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Abstract

Objective: To evaluate a novel educational intervention for physician trainees to improve sexual 

healthcare provision, including condom distribution, in the pediatric emergency department.

Methods: Resident physicians and medical students in an urban pediatric emergency department 

viewed an evidence-based educational video on sexual healthcare provision. It featured role-plays 

and a description of the condom distribution process, and targeted trainees who provide healthcare 

to patients aged ≥14 years with potential genitourinary (GU) complaints. Trainees completed pre- 

and post-intervention surveys to assess attitudes, motivation and confidence for four recommended 

practices (Likert scale, 1=not at all to 4=extremely). We used Wilcoxon signed rank tests to assess 

differences in paired responses to motivation and confidence statements. A subset of 33 trainees 

completed a brief survey to assess condom distribution during emergency department clinical 

encounters.

Results: 51/56 (91%) trainees participated: 53% female, 58% from pediatrics. At baseline, 

participants reported high levels of confidence and motivation to provide sexual healthcare. Post-

Corresponding Author: Dharshinie Jayamaha, M.D., Assistant Professor of Pediatrics, Pediatric Emergency Medicine Physician: 
djayamaha@cmh.edu, Department of Pediatrics, Children’s Mercy Hospitals and Clinics, University of Missouri Kansas City School 
of Medicine, Kansas City, MO. 

The authors declare no conflict of interest.

The abstract of this manuscript was displayed in the exhibition hall at the Pediatric Academic Societies annual meeting in Vancouver 
in May 2014.

HHS Public Access
Author manuscript
Pediatr Emerg Care. Author manuscript; available in PMC 2020 June 01.

Published in final edited form as:
Pediatr Emerg Care. 2019 June ; 35(6): 397–402. doi:10.1097/PEC.0000000000001670.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



intervention, there were significant increases in the proportion of participants who reported greater 

motivation and confidence to: 1) ask a parent to step out of the room, 2) obtain sexual history, 3) 

discuss condom use, and 4) offer condoms (all p<0.05). Post-intervention, fewer participants 

“agreed/strongly agreed” that there is inadequate time to obtain sexual histories (22% vs. 45%, 

p<0.05). Most (60%) sexually active patients accepted condoms during clinical care.

Conclusion: In this pediatric emergency department, a low-cost intervention showed promise to 

improve trainee attitudes, motivation, and confidence towards adolescent sexual healthcare 

provision. This data may inform strategies to improve access to care for this population.
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Introduction

Adolescents in the U.S. are disproportionately affected by sexually transmitted infections 

(STIs) and unintended pregnancies. While these outcomes are preventable, adolescents face 

significant barriers to sexual healthcare, including lack of access to knowledgeable 

healthcare providers (HCPs) and concerns about privacy and costs.1,2,3 Reduced access to 

care contributes to STIs, unintended pregnancies, and adolescent health disparities.4 As 

such, there is growing support for the use of non-traditional settings, including the 

emergency department (ED), to improve adolescent sexual health services; specifically the 

provision of contraception (including condoms), behavioral counseling, and linkage to 

primary care.5,6

Adolescents make approximately 19 million ED visits annually and often do not receive 

regular primary care.7,8 These youth frequently report high-risk sexual behaviors,9 and have 

rates of Chlamydia trachomatis and Neisseria gonorrhea infection up to 7 times higher than 

the general population.10 Though adolescents often present to EDs with complaints possibly 

indicating STIs11, HCPs frequently fail to inquire about sexual health behaviors and risks.
12,13,14,15,16 Provider-level barriers include lack of knowledge and communication skills 

regarding adolescent sexual health.2

The ED represents an important, but underutilized location for reaching large numbers of at-

risk adolescents. However, few proven interventions are available for ED providers to 

improve sexual health care provision.17,18 The primary objective of this study was to 

develop a novel educational intervention for trainees to improve attitudes, confidence and 

motivation regarding adolescent sexual healthcare, including provision of condoms. We also 

describe a new process to make condoms available for adolescents within our pediatric ED.

Materials and Methods

Study Design

We conducted pre-intervention (Time 1) and immediate post-intervention (Time 2) surveys 

to assess attitudes, motivation, and confidence to obtain sexual history and discuss condom 

use (see pre-intervention and post-intervention surveys, Supplemental Digital Content 1 and 
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2) among n= 51 medical trainees exposed to our intervention. A subset was surveyed during 

clinical care to assess condom distribution to eligible adolescent patients. This study was 

conducted from January 1, 2013 to March 31, 2013 within the ED at a Midwestern urban 

pediatric hospital. This study was approved by the hospital institutional review board.

Sample

Trainees (medical students and resident physicians) were eligible for participation if they 

were completing a one-month rotation in the pediatric ED. Trainees working in the ED for 

sporadic shifts were excluded.

The patient population is primarily non-White (68%) with public or no insurance (71%). 

The ED is staffed by pediatric emergency medicine (PEM) and emergency medicine trained 

physicians who provide supervision and clinical training for trainees with varied clinical 

experience. Nurse practitioners and general pediatricians provide care independently.

Intervention for Adolescent Sexual Health

Intervention Development: We involved key stakeholders (i.e., ED administration, 

physicians and nurses) when designing the video intervention and the process for condom 

distribution. Stakeholder feedback informed our focus on physician trainees as study 

participants and our decision to limit condoms to a specific subset of ED patients (i.e., youth 

old enough to provide legal consent for sexual intercourse who have GU complaints). We 

educated all ED staff to prepare for intervention implementation.

Educational Intervention: Participants viewed a novel, ten minute web-based video we 

created (see video, Supplemental Digital Content 3) based on national guidelines for 

providing sexual health care.19,20,21,22,23 Based on state law, as well as our previous research 

with PEM providers,1,2 we tailored our project specifically for adolescents aged ≥ 14 years 

seeking care in the ED with potential genitourinary (GU) complaints. The video provided 

epidemiologic information regarding the significance of STIs and unintended pregnancy, and 

barriers to care. We also described a new condom distribution process (detailed below). We 

featured role-play scenarios to highlight four recommended practices: 1) ask a parent/

guardian to step out of the room to establish privacy, 2) obtain a thorough sexual history, 3) 

discuss condoms, and 4) offer condoms to sexually active adolescents.

Condom distribution process: Initially, condoms were only available in limited 

practice settings at our institution. Therefore, we developed and piloted a new process for 

condom distribution in the ED. Study authors (DJ, MKM) met with key stakeholders (e.g., 

ED nurses and physicians, ED administrators) to discuss integration of condoms into clinical 

care. We partnered with our local health department, which provided individual packages 

containing 2–3 condoms, lubricant, and condom use instructions (in Spanish and English). 

Stakeholders were supportive and agreed on the following process: 1) condom packages 

would be stored in the main physician charting room, 2) while conducting the private sexual 

health interview, trainees would distribute condoms confidentially to interested patients, and 

3) trainees would inform the supervising physician when condoms were distributed. This 
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new process was described to study participants and all ED staff via the intervention video, 

e-mail, and signs posted in ED staff areas.

Study Procedures

Recruitment

Educational Intervention: We recruited participants via an e-mail with corresponding 

hyper-links to the web-based surveys (Survey Monkey) and online educational intervention. 

Participants were required to complete the pre-intervention survey in order to access the 

video. The post-intervention survey immediately followed the end of the video. E-mails 

were sent to all trainees several days prior to the start of their ED rotation. In addition, one 

team member (DJ) reminded trainees in person of the recruitment email. To protect 

participant anonymity and confidentiality, participants created unique numeric identifier 

codes, to be used for paired analyses before and after exposure to the intervention.

Condom Distribution Process: Following completion of the intervention, a 

convenience subset of participants providing care to adolescents in the ED completed a 

written survey regarding clinical care and the condom distribution process (See condom 

distribution survey, Supplemental Digital Content 4). Trained research assistants (RAs) used 

a computerized tracking board in the ED to identify eligible participants (i.e., trainees who 

had completed the video intervention and were providing care for an adolescent ≥ 14 years 

with a GU complaint). Recruitment during this phase was based on RA availability, which 

varied across days of the week and time of day. Following their initial patient evaluation, 

RAs asked participants to complete a brief survey. Each participant could complete this 

assessment a maximum of two times.

Measures

The survey was developed by the authors, guided by variables deemed relevant in adolescent 

medicine and behavior change literature.24,25 Demographic data included age, gender, level 

of training, training specialty, and completion of a previous ED or adolescent medicine 

rotation. To assess practice patterns, we assessed frequency (1=not at all to 4=always) of 

sexual health history inquiry (e.g., previous sexual intercourse, number of lifetime partners) 

with female and male adolescent ED patients. To assess attitudes and beliefs, participants 

were asked to indicate their level of agreement (1=strongly disagree to 4=strongly agree) 

with several statements, e.g., “I am uncomfortable discussing sex with adolescent patients.” 

Guided by literature on Motivational Interviewing,26,27 we used a Likert scale (1=not at all 

to 4=extremely), to determine participants’ motivation and confidence to perform four 

recommended practices (e.g., ask a parent to step out of the room).

Completion of all three components (pre-intervention survey, intervention, and post-

intervention survey), took approximately 20 minutes. We piloted the survey with nine PEM 

fellows and four faculty members for comprehension and clarity, which resulted in minimal 

revisions.
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Condom Distribution Survey

The condom distribution process was assessed by six closed-ended questions to determine 

who was present with the patient and whether the recommended practices were performed. 

Participants were asked to provide reasons when practices were not completed. Two open-

ended questions elicited feedback on the condom distribution process.

Statistical Analysis

Video Intervention: Demographic characteristics and baseline health assessment practices 

were summarized by standard descriptive measures. We used Wilcoxon signed rank tests to 

assess differences in paired responses to motivation and confidence statements. Responses to 

frequency, attitudes, and beliefs were dichotomized (e.g., “strongly agree/agree” vs. 

“strongly disagree/disagree”). Comparisons between subgroups (e.g. gender, level of 

training) were analyzed using chi-square tests for categorical data. We used McNemar’s test 

to analyze differences in paired proportions. The sample size of n=51 paired proportions 

provided 90% power to detect a difference in proportions of 20% with an expected 

discordant pair proportion of 25% and a two-sided alpha of 0.05. Analyses were conducted 

using SAS version 9.2 (SAS Institute Inc., Cary, NC).

Condom Distribution: Sexual health practices and condom distribution during clinical 

care were summarized by standard descriptive measures. Responses to the two condom 

distribution process questions i.e., “how is the current condom distribution process 

working,” “any suggestions to improve distribution process”) were coded by two authors 

(DJ, MKM) with any disagreements resolved by consensus from a third author (SFK).

Results

Educational Intervention:

Among the 56 trainees recruited, n=51 (91%) participated. Most participants were female 

(53%), pediatric resident physicians (58%), and had not completed a rotation in adolescent 

health (59%), Table 1.

Sexual Health Assessment Practices

Overall, at pre-intervention, participants infrequently performed complete sexual health 

assessments. Compared to female patients, participants more frequently asked male patients 

about previous intercourse, though this was not statistically significant (Table 2). Neither 

participant gender nor level of medical training was associated with any differences in pre-

intervention assessment practices.

Impact of Educational Intervention

Motivation and Confidence to provide sexual health care—At pre-intervention, 

participants reported high levels of confidence and motivation to provide sexual health care 

(Table 3). Post-intervention, for male and female patients, there were significant increases in 

the number of participants who reported greater motivation and confidence to: 1) ask a 

parent to step out of the room, 2) obtain sexual history, 3) discuss condom use, and 4) offer 
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condoms (Table 3). When examined separately by gender, female participants reported an 

increase in confidence to obtain a sexual history (median difference 0, IQR=1, p=0.02) while 

male participants did not (median difference 0, IQR=0, p=0.25). No other pre- to post-

intervention changes were found.

Attitudes towards providing sexual health care—Discomfort discussing sexual 

health and time constraints were the two most common barriers reported before the 

intervention (Table 4). Post-intervention, significantly fewer participants agreed that “there 

is inadequate time in an ED visit to obtain sexual histories” (22% vs. 45%, p< 0.05).

Condom Distribution Process

During 48 clinical care encounters, trainee participants (n=33) reported sexual history 

assessment in 73% of encounters with adolescents ≥ 14 years with a GU complaint. Most 

adolescents (60%), who reported previous sexual activity during sexual history assessment, 

accepted condoms when offered (Figure 1).

Reasons for not offering condoms were: patient not currently sexually active (n=3), patient 

already using condoms (n=2), patient sexual orientation (i.e., lesbian; n=1), trainee 

participant believed visit was not related to sexual health (n=3), or no answer provided 

(n=1). For 31 encounters, participants provided responses to the open-ended questions and 

all felt condoms should continue to be available in the ED and were satisfied with the 

current distribution process.

A small number of ED nurses and staff physicians questioned if this type of care was 

appropriate in the pediatric, acute care setting; citing concerns of parents and community 

disapproval of providing condoms. We resolved these issues by holding informal forums for 

staff to voice concerns, providing additional staff education, removing flavored condoms, 

and clarifying that staff physicians would be notified when condoms were distributed by 

trainees under their direct supervision. Notably, study participants responsible for 

distributing the condoms were invariably positive regarding the program.

Discussion

This study demonstrates the impact of a brief, web-based educational intervention that 

significantly improved provider motivation and confidence to perform recommended sexual 

healthcare practices among physician trainees in a pediatric ED. Participants demonstrated 

an increase in confidence to obtain sexual histories for male and female patients with 

changes in confidence most notable among female trainees. The perception of inadequate 

time as a barrier to care provision was significantly reduced, which may be important in 

influencing practice change.

Interventions to change provider behavior around sexual health practices in the pediatric ED 

have been mixed.18,28 From our previous work2 as well as the literature,29 we anticipated 

provider- and system-level barriers to bringing condoms to our ED. While the majority of 

trainees supported the newly implemented program, some ED staff expressed concerns 

during the study. Providing an opportunity to air concerns and being willing to make 
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modifications to the initial process were key to garnering support for condom distribution in 

the ED.

Given the high demands on provider time, we designed a brief online intervention accessible 

at their convenience. A minimal investment of time and financial resources were required to 

develop and implement this educational intervention; making replication in the ED or other 

clinical settings feasible. A few studies describe video interventions for providers, most 

commonly focusing on improved communication with patients and attitudes towards 

patients with sickle cell disease.30,31 Our work highlights a video intervention to improve 

provider communication and best practices for sexual health among adolescents; recognizing 

these skills are often underdeveloped in traditional medical training, and contribute to 

missed prevention opportunities among youth.32 Future studies to assess the intermediate 

and long term impact of this intervention on provider practice are warranted.

Limitations:

Several limitations should be considered. While this study had a small sample size and 

lacked a control group, the literature demonstrates that similar sample sizes and design have 

been used for initial intervention evaluation.33,34,35 Data was collected from a single, 

Midwestern urban pediatric ED, thus findings may not be generalizable to trainees in varied 

geographic locations. Due to the rotating nature of trainees in the ED, we only obtained 

immediate post-intervention assessments and do not know if changes will be sustained over 

time.

It was surprising that many of our participants reported such high levels of confidence at 

baseline in providing sexual healthcare, given multiple reports of HCP deficits in this area.
14–16 This may reflect improved training in this area, or a degree of self-reporting bias as 

participants may have felt an expectation to be well versed in sexual health or had concerns 

regarding confidentiality. Despite higher than anticipated reporting at baseline, significant 

improvements in provider confidence were observed.

Conclusion:

This educational intervention shows promise to improve the quality of adolescent sexual 

healthcare provided by physician trainees in a busy pediatric ED, which may improve access 

to care for adolescents. Future studies should focus on the evaluation of sustained changes in 

trainee attitudes, motivation, and confidence over time and the potential use of this 

intervention in other clinical settings.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Abbreviations:

STIs sexually transmitted infections

HCPs healthcare providers

ED emergency department

PEM pediatric emergency medicine

GU genitourinary

RAs research assistants
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Figure 1: 
Sexual health assessment practices and condom distribution during clinical care.
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Table 1.

Characteristics of participants (N=51).

Characteristics N (%)

Gender

    Female 27 (52.9)

    Male 24 (47.1)

Age (in years)

    20–29 36 (70.6)

    30–39 13 (25.5)

    40–49 2 (3.9)

Level of Training

    Medical student 2 (3.9)

    PGY 1 18 (35.3)

    PGY 2 13 (25.5)

    PGY 3 18 (35.3)

Training Specialty

    Pediatrics 26 (58.3)

    Emergency medicine 14 (29.2)

    Family medicine 6 (12.5)

    Not applicable (medical students) 2 (3.9)

Completed previous ED Rotation

    Yes 32 (62.7)

    No 19 (37.3)

Completed previous adolescent medicine Rotation

    Yes 21 (41.2)

    No 30 (58.8)
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Table 2.

Baseline (pre-intervention) sexual health assessment practices for adolescent patients with genito-urinary 

complaints in the ED (participants responding “always”)

Assessment practice

Female
patients
N (%)

Male
patients
N (%) P value

Previous sexual intercourse 18 (36.7) 25 (51.0) .092

Last sexual intercourse 6 (12.5) 10 (20.8) .125

Number of lifetime partners 3 (6.1) 5 (10.2) .625

Gender of partners (male, female or both) 5 (10.2) 7 (14.3) .625

Previous STIs
a 17 (34.7) 22 (44.9) .180

Condom use 24 (49.0) 22 (44.9) .754

Last menstrual period 29 (58.0) N/A

Previous anal intercourse 3 (6.1)

a
= Sexually Transmitted Infections
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Table 3.

Motivation and confidence in sexual health assessment practices pre- and post-intervention (Median score and 

range)

Pre-intervention
Median (Range)

Post-intervention
Median (Range) P

Female Patient

Motivation

    Ask parent to step out 3.5 (2–4) 4.0 (3–4) <0.001

    Obtain sexual history 4.0 (2–4) 4.0 (3–4) <0.001

    Discuss condoms 3.0 (2–4) 4.0 (2–4) <0.001

    Offer condoms 3.0 (1–4) 4.0 (1–4) <0.001

Confidence

    Ask parent to step out 4.0 (2–4) 4.0 (3–4) 0.002

    Obtain sexual history 4.0 (2–4) 4.0 (3–4) 0.003

    Discuss condoms 4.0 (2–4) 4.0 (3–4) <0.001

    Offer condoms 3.0 (1–4) 4.0 (1–4) <0.001

Male Patient

Motivation

    Ask parent to step out 4.0 (2–4) 4.0 (3–4) <0.001

    Obtain sexual history 4.0 (2–4) 4.0 (2–4) 0.033

    Discuss condoms 3.0 (2–4) 4.0 (3–4) <0.001

    Offer condoms 3.0 (1–4) 4.0 (1–4) <0.001

Confidence

    Ask parent to step out 4.0 (2–4) 4.0 (3–4) 0.004

    Obtain sexual history 4.0 (2–4) 4.0 (3–4) 0.011

    Discuss condoms 4.0 (2–4) 4.0 (3–4) <0.001

    Offer condoms 3.0 (1–4) 4.0 (1–4) <0.001
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Table 4.

Perceived barriers to sexual health assessments before and after intervention (participants responding “agree or 

strongly agree”).

Pre
N (%)

Post
N (%)

P
value

Attitudes and Beliefs

Because of my religious/cultural beliefs, I am uncomfortable discussing sex with adolescent patients 2 (3.9) 0 (0) --

Because of my religious/cultural beliefs, I am uncomfortable offering condoms to adolescent patients 7 (13.7) 5 (9.8) .500

Providing condoms promotes promiscuity among adolescents 3 (5.9) 3 (5.9) --

I am more comfortable discussing sex w/ older adolescents 35 (68.6) 32 (62.7) .250

Training

I lack sufficient training in obtaining sexual histories from adolescents 4(7.8) 1(2.0) .250

Time

I am concerned that there is not enough time in an ED visit to appropriately discuss sexual health issues 23 (45.1) 11 (21.6)
<.001

b

b
= significant
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