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ADOLESCENT CARE LEARNING RESOURCE GUIDE
INTRODUCTION

Nursing care of adolescent clients is provided in accordance with policies and procedures established at Naval Medical Center Portsmouth.  Nursing Practice at NMCP has adopted Dungan’s Model of Dynamic Integration and Gordon’s Functional Health Patterns to provide a systematic process for assessment which gives structure to the History Part IV data collection tool.  

TERMINAL OBJECTIVE
This Learning Resource Guide is designed to complement the data collection process and utilizes Gordon’s Functional Patterns as it’s framework.  After completion of this Learning Resource Guide, the individual will demonstrate basic knowledge of care requirements appropriate to the adolescent patient.
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LEARNER OBJECTIVES

Upon completion of this guide, the reader will be able to:

1.  List the stages of adolescence.

2.  Describe legal issues unique to the adolescent.

3.  Describe general assessment formats commonly used for interview structures with adolescents.

4.  List common health concerns or problems found in the adolescent population.

5.  Discuss pain assessment and interventions for the adolescent.

6.  Identify contributing factors in the adolescent client’s frequent failure to maintain 


an appropriate diet.

7.  List changes in the adolescent’s skin that may be bothersome.

8.  Identify positive outcomes resulting from cooperative play. 

9.  List components of Piaget’s formal operations stage that develop during adolescence.

10.  Recognize changes in sleep needs associated with growth and development during adolescence.

11.  Identify factors that influence the development of self-concept in the adolescent. 

12.  Identify key relationship patterns important to the adolescent. 

13.  Discuss key educational needs for the adolescent concerning reproduction and sexuality.

14.  Identify both positive and negative coping patterns commonly employed by the adolescent 

population.

15.  List behaviors that are associated with the development of moral reasoning in the adolescent. 

POLICY
1.  Competency Requirements


A.  Complete LRG test with a minimum score of 84%.

B.  The staff member will demonstrate Adolescent-specific interventions to the preceptor when caring for adolescent patients during orientation to the unit, if applicable.  Documentation of performance will be made on the Age-Specific Criteria Competency Checklist.  These will be signed by the Division Head and maintained in the staff member’s training file.


C.
When indicated, additional population specific needs will be addressed at the unit level



utilizing an Addendum Skills Competency Checklist which will be maintained in the staff 



member’s training file.

2.  Scope of Practice

A. When applicable to the individual’s assigned practice, upon completion of the LRG (and any 



applicable unit specific addenda), staff members will demonstrate appropriate knowledge of 



behavioral interventions when interacting with adolescent populations.

            B.
Appropriate addenda will be provided by the specific workspace.

1.  List the stages of adolescence.
DEFINITIONS

Adolescence  -  Adolescence is defined as the period of life that begins with the appearance of secondary sex characteristics and ends with cessa​tion of growth and establishment of emotional maturity.  Adolescence is a relatively healthy period.  Most health problems occurring at this time are not life-threatening, but are of significant importance to the developing adolescent.  This period involves a great number of adjustments, and uncertainty is one of the most characteristic features of adolescence.


Related to illness, adolescents have many intellectual strengths, including the ability to think abstractly and to solve problems.  They can understand their disease and are capable of participating in decisions related to treatment and care.  When hospitalization is required, it generates anxiety in proportion to the patient's past experiences and available strengths.  The nature and treatment of the illness, the hospital environment, and the quality of support received from the medical staff, family, and peers all contribute toward adjustment.  How the illness is perceived is also a major factor, sometimes more so than the illness itself.

STAGES

Early Adolescence  -  approximately 12 to 15 years of age.  There is a narcissistic concern about height, weight, and sexual development.  Patients are aware of heightened body sensations and often have numerous physical complaints.  Early adolescence is a time of self-consciousness, which results both in the increased empathy that comes from understanding the perspective of another person and in increasing self-centeredness.  Illness during the early teens is seen mainly as a threat to body image.  The young adolescent is less overwhelmed by the enforced dependency of illness and is more concerned with physical appearance, function, and mobility.

Middle Adolescence  -  approximately 15 to 18 years of age.  During mid-adolescence, teenagers are anxious about their ability to appeal to the opposite sex and to meet sex role expectations.  Physical growth is practically complete.  The peer group assumes greater importance in determining acceptability and behavior.  During mid-adolescence, the emancipation struggle within the family, although erratic, is at its peak, and is disturbing to both the child and parents.  Hospitalization is least tolerated by this age group.  The dependency and decreased control of life when hospitalized conflict with their strong drive for indepen​dence.

Late Adolescence  -  approximately 18 to 22 years of age.  This period is mainly concerned with the task of education, career, marriage, children, community, and style of life.  Although hospitalization may pose the threat of postponement of career and future plans, hospitalization at this time is better tolerated. The older adolescent sees the family as a support system and can tolerate dependence.

Emancipated Minor  -  Adolescents less than 18 years of age who are no longer under their parent’s authority.  Married minors or minors in the military are automatically considered emancipated and may give consent for medical treatment for themselves and their children.  (See Nursing Policy Manual)

2.  Describe legal issues unique to the adolescent.

LEGAL ISSUES

All states allow minors to obtain treatment in life-threatening situations when legal guardians are not available.  The adolescent may receive treatment for certain condi​tions without parental awareness, e.g., sexually transmitted diseases, contraception, pregnancy, abortion, and drug abuse.  


Explain to adolescents that there are conditions that we are obligated to report:  (a)  if they plan to harm themselves;  (b)  if they plan to harm someone else;  (c)  any suspicion of abuse.


Respecting confidentiality of the adolescent is important in establishing trust.  In general, information should not be divulged or shared without the patient's consent.  Monitor patient records to avoid loss or observation by unau​thorized personnel.  DO NOT give private information about the teenager to telephone callers or visitors.  If any doubt exists as to appropriateness of consent for treatment, consult the legal department before taking any action.

3.  Describe general assessment formats commonly used for 

interview structures with adolescents.

4.  List common health concerns OR PROBLEMS found in the adolescent  population.
HEALTH PERCEPTION AND HEALTH MANAGEMENT  

Describes the client's perceived pattern of health and well-being and how health is managed.

Key Points:  Adolescents usually have developed a perception of their own health status and generally assume more responsibility for their health maintenance.  Discuss with the adolescent if they wish parents/caregivers to be present.  Address questions to the adolescent when parents/caregivers are present.

     
The assessment of health perceptions and health promoting activities evaluate:

 - Common health concern or problems


 - Immunization status

 - Screening for diseases and disease risk factors

 - Safety practices

COMMON HEALTH CONCERNS OR PROBLEMS

 
The most common adolescent health problems are accidents, nutritional disorders (including obesity, anorexia nervosa, and bulimia), acne, substance abuse, pregnancy, sexually transmitted diseases, and stress-coping problems.  Adolescents tend to be preoccupied with body image and function.  Therefore, feedback about assessment findings, if appropriate, should be given.  Emphasize normalcy of development.


Two similar general assessment formats are commonly used as interview structures with adolescents.  HEADSS and PACES are mnemonic aids used to remember the elements.  See reference for detailed use of these formats.

Getting Into Kid’s HEADSS
Putting Adolescents Through the PACES

H = Home

E = Education / vocation

A = Activities / Ambition

D = Drugs / DWI / Delinquency

S = Sexuality / Sexual abuse

S = Suicide / Safety
P = Peers / Parents

A = Accidents / Alcohol / and other drugs

C = Cigarettes / other forms of tobacco

E = Exercise / Eating / Emotions

S = School / Sexuality / Sleep




Ref:  Ambulatory Pediatrics, 5th edition

PHYSIOLOGICAL DEVELOPMENT           

By the end of adolescence all organs are physiologically mature, with cardiac, pulmonary and neurological maturation comparable to the adult norms.  Pulse, respirations, and blood pressure are evaluated according to adult normal values.


The rate of musculoskeletal development increases during adolescence with frequent growth of skeleton and muscles (“growth spurts”) due to accelerated growth hormone production.  Stature growth generally ceases in young men at age 20 and in young women at age 17.  Screening for scoliosis, especially during and after growth spurts is an important component of the adolescent physical.

 IMMUNIZATION
     
Childhood immunizations should be initiated shortly after birth for protection against communicable diseases such as hepatitis, diphtheria, pertussis, tetanus, poliomyelitis, measles, mumps, and rubella.  Parents should keep written immunization histories or charts to remind them of the schedule and for proof of immunization status for entry into school and college.  Adolescents may be given “booster shots” and/or be given immunizations not previously received.  Immunization status should be assessed at every visit to a medical facility, as adolescents are often under-immunized due to the decreased frequency of health care visits.

[image: image3.wmf]
SCREENING FOR DISEASE OR DISEASE RISK FACTORS

     
Adolescents with positive family histories for genetic related diseases such as cardiovascular disease, diabetes mellitus, or sickle cell trait should receive appropriate screening and education regarding the effects of lifestyle.  They should be taught and encouraged to practice self-examination techniques such as breast or testicular self-examinations (which is of particular concern for the adolescent male.  Peak incidence of testicular cancer is between the ages of 20 -35 years.  For sexually active female adolescents, a pelvic exam and Papanicolaou’s (Pap) smear should be performed annually. 

 SAFETY PRACTICES
     
Accidents are the leading cause of morbidity and mortality for adolescents.  With increasing independence through driving, automobile safety is a concern for this age group.  Inquire if seat belts are worn by the adolescent in an automobile.  Ask the adolescent if he/she drives under the influence of drugs or alcohol.  Driving while intoxicated is a common risk for trauma or death.



Firearms in the home, especially if they are unlocked and accessible, place the adolescent at increased risk of injury and death.  Teenagers do not always follow the rules of society, and are attracted to guns as a symbol of power.  Death by gunshot wound is also the most common method of suicide used by the adolescent.  Ask both teens and parents about the presence of firearms in the home and provide counseling regarding measures to keep guns locked away safely along with methods to solve disagreements without the use violence.

If sexually active, safety practices such as condoms and birth control, should be discussed.  If possible, speak to the adolescent alone, as they may be more open to discuss these issues.

Home safety should be evaluated and measures taken to prevent falls, burn, and ingestion of poisons.  For adolescents who participate in sports activities, appropriate protection should be taken to prevent sports related injuries, such as helmets and knee/elbow pads.

CHRONIC ILLNESS


Chronic illness during this period of life is in direct opposi​tion to developmental needs.  It is essential to foster feelings of security and independence within the limits of the situation.  Behavior problems are lessened when patients can verbalize specific concerns with persons sensitive to their problems.  They may be prone to depression if feeling rejected by or different from peers.  


Hospital school programs enable adolescents to keep pace with their classmates and achieve their educational goals. Recreation​al outlets are helpful in combating boredom and providing an outlet for tensions.  Nurses need to help the patient accept his/her body with all its strengths and imperfections.  They must develop an awareness of the teenager's particular fears of forced dependence, bodily invasion, mutilation, rejection, and loss of face, especially within the peer group.  The nurse should also anticipate a certain amount of reluctance to adhere to hospital regulations, which reflects the adolescent’s need for self-determination.  Recognizing this as an asset rather than a liability enables the nurse to plan a more appropriate strategy for care.

5.  Discuss pain assessment and interventions for the adolescent.

PAIN MANAGEMENT

Pain assessment in all patients is extremely important!  Adolescent patients (formal operational thought) are able to understand and give reasons for pain, “I fell and broke my arm”.  They are able to think abstractly and perceive psychological pain.  

Although the adolescent patient has a relatively mature understanding of pain and the cause, their limited life experience decreases their ability to cope in the same ways as adults.  Adolescent patients fear losing control during painful experiences.  Parents/caregivers may be able to provide information for assessment and intervention.  However, it is important to address the adolescent directly. 

Assessment is mostly based on verbal input from the adolescent patient.  


-- Address questions to the adolescent


-- More verbal expressions, such as “It hurts”, “You’re hurting me”


-- Increased muscle tension, stiffness, immobility of painful part


-- Increased heart rate, blood pressure, respiratory rate


-- Withdrawal


-- Less vocal protest and physical resistance than younger children

-- Numeric Rating Scale (0-10) can be used to assess the intensity of pain and the effectiveness      of interventions with children 12 years of age and older.  

-- If patients have difficulty using the Numeric Rating Scale due to cognitive or other 

    impairments, the Wong-Baker Faces Scale can be used.
Interventions:

-- Indepth discussion of cause of pain and possible interventions for relief with the adolescent 

    and parent/caregiver.

-- Allow the adolescent to participate in decisions about pain management.

-- Administration of analgesics before painful procedures and/or before pain increases, including 

    preventive around-the-clock medications.

-- Distraction, relaxation, guided imagery

-- Positive self-talk

6.  Identify contributing factors in the adolescent client’s 

frequent failure to maintain an appropriate diet.

NUTRITION AND METABOLISM -- Describes the client's pattern of food and fluid consumption relative to metabolic need and pattern indicators of local nutrient supply.

Key Points:  Evaluation of nutritional status in the adolescent can be accomplished by:

- Interview adolescent/parents to obtain diet history and insight into nutrition problems

- Use anthropometric evaluation, including height & weight comparison, and weight for stature 

   scales to aid in determining adequacy of dietary intake to meet caloric needs  

- Perform physical assessment to detect problems interfering with nutritional process and to 

  detect signs of malnutrition

EATING BEHAVIORS

Teens may find mealtime distracting because they are preoccupied with other activities.  Eating habits and food preferences are increasingly influenced by advertising and social/peers pressure.  Adolescents on special diets, such as diabetic diets, may have difficulty adhering to the diet, preferring to eat foods their friends eat, especially at special events.

     
Adolescents are particularly likely to engage in fad diets or unusual eating habits in addition to  skipping meals, increased snacking and fast-food consumption.  Self-esteem is often tied to self-image. Female adolescents often seek the ideal model-thin appearance, while male adolescents often aspire to a muscular athletic appearance.  These perceptions and other pressures place adolescents at risk for eating disorders such as anorexia or bulimia, and steroid abuse to build muscles and increase wt.

The highest incidence of anorexia and bulimia occurs in American girls between the ages of 12 and 18 years (estimated at 1 in 20).  Males account for approximately 5 to 10 percent of the population with anorexia nervosa.  There is an increased incidence in participants of sports or professions that require low body weight, such as gymnasts, wrestlers, and ballet dancers.  Education should center around avoidance of fad diets, proper nutrition and ways to build self-confidence safely.  It is important to recognize eating disorders early!

CALORIC NEEDS

     
Adolescence is the second major period of rapid growth affecting every body system.  Caloric needs and nutrient requirements change throughout the life span, and should be evaluated and adjusted in relation to the adolescent’s rate of physical growth, stage of sexual maturity, and usual levels of physical activities. 

ANTHROPOMETRIC MEASUREMENTS

     
Anthropometric measurements of adolescents evaluate height and weight.  Skinfold thickness may also be assessed.  Height should be proportional to weight.  Because of age-related variation in the amount and distribution of subcutaneous fat, anthropometric norms vary across age groups and gender.

7.  List changes in the adolescent’s skin that may be bothersome.

ELIMINATION  -  Describes patterns of excretory function  (bowel, bladder, and skin).

Key Points:  Patterns of bowel and bladder elimination should be evaluated in relation to: 

- Pattern of bowel and bladder elimination

- Characteristics of feces and urine

- Problems with bowel and bladder elimination
- Condition of the skin related to acne

ELIMINATION PATTERNS


Adolescents are usually completely independent concerning bowel and bladder elimination. Assessment findings for adolescents are the same as for adults.  It is important that each understands his/her own “normal” elimination pattern and discusses abnormal patterns with a care provider.  Variations in bowel elimination may be related to inactivity, use of laxatives, and changes in eating habits.

BLADDER


Urinary Tract Infections (UTI’s) are very common, especially among sexually active and pregnant women.  Preventive teaching should emphasize proper wiping (front to back), showering instead of tub bath, wearing cotton underpants, avoiding tight clothing and pantyhose, and limiting time spent lounging in wet bathing suits.  Also, limit contact with allergens or irritants, such as feminine hygiene spray, bubble baths, and perfumed items such as soaps, toilet paper, and sanitary napkins.

SKIN


During puberty, hormone secretion stimulates the maturation of hair follicles, sebaceous glands, and sweat glands in certain body areas.  Sebaceous glands on the face, chest, and upper back become functional, and mild acne may occur.  As sweat production increases, perspiration and body odor become noticeable for the first time.  These normal changes bother some teenagers.  Skin irritation may result from the excessive application of commercial skin products.  There is no scientific evidence that factors such as chocolate, nuts, or fatty foods affect acne.  However, exacerbations coinciding with menstrual cycles result from hormonal activity.  Heat, humidity, and excessive perspiration also have a role in increased acne.  Note areas of self-induced skin damage and teach the adolescent not to squeeze, prick, or pick at lesions.

8.  Identify positive outcomes resulting from cooperative play.

ACTIVITY AND EXERCISE  -  Describes patterns of exercise, activity, leisure, and recreation.
Key Points:   The developmental aspects of activity and exercise functions for adolescents include:

- Nature of play, exercise, and leisure activities

- Motor developmental and maturation of self-care abilities in relation to eating, dressing,        

   and attending to personal hygiene

- Actual or potential problems that may be associated with activity

 MOTOR DEVELOPMENT / PLAY
Motor functions develop rapidly and eventually mature during adolescence and young adulthood.  Adolescents are usually completely independent in performing self-care activities.

Play is the major activity from early childhood into adolescence, providing opportunities for social interaction, learning, and developing gross and fine motor function.  Adolescents are involved in cooperative play and participate in group activities that require mutual cooperation with others.  This enhances the adolescent’s feelings of self-worth and accomplishment, but can also increase the his/her risk of physical injury and psychological stress.  Teaching should emphasize the use of proper protective equipment, and the importance of sleep and nutrition.  Being part of the team teaches important skills such as working together to achieve a goal and sharing the spotlight with others.

9.  List components of Piaget’s formal operations stage that develop during adolescence.
COGNITION AND PERCEPTION  -  Describes sensory-perceptual and cognitive patterns.

Key Points:  Evaluation of cognitive and perceptual functions can be accomplished by:

- Administration of appropriate screening tools

- Interaction with the adolescent

- Interview of adolescent and parents about any cognitive and perceptual problems

- Physical assessment of sensory and hearing systems, and special senses

PHYSIOLOGICAL DEVELOPMENT

Sensory development of vision, hearing, and taste mature during the pre-adolescent period.  In the adolescent assessment, findings will be similar to those in an adult.  Assessment of visual and auditory acuity are essential to ensure optimal functioning during this period of rapid cognitive development and learning.

COGNITIVE FUNCTIONS

Piaget’s Theory of Cognitive Development assists in understanding how children of different ages think and learn.  This is helpful when providing patient teaching and guidance.  In adolescence, the stages of concrete and formal operations can be identified.  With the development of concrete operations, the adolescent becomes less self-centered (egocentric) and develops the ability to see another person’s viewpoint.  Alternative means to achieve the same outcome are considered.  In the higher stage of formal operations, the ability to think abstractly, consider hypothetical situations, and view situations in relation to past, present, and future are developed.  However, due to accelerated development and self-consciousness about personal appearance, his/her reasoning may be clouded.    


When a child reaches adolescence, cognitive development is nearly complete.  Cognitive development usually proceeds without major problems as long as appropriate adaptations have been made to any sensory deficits, the adolescent is motivated to learn, and he/she is exposed to stimulating, learning environments.  Consideration should be given to school / work performance as well as to the effects that watching television, and preoccupation with computer/video games may have on learning.  

LANGUAGE DEVELOPMENT


Adolescents use sophisticated verbal communication, although their behavior may not necessarily indicate an advanced level of communication, cognition, or maturity.  They may respond to verbal approaches with monosyllables, reticence, anger, or other behaviors.  


As caregivers, use open, honest, and straight forward communica​tion with plenty of humor.  Establish flexible, reasonable limits of behavior.  Be supportive (not punitive) when the adolescent lashes out or regresses.  Easing into the initial contact with discussion of non-threatening topics can give the apprehensive adolescent time for self-compo​sure.

10.  Recognize changes in sleep needs associated with growth and 

development during adolescence.
SLEEP AND REST  -  Describes patterns of sleep, rest, and relaxation.

Key Points:  Evaluation of sleep and rest in adolescents should focus on:


- Amount of time the adolescent sleeps each day; including naps and nighttime sleep


- Teen’s or parent’s perceptions of sleep pattern disturbances

 
- Identification of factors that contribute to sleep and rest problems

SLEEP PATTERNS


The adolescent’s sleep/rest needs usually increase because the rate of physical growth accelerates.  Daytime naps and late awakenings on weekends are not unusual because this age group is subject to fatigue.  The average sleep needs for 15-Year-Olds to Young Adults is 6-9 hours/night.

11.  Identify factors that influence the development of Self-concept in the adolescent.

SELF-PERCEPTION / SELF-CONCEPT  -  Describes the client's self-concept pattern and perceptions of self  (e.g., self-conception/worth, body image, feeling state).

Key Points:  The development of one’s self-concept is influenced by cognitive and intellectual abilities, actions and reactions of parents and peers, moral development, and emotions.

Self-concept can be evaluated by:


- Observing the adolescent’s overall appearance and body language


- Interpreting self-disclosing statements about self and self-esteem


- Observing quality of social interaction


- Identifying potential threats to self-esteem and the adolescent’s response patterns


Adolescents encounter many potential threats to self-esteem as they go through the process of forming a unique identity and adjusting to a new body image.  Failure to become independent and responsible and have friends during adolescence may threaten self-confidence and self-esteem.  The self-conscious adolescent may be reluctant to ask for clarification of an explanation that has not been understood.

According to Erikson’s Theory of Human Development, an individual must pass through eight sequential stages, with each stage characterized by a core problem or crisis that must be resolved to some extent before a person can progress to the next stage.  The two stages identified in adolescence are Identity versus Role Confusion and Intimacy versus Isolation.  See Appendix A.

Identity versus Role Confusion – (Age 12 to 18+ years)   The process of forming an identity involves developing a sense of self that resists extreme change during periods of stress or challenge.  Developing an identity enables a person to develop self-confidence and self-esteem.  Identity or self-concept is influenced by many factors including interactions with peers, parents, and others; gender identity; sociocultural beliefs and practices; and adult role models.

Intimacy versus Isolation – (Age 18 to 30 years)  Intimacy refers to establishing an intense, lasting relationship with another person or persons.  Individuals attempt to adjust behavior and needs for mutual satisfaction within the relationship.  Such relationships contribute to a sense of belonging and further contribute to a person’s self-esteem and self-identity.

12.  Identify key relationship patterns important to the adolescent.

ROLES AND RELATIONSHIPS 

Describes the client's pattern of role engagements and relationships.

Key Points:  During the health assessment of adolescents, determine the following:


- Nature of the adolescent’s important relationships and who fulfills the need for nurturing,  

               protecting, and helping


- Dynamics among family members


- Roles enacted by the adolescent


- Peer support (i.e. key club, teams, band, gangs)

IMPORTANT RELATIONSHIPS

Adolescent relationship patterns include interacting with peer groups and forming relationships with members of the opposite gender.  Dating behaviors vary considerably across cultures and among families.  The adolescent is very concerned about appearance and looking like others in the peer group.  Achieving independence from parents and other adults while maintaining affection is an important concern.  

Adolescents may have conflicts with parents, especially between ages 13 and 15.  Such conflicts may develop because of crisis or the teen’s need to express his/her own identity.  Common sources of disagreements include driving the car, dating, smoking, homework habits, and choice of friends.  Conflicts may decrease later as adolescents begin to view parents as acceptable role models.

Adolescents may form strong relationships with other adults such as teachers, clergy, sport coaches, and parental friends.  Adolescents may further identify with adult roles through part-time work or career plans.

13.  Discuss educational needs for the adolescent concerning reproduction and sexuality.
SEXUALITY AND REPRODUCTION
Describes the client's pattern of role engagements and relationships.
Key Points:  Sexuality and reproduction are evaluated in adolescents primarily to determine:


- Adolescent and parental teaching needs related to sexual development and sexual myths

- Development and maturation of secondary sex characteristics during puberty

- Sexuality self-esteem

SEXUAL DEVELOPMENT - PUBERTY


The development of a person’s sexuality begins during infancy and continues throughout the life span.  Generally, girls begin puberty between ages 10 and 12, and boys between ages 12 and 14.  
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For girls, signs of puberty include changes related to breast development; pubic and axillary hair growth; menstruation; and height increases.  For boys, puberty changes include genital development; ejaculation from masturbation or nocturnal emissions; pubic, axillary, chest and facial hair growth; voice changes; and height increases.  Sometimes boys may mistake nocturnal  emissions for the discharge of venereal disease.  Discussion and explanation of body functions will help allay anxiety.
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                        PHYSICAL CHANGES WITH PUBERTY AND ADOLESCENCE IN  BOYS                         

Age                 


Physical Changes                                                                                                   

10-13 years
Genital Development Sequence:

(average onset 11 yr)


   
Stage 1:  Preadolescent - no enlargement of testes or penis




Stage 2:  Enlargement of testes; scrotal skin become more                                                                                            pigmented; no significant enlargement of penis

  

Stage 3:  Penis enlarges in length; continued enlargement of testes           

     Stage 4:  Penis grows in length and width with glands development;




  enlargement of testes

10-13 yr average onset with
     Stage 5:  Mature genitals (average age 15-16yr)

     Stage 2 genital development               

  Pubic hair growth; Facial hair growth; Voice 


Height increase


Average American adolescent grows 34 cm (13.5 in )





 - peak growth spurt at 14  yrs

Approximately 3 yrs after onset of
     
   Ejaculation (masturbation or nocturnal emissions) 

    sperm - Stage 2 genital development

   Mature sperm produced between ages 14-16 yr

Puberty through adolescence
     
   Increased sweat gland secretion, sometimes resulting in acne

                        PHYSICAL CHANGES WITH PUBERTY AND ADOLESCENCE IN  GIRLS                        

Age                 


Physical Changes                                                                                                     
8-13 yr (average 11 yr)   Breast Development Sequence:


Stage 1:  Preadolescent - no glandular tissue


Stage 2:  Breast bud stage


Stage 3:  Further breast tissue growth with nipple protrusion


Stage 4:  Nipple and areola form a mound distinct from breast tissue


Stage 5:  Mature breast (average age 14-16yr)

                                       Pubic Hair Growth Sequence:


Stage 1:  Preadolescent - no pubic hair


Stage 2:  Sparse, long, silky, pigmented hair mainly along the labia

Stage 3:  Coarse, dark, curly hair spreading sparsely over pubic symphysis


Stage 4:  More hair growth and distribution than stage 3, but hair does not yet          

                                                              extend to medial surface of thighs


Stage 5:  Adult pattern with hair growth to medial aspect of thighs;  

                                                              Axillary hair growth


Menarche
Initial cycles may be anovulatory;  Ovulatory cycles begin within 2years of menarche


Height increase

Average American adolescent grows 24cm  (9 inches)




-with peak growth spurt at 12yrs



Increased sweat gland secretion, sometimes resulting in acne

ADOLESCENT SEXUALITY


The development of sexuality involves more than experiencing and responding to the physical changes of puberty.  During adolescence, the further development of one’s personal identity and sexuality are closely associated.  Adolescents are concerned with attitudes, behaviors, and feelings toward themselves and the opposite sex; relationships, affection, and caring between people; and recognition and acceptance of themselves and others as sexual beings.  They also must deal with incorporating the physical changes of sexual development into their self-image and sexual identity. Adolescents may question their sexual identities and sexual orientations.


Adolescents usually have educational needs in relation to sexuality and reproduction.  Parents may or may not be able to meet these needs.  You should determine if parents and adolescent discuss sexual roles and related behaviors.  Additional evaluation may include determining the adolescent’s knowledge about risks of sexual intercourse, including pregnancy, contraception, and sexually transmitted diseases.

ADOLESCENT PREGNANCY



Each year approximately 1,000,000 adolescents in the United States become pregnant.  Slightly more than half of these preg​nancies result in live deliveries, and approximately 400,000 end by abortion. Pregnant teens give a number of reasons for their situation, the most frequent expressed being that intercourse was unplanned so no contraception was used.  Other reasons include belief that the time period was safe, the desire to have a baby, forced intercourse, contraceptive failure or misuse, and problems at home.



The classic behaviors of pregnancy seen in the adult female are also common to the adolescent.  However, the pregnant adolescent and her fetus are at increased risk for morbidity and mortality.  This increased risk may be due to factors other than young age, such as ethnicity, socioeconomic status, health habits, and psychological state.  Medical care of the pregnant teen is often delayed because the teenager does not recognize that she is pregnant or refuses to acknowledge that she might be pregnant.



Poor nutrition is common in pregnant adolescents because of poor dietary habits.  The younger the adolescent, the more weight she needs to gain during pregnancy to produce a child with normal intrauterine growth.  It is common for young adolescents to have low-birth weight infants.  The growth of the adolescent herself may be impaired.  Linear growth in adolescents who become pregnant at younger than sixteen years of age is retarded one to seven years after delivery.  Postpartum social behaviors of the adolescent include failure to graduate from high school, poor employment, and welfare dependency.  See references for further information about assessment of the adolescent father and assessment of the adolescent family.

14.  Identify both positive and negative coping patterns commonly 

employed by the adolescent population.
COPING AND STRESS TOLERANCE  -  Describes the client's general coping pattern and the effectiveness of the pattern in terms of stress tolerance.

Key Points:   During assessment of adolescents in relation to stress and coping, focus on:



- Common stressors associated with stages of growth and development



- The adolescent’s perception of stressors



- Behavioral manifestations of coping or responding to stress



- Support systems during times of stress or crisis

STRESS RESPONSE



An individual’s response to stress is developed throughout the lifespan, and is influenced  by experiences.  Adolescence is a transition period from childhood to adulthood, and is generally a stressful period for both adolescents and their families.  It is a time of exploration and turmoil.  The most common stressors impacting on the adolescent involve poor self-esteem, developmental tasks, physical and emotional changes, achievement, peer relationships, heterosexual relationships, sexual awareness, increasing independence from family, parenting, career choices, and leaving home.



Coping styles are fairly established by mid-adolescence.  Crying is common response, where a “temper tantrum” in the adolescent may indicate an immature or underdeveloped stress response.  Early experience with imitating the feelings, emotions, and responses to stress of family members helps the teen identify how persons of like gender experience and cope with stress.  Imagination, as well as play and participation in sports activities, may be used to alleviate stress.  Using defense mechanisms such as projection, rationalization, regression, sublimation, and malingering in moderation may help protect the ego when unable to perform at the expected level.

SUBSTANCE ABUSE



Drug abuse is a major concern with adolescents.  Alcohol, tobacco and other chemicals such as marijuana, amphetamines, cocaine, crack, heroin, hallucinogens, and illegally obtained prescription drugs may be used by adolescents in attempts to cope with stress.  To elicit information about substance use, discussion during the physical examination is often well-received.  Also the use of a questionnaire is a nonthreatening method for data gathering.



Cigarette smoking, smokeless tobacco, and exposure to environmental tobacco smoke present a significant health hazard for the adolescent.  Adolescent females now have the highest smoking rates of any age-gender group.  The most impressionable period when adolescents are most susceptible to smoking experimentation is between the ages of 12 and 13.  Approximately 19% of high school students report daily cigarette smoking, and the use of smokeless tobacco is on the rise.  Approximately 95% of adult cigarette smokers initiated smoking before 20 years of age, with the average age of initial cigarette use at 11.6 years.  The average age for beginning smokeless tobacco use is 13 years.  Discussion about tobacco use is important when interacting with the adolescent.  Education that emphasizes the undesirable consequences of tobacco use, such as stained teeth, foul-smelling breath and clothes, decreased athletic endurance and disapproval by peers are generally more effective strategies than discussing long-term health consequences with the adolescent.



The use of intravenous drugs also places the adolescent at risk of HIV disease, as does prostitution to purchase drugs.  Signs of drug abuse may include depression, withdrawal behavior, mood swings, skipping or cutting school, change in usual behavior, and friends who use drugs.

TEENAGE SUICIDE


     For the adolescent who is unable to cope effectively with life’s stressors, escape from those stressors is a frequent choice.  Suicide is the third leading cause of death among teenagers.  It is usually accomplished by self-inflicted gunshot wounds, drug overdose, or carbon monoxide poisoning by auto exhaust fumes.  The following is a list of signs to consider in the adolescent assessment as indicators for possible suicide attempt requiring further evaluation:

*talks frequently about death or about the futility of life

*exhibits dramatic mood changes

*appears sad or downcast, or expresses feelings of hopelessness

*shows loss of interest in friends or previous activities

*becomes increasingly withdrawn or spends more and more time alone

*begins having trouble at school or receiving poorer grades than usual

*exhibits behavioral changes that suggest alcohol or drug abuse

*starts giving away prized possessions

*seems unusually apathetic about the future

15.  List behaviors that are associated with the development of 

moral reasoning in the adolescent.
VALUES AND BELIEFS  -  Describes patterns of values, beliefs (including spiritual), and goals that guide the client's choices or decisions.

Key Points:  Evaluation of values and beliefs can be accomplished by doing the following:



- Identifying signs of interpersonal conflict and confusion



- Identifying  level of faith and moral development



- Identifying anticipatory learning needs of adolescent and family members



Values and beliefs greatly influence a person’s attitudes and moral outlook, which help guide behavior and establish life goals.  Values are utilized in decision making and generally persist over a long time period.  Beliefs, based more on faith than fact, represent a personal confidence in the validity of some idea, person, or object.  



The values and beliefs of an individual are influenced and shaped by his/her culture.  Culture is socially inherited and represents a complex system of values, beliefs, customs, communication patterns, rituals, taboos (laws) and norms shared by a group of people.  The values of a culture and the beliefs and values of an individual guide and influence individuals in forming goals, opinions, and decisions every day.



A component of values and beliefs is spirituality.  Individuals throughout their life-span experience spiritual and religious development.  Spiritual development is a dynamic process of gaining awareness of the meaning, purpose, and values in life.  Religious development is the process of accepting a specific system of beliefs, values, norms, and rituals.  Knowing a person’s present developmental stage of faith can provide insight into his or her spiritual needs and can serve as a guide in planning appropriate interventions of care. 



Theories that suggest developmental norms in relation to values and belief systems include Fowler’s Theory of Stages of Faith Development and Kohlberg’s Theory of the Development of Moral Reasoning and Judgment.

STAGES OF FAITH



Fowler identified seven developmental stages of faith, and believed that most people do not grow past the phase established during adolescence.  Stage 0 relates to infancy, where “good” and “bad” are defined in terms of physical consequences to the self.  The infant does not have values or beliefs, but does understand bodily comfort and the relief of tension.  Stage 1 occurs in early childhood.  Here the child develops an awareness of parental values, beliefs, and any associated religious practices, conforming to such patterns to gain acceptance and love.  



School-age children enter Stage 2, where the development of logical thinking assists with understanding world order and the meaning of life.  The perspectives of others, especially family and religious figures, are usually accepted.  Adolescents enter Stage 3.  In this phase, the person attempts to reduce internal conflict by relying on conventional belief systems, and may never advance further in faith development.

MORAL DEVELOPMENT

Kohlberg identified three stages of moral development dependent upon the level of cognitive ability.  In adolescence, moral reasoning develops where the focus is on the process of decision making when values conflict, requiring the individual to make a choice and justify an action.  A law-and-order orientation to right and wrong may develop.  Respect for authority and a desire to conform to laws, meet responsibilities, and respect the underlying principles of the laws and obligations may result.  Rules may be accepted without question because the person believes the particular rule is best for all concerned.  Conforming to the expectations and behaviors of others, loyalty and social order are valued.  Approval seeking is important, and conduct is influenced more by social expectations (family, peers, society) than the threat of punishment. 

ADOLESCENT-SPECIFIC INTERVENTIONS / INTERACTIONS
* Explain procedure to adolescent and parents using correct terminology.  Ask all questions directly of 

   the adolescent, not the parents.

* Give the adolescent a choice as to whether the parent is present.

* Encourage verbalization of understanding about bodily function, plan of care and outcomes.

* Supplement explanations with reasons for “why?”

* Encourage questions regarding “fears”.

* Provide for privacy during interview, when undressing and during procedure/exam.

* Involve in decision-making and planning.

* Realize there may be some resistance.

* Allow adolescent to maintain a sense of control.

* Plan for mobility and functional needs.

* Allow for elimination needs in planning care and procedures.

* Use equipment specific to size of adolescent.

* Provide for communication needs based on identified disability.

* Provide information on community support services.

* Allow for cultural and religious beliefs in providing services.

* Identify social influences which may impact dietary intake.
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APPENDIX A
ERIK ERIKSON’S DEVELOPMENTAL THEORY
According to Erickson, an individual’s positive self-concept is achieved through successful resolution of developmental crisis experienced as he/she passes through eight sequential stages of human development.  

Stage
Psychosocial Crisis
Age
Radius of Significant Others
Theme

I
Trust vs. Mistrust
Infancy

(birth-1 year)
“maternal” person
Getting; tolerating frustration in small doses; recognizing mother as distinct from others and self.  “Can I trust the world?”

II
Autonomy vs. Shame and Doubt
Toddlerhood

(1-3 years)
“paternal” person
Trying out own powers of speech; beginning acceptance of Reality vs. Pleasure principle.  

“Can I control my behavior?”

III
Initiative vs. Guilt
Preschool

(3-6 years)
Family
Questioning; exploring own body and environment; differentiation of sexes. “Can I become independent?”

IV
Industry vs. Inferiority
School-age

(6-12 years)
Neighborhood, school, instructive adult
Learning to win recognition by producing things, exploring, collecting; learning to relate to own sex.  “Can I master the skills necessary to survive & adapt?”

V


Identity vs. Role Confusion
Adolescence

(10-18+ yrs)
Peer groups
Moving toward sexual orientation;  selecting vocation; beginning separation from family; integrating personality.

“Who am I?  What are my beliefs?”

VI


Intimacy vs. Isolation
Young Adulthood

(18-late 20’s)
Partners in friendship; sex; competition
Becoming capable of establishing a lasting relationship with a member of the opposite sex; learning to be creative and productive

VII
Generativity vs. Stagnation
Middle Adulthood

(30–65 yrs)
Family, society, peers, career
Making contributions to family, society, and succeeding generations;  demonstrates consideration, productivity, charity, and perseverance; reevaluates life’s accomplishments and goals.

VIII
Ego Integrity vs. Despair
Late Adulthood

(65-Death)
Family, friends
Acceptance of self and the roles one had fulfilled; maintains meaningful interactions with others and continues personal growth; adjusts to life changes (retirement, limitations, losses); accepts death with serenity.

APPENDIX B
SUMMARY OF GROWTH AND DEVELOPMENT DURING ADOLESCENCE
EARLY ADOLESCENCE   12 - 15 years
PRIVATE 
Physical Develop​ment  / Sexuality
Cognition and Socialization
Personal / Family

Relationships

Maximum growth in​crease, especial​ly in height

Peak growth in height in males at  14 yrs, females at 12 yrs.

Beginning of menses (mean age 12.5 years)

Boys experience nocturnal emissions

Girls are usually 2 years ahead of boys in development at first

Girls may look more obese due to more subcutaneous tissue

May be clumsy and have poor posture

Has general anxiety about and intense occupation with developing body size and functioning,, especially being too small.

Gains mastery and control over

in​creased physical capability

Is very narcissistic

Compares "normali​ty" with peers of same sex


Has limited ability for abstract   thinking

Is clumsy, groping for new values and energies

Tries out various roles

Measures attractiveness by 

acceptance or rejection of peers

Conforms to group norms of dress, activity, and vocabulary

This is low point in sustained 

inter​est and creativity

Television is popular.  Talking to friends via  telephone link  is a favorite activity

Differences are intolerable to the peer group.  Unifor​mity is the norm.

Group activities are valued by     both sexes


Is most ambivalent

Has wide mood swings

Daydreams intensely

Expresses anger outwardly with moo​diness, temper outbursts, 

verbal in​sults, and name-calling

Attempts repeated separation

from parents and concentrates

on relation​ships with peers.

Is period of greatest 

parent-child conflict

Takes constant exception to 

any opi​nion expressed by others

Has strong desire to remain dependent on parents while 

trying to detach



MIDDLE ADOLESCENCE   AGE 15 - 17 YEARS
PRIVATE 
Physical Develop​ment  / Sexuality
Cognition and Socialization
Personal / Family

Relationships

Attains physical maturity in females

Revival and resolution of oedipal conflict occurs

Possible sexual experimentation with peers and hom​osexual episodes are possible

Masturbation is a central concern
Develops capacity for abstract    think​ing

Has ability to maintain an argument

Under pressure may return to earlier cognitive level

Concerned with philosophic,

political, and social problems; often has unrealistic ideals

Worries about school work

Behavioral standard set by peer group

Is most creative period

May experience feeling of "being in love"

Explores "sex appeal”

Sexual preference becoming 

established
Is very self-centered; increased narcissism

Tends toward inner experience and self-discovery

Struggles to find attractiveness as mediated through personal experience

More introspective

Tends to withdraw when upset or

feel​ings are hurt

Emotions vacillate in time and range

Feelings of inadequacy are common, has difficulty in asking for help

Low point in parent-child 

relationship occurs

Greatest push for emancipation occurs

Final and irreversible emotional

de​tachment from par​ents occurs

Has major conflicts over independence



LATE ADOLESCENCE   17 - 22 YEARS

PRIVATE 
Physical Develop​ment  / Sexuality
Cognition and Socialization
Personal / Family

Relationships

Attains physical maturity in the male

Comfortable with physical growth and attractiveness

Sexual identity is irreversible

Body image and gender role definition are nearly selected
Has formal operational thought

Able to view problems comprehensively

Able to make stable relationships and form attachment to another

Makes gains in social integration

Importance of peer groups is lessening

Creative imagination is fading

Life goals and tasks are taking shape

Pursues a career or vocation and 

decisions about lifestyle

Is in a decisive turning point - a time of crisis

Relationships with opposite sex are no longer narcissistic

Defines functional role in terms of life goals
Has more constancy of emotion

Anger is more apt to be concealed

Is in phase of consolidation of iden​tity

Stability of self-esteem occurs

Has growing capaci​ty for mutuality and reciprocity

Relationships are characterized by giving and sharing

Has fewer conflicts with family

Is independent from family

Emancipation is nearly secured

Is able to take or leave advice
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indicate stages of development. Range of ages during which
some of the changes occur is indicated by inclusive numbers.
(From Marshall WA, and Tanner JM: Arch Dis Child 45:13, 1970.)
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