
presenting with a seemingly unrelated issue is beneficial. 
It is essential to provide an environment where the young 
person feels comfortable to discuss sexual health issues. 
That is, confidentiality is assured, they have permission to 
ask sensitive questions and there is an acknowledgment 
of feelings which is void of judgement and assumptions. 
Helping the young person to recognise that sexuality 
involves more than acquired infections but also issues of 
relationships, values, decision-making, and behaviours 
is also important. This can greatly be enhanced by the 
utilisation of a multidisciplinary team approach to identify 
the young person’s needs and to assist in care planning  
to provide positive health outcomes.  

The young adolescents seen through the Liverpool and 
Campbelltown Sexual Health Service were at high risk 
of adverse health and social outcomes. We are currently 
developing a best practice model, including implementing 
HEEADSSS assessment, to improve our service provision 
in this high risk cohort. The discussion around our service 
providing on-site contraceptive management to young 
adolescents is an important future consideration.
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introduction
South Western Sydney Local Health District (SWSLHD) is 
one of the most ethnically-diverse Local Health Districts in 
NSW. In 2012 there was an estimated 887,873 residents of 
whom 7% were very young adolescents (10-14 years). It 
is a relatively disadvantaged area and the health of young 
people is on average poorer than the rest of NSW1

Research has shown there is a link between early sexual 
debut and adverse sexual and reproductive health. In an 
attempt to understand the needs of our local cohort of 
adolescents ≤14 years we wanted to investigate those 
attending the Liverpool and Campbelltown Sexual Health 
Services during 2010-2013. What were their clinical 
presentations, management, behavioural risk factors and 
socio-demographics? We also wanted to explore the 
prospect of developing a best practice model from which 
future clinical practice could be measured.

Method
We audited case notes on all clients 14 years and under 
during the 2010-2013 period and reviewed national and 
state guidelines relevant to young adolescents.

results
Fifty one adolescents 14 years and under were seen;  
17 males and 34 females. 22 (43%) identified as Aboriginal 
or Torres Strait Islander of whom 10 were boys attending an 
outreach public event. 28 (55%) lived in a suburb classified 
as most disadvantaged on the SEIFA index.4 17 (33%) were 
smokers and 18 (35%) engaged in regular drug or alcohol 
use.

51 ≤ 14 year old attended during 2010-2013

Male 17  (33%)

Female 34  (67%)

Aboriginal or Torres Strait Islander 22  (43%)

Disadvantages suburb (SEIFA 1 index) 28  (55%)

Cigarette use 17  (33%)

Drug and alcohol use 18  (35%)

Thirty one females and 2 males were sexually active. 
Of these, 27 (82%) requested a screen, 3 (9%) reported 
sexual assault, 7 (21%) sought contraception, 1 (3%) was 
pregnant, and 7 (21%) had anogenital symptoms. 11 (33%) 
reported no condom use at their last sex. 5 (15%) were 
treated for chlamydia and/or gonorrhoea and 3 (9%) for 
genital herpes. 11 (33%) were notified to the Department of 
Community Services (DoCS), or were already in their care. 

Clinical assessment was comprehensive however 
documentation related to the age of sexual partners, 
potentially coercive or abusive sex, ability to understand 
the clinical content and psychosocial assessment was 
inconsistent.  

Guidelines involving the legal age for consensual sex and 
the management of adolescents consenting to medical 
treatment vary significantly by agency. It is NSW Health 
policy that if the patient is under the age of 14 years, the 
consent of the parent or guardian is necessary for non-
emergency treatment2. However in Australia there are 
legislation and common law principles that identify the 
developing competency of adolescents to make decisions 
regarding their own medical treatment. Consequently in 
some circumstances, parents and their teenage children 
hold coexisting rights to consent to the child’s treatment.

Overview of consent for medical treatment of  
under 14 years old
NSW Kids and Families3 (NSW Health, 2014) identifies 
under the common law, young people under 18 might 
be capable of giving informed consent – although 

consideration should be given to the nature of the 
treatment and the ability of the young person to 
understand the treatment

Generally, for a young person under 14 years the consent 
from a parent or guardian should be acquired – unless the 
young person objects.

To obtain consent to treat a minor without parental approval 
a clinician must make a detailed competency assessment 
to deem the minor legally competent to provide the 
consent. That is, they have sufficient understanding and 

intelligence to comprehend 
what is proposed and why.  
The use of an evaluation tool 
such as the HEEADSSS 
assessment can support the 
essential documentation 
process. HEEADSSS is the 
mnemonic for Home, 
Education and Employment, 
Eating, Activities, Drugs, 
Sexuality, Suicide and 
depression, Safety, 
Spirituality3.

The clinician should be satisfied that the adolescent has  
a full understanding of the following:
–  what the treatment is for and why the treatment is 

necessary
–  any treatment options
–  what the treatment involves
–  likely effects and possible side effects/risks
–  the gravity/seriousness of the treatment
–  consequences of not treating
–  consequences of discovery of treatment by parents/

guardians

If there is indecision whether a minor is competent the 
recommendation is to seek the opinion of a colleague  
or obtain the consent of the minor’s parents/guardians.

It is important to point out that there is no absolutely clear 
cut, single law about consent to medical treatment for 
a minor in NSW. For an in-depth discussion about the 
relevant legislation in NSW see the NSW Law Reform 
Commissions Issues Paper 24 (2004) at:  
http://www.lawlink.nsw.gov.au/lrc.nsf/pages/ip24toc3

Mandatory Reporting
All States and Territories in Australia have legislation that 
makes it compulsory for all healthcare workers to report 
known or suspected child abuse to a designated authority. 
In NSW, mandatory reporting applies to young people up  
to the age of 16. In the other states and territories, it 
applies up to the age of 18 years.

conclusion 
The conversation around sexual health issues will vary 
enormously between individual young people, depending 
on their age, maturity and reason for presenting. Use 
of the HEEADSSS assessment with a young person AVS 74980

case study
Fiona was a 14 year old girl brought into the clinic by a DOCS case 
worker in 2012. She had been having regular sex with a male partner 
who was 26. Fiona immigrated to Australia with her family as a young 
child. She was sexually assaulted at 7 yrs of age and started having 
sex at 11 years. She was aware of condoms but reported that she 
didn’t like using them. She was in trouble at school for her angry 
outbursts and was distracted and difficult during consults with a nurse 
and social worker. She was in contact with her family but living in out 
of home care. She had attended the emergency department on several 
occasions with suicidal ideation. A sexual health screen was performed 
at the clinic which was negative and she was referred to the nearest 
family planning clinic for contraception. She was seen for counseling 
on a further 5 occasions where issues of consent to sex, safe sex, 
contraception and abusive relationships were discussed, and had a 
repeat sexual health screen after reporting casual sex with 10 partners 
without condoms in the prior 3 months. Fiona eventually attended the 
family planning clinic 3 months after her first visit and was prescribed 
the oral contraceptive pill which she only took for 5 days. She was 
seen again 5 months after her initial consult with an unplanned 
pregnancy. After counseling regarding her options she elected to 
continue the pregnancy, and had an uneventful pregnancy and normal 
vaginal delivery. However, the baby was removed from her care at 
birth. She returned at 16 years of age and was still not using condoms 
or contraception.

What can we learn from Fiona’s case?

Very young adolescents seen in the context of a sexual health clinic 
often have a past history of sexual abuse and complex family and 
social circumstances. Their complex needs mean they may ‘fall 
through the cracks’ of hospital, mental health, drug and alcohol, sexual 
assault, sexual health, community, educational and other services. 
Sexual health clinics are based on an adult, STI based model of care 
and are not well placed to manage young adolescents. However 
given that we see a significant number there is an onus on our clinics 
to provide the best care possible. Best practice care for adolescents 
involves addressing identified sexual and reproductive health needs on 
the day of service rather than offering follow up appointments. If Fiona 
was offered immediate long acting contraception on site (Implanon or 
Depo provera) her unplanned pregnancy may have been prevented. 
She had an assessment based on an adult tool that missed many of 
the issues captured in a HEEADSS assessment. Better communication 
and case management between services may have optimised her care. 
She continues to return to the clinic, which suggests she has positively 
engaged with the service, but she remains at significant risk for further 
unplanned pregnancies, sexually transmitted diseases, abusive 
relationships and poor health and social outcomes.

 




