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Current priorities for adolescent sexual and reproductive health
in Australia
S Rachel Skinner and Martha Hickey
ADOLESCENT SEXUAL AND REPRODUCTIVE HEALTH is an
important issue for the Australian population. Pregnancy,
childbirth and sexually transmitted infection (STI) are
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sion in young women aged 12–24 years in Australia in
1997–1998,1 and issues relating to family planning and
female genital disorders (combined) represented the most
common reason young women consulted general practitioners in 1998–1999.1 The longer-term implications of teenage
pregnancy and STI are considerable. If we are to optimise
the economic, social and physical health of all Australian
adolescents and young adults, we cannot ignore the role that
sexual wellbeing plays in this agenda.

ABSTRACT
■

The sexual health needs of teenagers differ from those
of adults.

■

Young sexually active teenagers are at high risk
of Chlamydia trachomatis genital infection and its
complications.

■

Teenage pregnancy continues to be a problem in Australia.

■

Current preventive strategies and clinical services in this
domain of adolescent health in Australia are deficient.

■

Australia can learn from the innovative and effective
strategies developed in various countries for preventing
high-risk sexual behaviours in teenagers.
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Sexual behaviour of teenagers

Adolescents are undergoing developmental processes that
may lead to risky sexual behaviours. Adolescence is characterised by a belief in one’s immortality,2 a desire to experiment, the seeking of peer approval, relatively short-term
relationships,3 and unrealistic expectations about the likelihood and consequences of pregnancy.4 We also know that
Australian teenagers are putting themselves at risk of pregnancy and STI. Teenagers are the most frequent users of
emergency contraception at Australian Family Planning
clinics,5 45% of sexually active Australian high-school students do not use condoms consistently,6 and 31% use
condoms without another form of contraception.7
As adolescents delay seeking prescription contraception
for an average of one year after initiating sexual activity,8 it is
perhaps not surprising that half of adolescent pregnancies
occur in the first 6 months of sexual activity.8 For this
reason, and the fact that younger age is a strong risk factor
for Chlamydia trachomatis (CT) infection,9-11 effective prevention strategies must include young adolescents, ideally
before they become sexually active.
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STI in Australian teenagers

CT genital infection is one of the most common notifiable
diseases in Australia, and the notification rate has been
increasing over the past 10 years.12 Most CT infections occur
in the under-25-years age group.12 As CT infection is often
asymptomatic,11 reported incidence rates are likely to be
underestimates. Thus, prevalence data (based on screening of
population samples) are essential for estimating the true
burden of disease. The few prevalence surveys undertaken in
Australian adolescents (albeit limited to small samples) have
reported rates of CT infection of up to 28%,13,14 which is
similar to rates reported in the US literature. Aboriginal
teenagers represent a particularly high-risk group for CT and
gonococcal infections.12,15
The health, social and economic consequences of CT and
gonococcal infections, particularly repeated infections, are
considerable. Ascending infection is the main cause of pelvic
inflammatory disease (PID), and adolescents are at greater
risk of this complication than adults.16 PID may lead to
tubal infertility, chronic pelvic pain and ectopic pregnancy,
with consequent substantial drains on public funds during
the adult years.
Teenage pregnancy in Australia

Accurate nationally representative data on teenage pregnancy in Australia, which would be crucial for planning and
evaluating prevention programs, are currently unavailable,
as most states do not mandate abortion notifications. The
reported average national abortion rate in 1997–1999
(based on Medicare claims, which are believed to be an
underestimate) was 22 abortions per 1000 teenagers per
year, compared with 19 live births.17 This indicates a higher
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teenage pregnancy rate than many other developed countries, and one of the highest teenage abortion rates in the
developed world (see Box).17,18
The identified correlates of teenage pregnancy in Australia are similar to those described elsewhere.19-21 The
teenage mother in Australia is more likely to be single and a
smoker, and to be living in an area of socioeconomic
disadvantage.17 Teenage pregnancies are more likely to have
uncertain dates and fewer antenatal visits.17 Teenage births
carry a higher risk of medical complications, including
prematurity, low birthweight, the need for neonatal intensive care, and neonatal death.1,17 Pregnant teenagers who
attend antenatal clinics are likely to experience high levels of
psychosocial distress, illicit and licit substance use and
domestic violence.22,23
Young Aboriginal women are over-represented among
teenagers giving birth, especially the youngest teenagers.24
In 1999, 21.3% of Indigenous births were to teenagers,
compared with 4.2% of non-Indigenous births.25 While
Aboriginal teenagers are less likely to terminate their pregnancy, they are more likely to have all the antenatal risk
factors and to have poor birth outcomes than non-Aboriginal teenagers.24

Birth and abortion rates among teenage women
in selected OECD countries, expressed per 1000
women aged 15–19 (data are for 1996)18
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Monitoring and surveillance

In the United States, screening strategies have reduced the
prevalence of CT infection26 and PID,27 and national
guidelines recommend annual screening for CT in all
sexually active adolescents.28 In Australia, the capacity to
plan effective adolescent sexual health services and make
policy decisions on cost-effective interventions is hampered
by the lack of information about rates of STI and pregnancy
terminations among teenagers. If, as has been estimated,
universal screening of sexually active teenagers for CT is
cost-effective in our population when prevalence rates
exceed 2%,29 the availability of reliable data would help in
framing a national policy on universal or targeted screening.
Further data are urgently required to delineate low-, moderate- and high-risk subgroups of adolescents in Australia, and
the causal pathways and contributing factors for STI and
pregnancy.
Interventions to prevent high-risk sexual behaviour
in adolescents

It has been argued that the constant presence of sexualised
images in Western countries creates pressure on adolescents
to have sexual relationships. Yet countries such as the
United States, the United Kingdom and Australia have not
implemented comprehensive sexual-health education programs to teach adolescents the skills to resist these pressures
or to protect themselves from adverse consequences. The
failure to support such programs is perhaps based on the illfounded but powerful sentiment that the education of
children and young adolescents about contraception and
safe sex will promote earlier sexual activity.30 Inadequate
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Japan

3.9 7.1
7.7

Australia

23.9

Canada

22.1

UK

21.3

New Zealand

22.5
30.2

Hungary

55.6
0

30.2
20
40
60
80
Combined number of births and abortions to women
aged below 20 per 1000 15-19-year-olds
Births

USA
100

Abortions

OECD = Organization for Economic Cooperation and Development.

promotion of sexual health is believed to be one of the major
reasons for the high rates of unplanned pregnancy and STI
among teenagers in these countries.18 Other factors, such as
economic and educational inequality in the teenage years,
also contribute to the vastly different rates of teen pregnancy
and STI seen in developed nations.18
Australia can learn from the knowledge and experience of
similar countries in attempting to reduce teenage pregnancy
and STI.18 The Netherlands, which has been very successful
in this regard, has been proactive over several decades in
ensuring that adolescents learn how to use contraception
effectively and face minimal barriers to accessing contraceptive methods.31 In the United States and the United Kingdom, various interventions to prevent risky sexual behaviour
leading to pregnancy and STI have been developed. The few
that have been evaluated in controlled trials have reported
mixed results. One meta-analysis with stringent inclusion
criteria concluded an overall lack of effect from all interventions, including education-based, abstinence-based, clinicbased and multistrategy programs, in preventing teenage
pregnancy.32 A broader systematic review,33 which included
analysis of interventions to prevent unprotected sex, concluded that successful programs simultaneously target several behavioural outcomes and are based on established
theories of health-related behaviour and on research into
antecedents of sexual and non-sexual health-risk behaviour.
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These programs include activities to resist social pressures,
use a variety of teaching methods, are of sufficient duration,
provide training for teachers or peer teachers, and involve
the local community.
Australian initiatives

In Australia, the amount of education teenagers receive
about sexual health is variable. A few years ago, the Federal
Government developed a promising evidence-based curriculum package, aimed at prevention of HIV/AIDS and other
STIs, for use in high schools.34 It is currently being implemented in government schools to varying degrees in all
states (Ann Mitchell, Community Liaison Officer, Australian Research Centre in Sex, Health and Society, La Trobe
University, personal communication). In Western Australia,
a randomised controlled trial of an infant simulator together
with school-based health promotion (the Preconception
Intervention Program)35 is under way (Sven Silburn, Director, Centre for Developmental Health, Telethon Institute
for Child Health Research, personal communication). Successful outcomes in changing adolescent behaviour, demonstrated through controlled studies in the Australian
population, will promote the wider dissemination and sustainability of such interventions.
Clinical services

In the United States, detailed guidelines for regular provision of preventive healthcare (including sexual healthcare)
to adolescents by primary care providers have been established for more than a decade.36 In Australia, there are no
nationally accepted guidelines for adolescent healthcare and
very few specialised clinical services.
Adolescents do not access health services in the same
ways as adults, and effective services must recognise these
differences and plan accordingly. Adolescents have low GP
attendance rates,37 particularly if confidentiality cannot be
assured.38,39 When adolescents do present to GPs they often
only complain of minor symptoms,40 and GPs may lack
confidence and experience to engage young people and
identify the issues of importance.41 A small number of
programs in Australia educate interested GPs, and at least
one has been shown to be effective in improving their skills
in interviewing adolescents.42 Clinic strategies, when
informed by principles of effective health promotion, can be
successful in reducing adolescent sexual risk behaviours.43
It could be argued that sexual health clinics and Family
Planning clinics are adequate as providers of sexual health
services to adolescents. However, this approach alone will
not effectively prevent STI and pregnancy: many adolescents who have recently become sexually active may not
consider themselves at risk and consequently may not seek
out these services. The few comprehensive youth health
services that exist in Australia generally have an established
high-risk clientele, and so may be perceived negatively by
the general population of teenagers.39
As many adolescents face psychological and practical
barriers to accessing the existing health services, schoolbased (or school-linked) health centres, as implemented in
160

some areas of the United States, hold promise. These
centres provide confidential care to students, including
health education, screening, acute care and mental health
services, and many also provide sexual healthcare.44 Schoolbased clinics have been demonstrated to improve understanding of health issues and access to healthcare in adolescents.45 This model deserves evaluation in the Australian
context.
Teenage sexual health in Australia — the future

It is imperative that Australia develop a coordinated policy
to adequately cater for the reproductive and sexual health
needs of adolescents. This should include recommendations
for the development and implementation of:
■ comprehensive evidence-based sexual and reproductive
health education, particularly targeting children and
younger adolescents;
■ clinical services providing comprehensive healthcare to
all adolescents in the broader population (barriers to access
need to be minimised, and innovative prevention strategies
will be required, including training of GPs, the use of
school-based or school-linked clinics, and the broader promotion of youth health services);
■ evidence-based interventions targeting teenagers at particular risk of STI and pregnancy, as determined by surveillance and the presence of antecedents of high-risk sexual
behaviour; and
■ accurate surveillance of STI and pregnancy in teenagers
and national guidelines and standardised practice for STI
screening.
We cannot continue to ignore the high rates of STI among
Australian teenagers, their increased risk of developing PID
and its complications, and the potentially disastrous consequences of teenage pregnancy. Australia has the 6th highest
teenage pregnancy rate among OECD countries.18 As
healthcare providers we have the opportunity to draw from
the experience of other nations to create a model of
adolescent sexual health promotion. Improving the sexual
health of our teenage population will be a secure investment
for the future.
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