, 26 Pediatric 

HCPs should be familiar with and follow their local laws around providing this care. Also, 

our findings that some participants do not utilize care guidelines is consistent with current 

literature indicating that guideline uptake is limited by self-efficacy, awareness, and 

agreement.27, 28

Many participants expressed strong beliefs, and this was true across several domains. In 

particular, one participant expressed strong, conservative religious beliefs that informed 

their approach to care. While it is difficult to estimate the prevalence of such views among 

HCPs in other pediatric EDs, there is ample evidence of providers’ religious or moral beliefs 

negatively affecting adolescent sexual health care.1, 26, 29, 30 In addition, negative attitudes 

about providing adolescent sexual health care have been previously reported among 

pediatric HCPs, especially surrounding emergency contraception.1, 26, 31 Many studies 

describe the challenges involved in changing HCP attitudes and behaviors; implementing an 

innovative intervention such as a sexual health educator provides an alternative strategy to 

meet adolescent sexual health needs. 27, 32–34

Interestingly, despite some concerns and negative attitudes expressed by participants in our 

study, most stated that they would support this ED intervention to provide sexual health 

care. While there was slightly less support for the intervention among ED nurses, there was 

little variation in opinions overall based on occupation. Although we considered that 

professional role might influence attitudes, our study findings did not support this.

There are several limitations to consider when interpreting our results, some of which are 

inherent in qualitative methods.35–36 One limitation is potential participant selection bias, as 

interest or unknown characteristics may be associated with participation. To reduce this 

possibility, we used purposive sampling to obtain a diverse group of participants. Also, this 

study was conducted at a single urban, academic institution, and while underserved, high-

risk adolescents may frequent such a setting, our results may not be generalizable to other 

settings. Also, all of the ED physicians that participated were PEM trained, and there may be 

different opinions between other types of physicians who provide care in this setting. While 

the influence of potential bias among the investigators cannot be fully neutralized, we 

utilized a multidisciplinary team, educated and experienced in the importance of maintaining 

objectivity in conducting research to minimize this possibility. Researcher triangulation with 

five study members enhanced credibility of analysis. To minimize possible effects of social 

desirability and demand bias, the study interviewers were unfamiliar with both working 

environments and unknown by study participants.

CONCLUSION

Participating HCPs at this urban, academic pediatric hospital were generally supportive of 

providing opportunities for sexual health care in the ED but voiced specific concerns about 

time constraints, patient flow, confidentiality, and HCP discomfort. These HCPs perceived 
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the intervention as an innovative way to provide useful services. Future research should 

evaluate health outcomes and costs of a health educator in this setting.
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Figure 1. 
Modified Theory of Planned Behavior, adapted to model provision or facilitation of sexual 

health care for adolescents

Miller et al. Page 11

Pediatr Emerg Care. Author manuscript; available in PMC 2015 February 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript

Miller et al. Page 12

Table 1

Primary questions from the interview guide

Topic Assessment Question

Attitude Is access to sexual health care an important issue for adolescents?

What is the role of health care providers in the ED in improving adolescent sexual health?

What is the role of health care providers in the ED in identifying STIs and pregnancy among adolescents?

What role, if any, do health care providers have in preventing STIs and unintended pregnancy among 
adolescents?

Subjective norms Are there any professional organizations that influence your practice?

Who are the people that influence how you take care of patients?

Perceived behavior control What are the barriers to screening asymptomatic adolescents for STIs and pregnancy in the ED?

Can you think of any ways to overcome these barriers?

If a teen-aged girl were in the ED because she hurt her leg, how would you feel if someone came to talk to her 
about her sexual health?

Intention to facilitate care How would you feel about another provider (such as a health educator) providing this type of sexual health care 
in the ED?

Would you be comfortable addressing certain health concerns that might come up but go beyond the expertise of 
the health educator, such as disclosure of sexual abuse?

We are considering the development of a new position, like a health educator, to provide expanded sexual health 
care for teens. Health educators will obtain urine for testing for STIs and pregnancy, and will provide brief 
education as well as a link to comprehensive care. First, tell me what you think of that?

Intervention Specific If the health educator finds a positive pregnancy test for a teen in the ED, what kind of process can you see for 
handling the results?

Is there a situation in which this intervention couldn’t be done? What would that be?
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Table 2

Participant Quotes Within the Attitude Construct

Theme Illustrative Quotes Provider

Patient safety 
and health is 
important

“That may be the only avenue that young person knows how to access healthcare or may be 
their only choice in accessing healthcare. So, it may be the one shot that we have of 
decreasing STD transmission, and getting somebody into either prenatal care early, or for an 
abortion early on, so that there is a choice for that person.”

Adolescent clinic physician

“If they’re worried about being put in this situation where they’re going to be physically 
harmed, if not by the parent, but the partner…It all hinges on safety, confidentiality and 
safety, and if we can ensure those things.”

ED physician

“I think with the younger ones, they’re coerced more than older individuals, so I think that 
needs to be in the education too.”

ED nurse practitioner

HCPs divided 
on professional 
role and role of 
the ED

“I think that we should be screening for those by asking whether…people are sexually active 
or not. If they are …then screen them by asking questions, and if they show any symptoms, 
we should be testing them.”

ED nurse

“We’re the first line of healthcare, so our role is very important in identifying and treating 
pregnancy and STDs in adolescents.”

ED nurse

“I definitely think that it’s our role to think of it [sexual health] in every patient, but 
especially those who come in with complaints that might be related to either one of those 
problems.”

ED physician

“Do we have a role in examining for sexual health and pregnancy problems that are neither 
directly or indirectly related to the health care visit to the emergency department is 
something that I don’t know if I’m decided about.”

ED physician

“I think it gets trickier once you talk about screening of an asymptomatic patient, 
particularly because I worry about the follow-up. That’s something that’s probably best 
followed within a clinic structure where follow-up care is possibly more available.”

Adolescent clinic physician
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Table 4

Participant Quotes Within the Intention Construct

Theme Illustrative Quotes Provider

Wide support for health educator “I think that’s exciting! I love it, I think that’s great! I think that works.” Social worker

“[Teens] are out making these types of decision and aren’t really informed about the 
possible consequences. Maybe because they don’t go to routine checkups or whatever, 
sometimes it doesn’t hurt to hear it more than once even if they do go to their regular 
doctor.”

ED physician

“…sometimes with these adolescents, the ER is the only healthcare they get. So from a 
public health standpoint, I like it, but I really like that there’s someone else doing it.”

ED physician

Minority not supportive “I feel that kind of takes away from the idea of the emergency department.” ED nurse

“I have mixed emotions on that one.” ED nurse
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