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The Adolescent Male
Arik V. Marcell, MD, MPH

Key Points

� Clinicians should provide, at a minimum,
tailored clinical preventive service visits to
the male throughout adolescence (strength
of recommendation: C).

� Clinicians should screen for sexual activity
among adolescent male patients; adolescent
males should be counseled on sexual activity
and contraception routinely (strength of
recommendation: B).

� At-risk adolescent males should be screened
for HIV (strength of recommendation: A),
syphilis (strength of recommendation: A), and
gonorrhea (strength of recommendation: C).
All adolescent males should be screened for
HIV (strength of recommendation: C) and
asymptomatic chlamydia (strength of
recommendation: C).

� Immunization records should be reviewed
and age-appropriate vaccinations
administered during routine healthcare visits
when appropriate (strength of
recommendation: A).

� Table 7-3 provides a detailed comparison of
recommendations for adolescent clinical
preventive services developed by various
national organizations that focuses on
aspects of the adolescent male visit, each
with appropriate evidence ratings according
to the respective organization’s standards.

Introductions0010

p0010 Between the ages of 10 and 20 years, boys
undergo rapid physiologic, psychological, and
social changes. Although adolescent males are

typically viewed as being “healthy,” a gender dif-
ferential exists in adolescent morbidity and mor-
tality with adolescent males being in the
disadvantaged group.1 Moreover, most causes of
adolescent males’ morbidity and mortality are
preventable. Both unintentional and intentional
injury, including the use of alcohol while driving
or swimming, involvement in motor vehicle acci-
dents, lack of use of seatbelts or helmets, access
to and use of guns, and completed suicides,
contribute to overall higher rates of deaths among
adolescent males compared with females. The
main causes of morbidity among adolescent males
are related to drug use, sexual activity, asthma,
behavioral problems, and nonfatal injuries.1–3

Routine clinical preventive services for all adoles-
cents that allows for screening for high-risk beha-
viors and health conditions by clinicians could
help to identify adolescents at risk earlier and tar-
get appropriate interventions. Moreover, during
middle adolescence, the typical male’s use of
healthcare declines and continues to remain low
throughout adulthood. Although adherence to tra-
ditional masculine beliefs may play a role in this
decline, other factors also make important contri-
butions, including a lack of health insurance, a lack
of a regular source of primary care, a lack of knowl-
edge about confidential services, a lack of clinical
hooks that females have with contraceptive care
and Papanicolaou guidelines, and a decreased
involvement by parents in appointment making.

p0020A routine office visit provides the clinician
with a unique opportunity to connect with an
adolescent male who may otherwise have few
subsequent interactions with the healthcare sys-
tem as a young adult. The primary care physician
plays an integral role in overall adolescent male
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health promotion and disease prevention. The
goal of this chapter is to review a typical adoles-
cent male clinical encounter, including a review
of male puberty and development, components
of the adolescent male visit, and a review of com-
mon adolescent male health issues. This chapter
will help to guide clinicians in their work with
adolescent males through an evidence-based
approach to preventive healthcare.

Normal Puberty and
Developments0020

p0030 Although pubertal timing for adolescent males is
highly variable, pubertal changes generally follow
a predictable sequence and are permanent. Sexual
maturity rating (SMR), also known as Tanner
staging, is an essential sexual maturity scale that
can assist in assessing adolescent physical devel-
opment.4 The SMR is highly correlated with phys-
ical maturity as measured by bone age as opposed
to chronologic age. For the adolescent male,
changes in SMR are separately described for geni-
talia (e.g., testes and penis) and pubic hair.

Sexual Maturity Ratings0030

p0040 A prepubertal male is staged as genital sexual
maturity rating 1 (SMR1) and pubic hair SMR1,
whereas an adult male is classified as genital
SMR5 and pubic hair SMR5 (Figure 7-1 and
Table 7-1). Genital SMR2 is characterized by the

first sign of puberty—testicular enlargement.
The hallmark of genital SMR3 is penile lengthen-
ing. During genital SMR4, testicular growth con-
tinues to final adult size in genital SMR5. Racial
and familial hair variation can occur with some
males not progressing beyond pubic hair SMR4
(e.g., Asian males). It is also possible for a male
to be at different genital and pubic hair SMRs, but
typically SMRs are closely correlated with one
another. An orchidometer can help the clinician
appropriately stage a male’s genital SMR in the
clinical setting. During an examination, it is com-
mon and normal to find a male’s left testis to hang
slightly lower than the right testis. It is also com-
mon for a growing male to be concerned about
his genital size. Adolescent males may require
reassurance that genital sizes varyduring andafter
pubertal development and depend onwhether the
penis is flaccid or erect.5

Pubertal Timing and Sequence s0040

p0050The male’s predictable sequence of puberty
begins with the first visible sign of puberty, called
gonadarche, or testicular enlargement. This occurs,
on average, between 11–12 years of age but can
occur as early as 9.5 years and is the hallmark of
genital SMR2. Approximately 6 months later,
pubic hair becomes visible (pubarche). Adrenarche,
an event independent of puberty, is due mainly
to the adrenal production of androgens and can
occur as early as 6 years of age. This event can

SMR 1
Prepubertal
with pubic

hair.

SMR 2
Scrotum and

testes enlarge, and
textured scrotal
skin appears.

SMR 3
Marked by penile

growth,
particularly
in length.

SMR 4
Further penile growth
in length and breadth
has occurred. Glans is
larger and broader, and

hair is adult in type.

SMR 5
Testes and scrotum are adult

in size, pubic hair is adult
in quantity and pattern.

A guide to the male sexual maturity rating

f0010 Figure 7-1. Tanner stages for adolescent males. (Adapted from: Marcell AV: Making the most of the adolescent male health
visit Part 2: the physical exam, Contemp Peds 23[6]:38–46, 2006.)

10007

Heidelbaugh, 978-1-4160-3000-3

2The Developing Male

76



contribute to faint body hair growth andunderarm
odor prior to puberty. The lengthening of the phal-
lus follows pubarche and represents the hallmark
of genital SMR3. Spermarche, or sperm found
in the ejaculate, is evident approximately 12–18
months after the testes enlarge during genital
SMR3 when the male may begin to experience
two normal events: the onset of nocturnal ejacula-
tory events during sleep (“wet dreams”) and spon-
taneous erections during the daytime. Rapid
enlargement of the larynx, pharynx, and lungs
lead to alterations in vocal quality that are typically
preceded by vocal instability (i.e., voice cracking)
during SMR3–4. The male’s growth spurt occurs
approximately 2–2.5 years after gonadarche, when
testicular volumes reach approximately 9–10 cm3,
representing the hallmark of SMR4.

p0060 The typical duration of a male’s pubertal
sequence is 4–5 years. A medical workup should
be considered in a boy who has genital changes
before the age of 9.5 years for precocious puberty
and for delayed puberty in a male who has had
no changes in genital development by age 13.7
years, no hair growth by 15.1 years, or a lapse
of more than 4–5 years after genital SMR2 onset
with no progression.6,7 Other pubertal events
include growth of axillary, facial, and body hair
during SMR4, the ability to grow a beard during
SMR5, and the completion of chest and body hair
development during the mid 20s.

p0070 The original studies that describe sexual matu-
rity development conducted by Reynolds and
Wines8 and later by Tanner and Marshall9 were
predominantly performed among white males.
Limited in their generalizability to other racial
groups, these studies were longitudinal in design
and thus described variations in the pattern of

pubertal changes in boys over time. A recent
cross-sectional study by Sun and colleagues10

reported the timing of sexual maturation among
a more diverse national sample of adolescent
males in the United States. This study sampled
non-Hispanic white, non-Hispanic black, and
Mexican-American boys as part of the Third
National Health and Nutrition Examination Sur-
vey (NHANES III) conducted between 1988 and
1994. Findings for males included significant dif-
ferences in the median age of entry for genital
SMR2 between only non-Hispanic black (9.20
years) and Mexican-American (10.29 years) males
(age for non-Hispanic white males, 10.03 years).
Significant differences were also found in the
median age of entry for pubic hair SMR2 among
all three groups: 11.98 years for non-Hispanic
white, 11.16 years for non-Hispanic black, and
12.30 years for Mexican-American males. The
original article also describes the median age of
entry into SMR 3, 4, and 5 where fewer racial dif-
ferences were found as well as the mean ages of
timing of males’ genital and hair development.

Growth and Development s0050

p0080During puberty, the adolescent male experiences
changes in physical growth, including changes
in height, weight, relative body compositions,
and organ systems. Changes in the male’s physi-
cal appearance are first evident distally (e.g.,
hands and feet) followed by arms and legs, and
then centrally (e.g., trunk and chest). In total, a
male will gain approximately 20% of his adult
height during puberty.7 The growth spurt occurs
late in puberty (SMR4) at, on average, 14 years of
age. The prepubertal male grows approximately

t0010 Table 7-1. Classification of Sex Maturity States in Boys

SMR

Stage Pubic Hair Testes Penis

1 None or fine nonpigmented hair

(adrenarche)

Preadolescent (<4 mL in volume; <2.5 cm in

diameter); thick scrotal skin, pink

Preadolescent (<6 cm in

length)

2 Scant, long, straight, slightly

pigmented at base of symphysis

pubis

Testicular enlargement (4–8 mL in volume;

2–3 cm in diameter); enlarged scrotum, skin

reddening, texture altered

Minimal change

3 More pigmented, curly, spread

across symphysis pubis junction

Larger (8–10 mL in volume; 3.5 cm in

diameter); scrotal skin darkens, thins,

wrinkles

Penis lengthens

4 Curly, pigmented, fills in pubic

triangle; no extension onto

thighs or toward umbilicus

Larger (10–15 mL in volume; 4–4.5 cm in

diameter); scrotum dark

Larger (11–17 cm length

when flaccid); glans and

breadth increase in size

5 Extension onto medial surface of

thighs and toward umbilicus

Adult size (20–25 mL in volume; >4.5 cm in

diameter)

Adult size

SMR, Sexual maturity rating.

Adapted from: Tanner JM: Growth at adolescence, ed 2, Oxford, England, 1962, Blackwell Scientific Publications.
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5 cm/year (2 in/year). During puberty, the male
will gain an average of 28 cm (11 in). By the end
of pubertal development, males are taller than
females because males’ growth spurt occurs
approximately 2 years later than females’, allow-
ing for 2 additional years of growth at prepuber-
tal rates, and males experience greater height
gain (approximately 3 cm more than females dur-
ing peak height velocity).

p0090 Weight gain parallels linear growth during
puberty but is delayed by several months, with
the male gaining approximately 50% of ideal adult
weight in total.7 Lean body mass, approximately
80% in the average prepubertal child, increases in
boys to 90% compared with 75% in girls due to
accumulation of less subcutaneous fat. An increase
inmales’ musclemass is followed approximately 6
months later by an increase in muscle strength.
Approximately 67% of males’ bone density is
deposited during adolescence.11 Other changes
include doubling in heart size and vital lung
capacity as well as increases in blood pressure,
blood volume, and hematocrit.4,12,13 Stimulation
by androgens of sebaceous and apocrine glands
results in acne and body odor.

Psychosocial Developments0060

p0100 Whereas puberty is the biologic process during
which a child becomes an adult, adolescence ismore
broadly defined. Adolescence is a period high-
lighted by the achievement of normal develop-
mental tasks including physical growth,
formation of an identity and moral system, forma-
tion of sexual identity, and preparation for the
future. It is also marked by changing relationships
including separation fromparents (independence)
and intimacywithmembers of same and/or oppo-
site gender. A summary of the main tasks accom-
plished by adolescents across three distinct
periods—early, middle, and late adolescence—is
found in Table 7-2. Males are behind females of
the same chronological age, not only in their phys-
ical development, but also in their emotional and
psychosexual development. Thus, the distinct age
ranges for adolescence for males may be consid-
ered as 11–14/15 years for early adolescence, 14/
15–17 years for middle adolescence, and 17–21
years for late adolescence.14

The Health Visits0070

p0110 A number of guidelines including the American
Medical Association Guidelines for Adolescent
Preventive Services (AMA GAPS), the American
Academy of Pediatrics (AAP) Guidelines for

Health Supervision III, the Maternal and Child
Health Bureau’s (MCHB) Bright Futures (BF),
the US Preventive Services Task Force’s
(USPSTF) Guide to Clinical Preventive Services,
and the American Academy of Family Practice
(AAFP) Summary of Recommendations for Clin-
ical Preventive Services each make significant
contributions toward our understanding of
adolescent male-specific services as part of the
health visit (Table 7-3).15–19 The different organi-
zations use varying methodologies to determine
its guidelines. For example, the USPSTF guide-
lines are based on the proven ability of screening
procedures and interventions to improve clinical
outcomes. The AMA GAPS, BF, and AAP guide-
lines incorporate expert opinion due to limited
data from preventive service studies that exam-
ine clinical outcomes using adolescent subjects
in clinical settings. The AMA GAPS guidelines
were released in 1994 and are highlighted by
the 1997 addition of the adolescent annual visit
as a measurement battery by the National Com-
mittee for Quality Assurance through its Health
Employer Data and Information System.

p0120Upon comparison of adolescent male clinical
preventive service recommendations developed
by national organizations (see Table 7-3), one will
note great variability in the recommendations as
well as the fact that for many content areas there
is insufficient research. Despite this, clinicians
should not discount the importance of providing
adolescent male preventive services in the clinical
setting. On the contrary, the AMA GAPS presents
an important set of recommendations that can
help organize the adolescent male health visit.
Overall, the main focus of a routine health visit
for an adolescent male aged 11–21 years is to
address the biomedical and psychosocial aspects
of his health and to focus on the promotion of
preventive services. The AMA GAPS guidelines
make 24 recommendations, 23 of which are appli-
cable to the adolescent male (Table 7-4), includ-
ing the following:

� u0010The delivery of health services for
adolescents

� u0020The use of health guidance to promote the
health and well-being of adolescents and
their parents or guardians

� u0030The need to screen for specific conditions
that are relatively common to adolescents
and that cause significant suffering either
during adolescence or later in life

� u0040The use of immunizations for the primary
prevention of selected infectious diseases

p0130In 2007, the AAP and MCHB will release an
updated version of Bright Futures as a single
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combined effort that will replace the current two
separate guidelines. The USPSTF and AAFP
guidelines are updated yearly. The following sec-
tion reviews components of the health visit for
the adolescent male and summarizes key recom-
mendations for service delivery based on the
above guidelines. Recommendations from other
guidelines are reviewed as appropriate.

Visit Frequencys0080

p0140 The periodicity of the healthcare visit for adoles-
cent males varies from one guideline to another.
Annual visits are promoted by the AMA GAPS,

AAP, and BF, all of which make a distinction
among developmental stages of adolescence,
whereas the USPSTF and AAFP promote more
tailored visits.

Components of the Healthcare Visit s0090

p0150The AMA GAPS, AAP, and BF discuss the need
to perform a comprehensive physical examination
as part of the healthcare visit. The AMA GAPS
states that a complete physical examination should
occur during three of these preventive services vis-
its: once during early (ages 11–14 years), middle
(ages 15–17 years), and late (ages 18–21 years)

t0020 Table 7-2. Central Issues in Early, Middle, and Late Adolescence

Variable Early Adolescence Middle Adolescence Late Adolescence

Age (years) 11–14/15 14/15–17 17–21

SMR* 1–2 3–5 5

Somatic � Secondary sex characteristics
� Beginning of rapid growth
� Awkward appearance

� Height growth peaks
� Body shape and composition change
� Advanced secondary sexual

characteristics
� Acne and odor
� Spermarche

� Physically mature
� Slower growth

Cognitive and

moral

� Concrete operations
� Unable to perceive long-term

outcome of current decision

making
� Conventional morality
� Frequent daydreaming

� Emergence of abstract thought

(formal operations)
� May perceive future implications

but this may not apply in decision

making
� Questioning mores

� Future oriented with

sense of perspective
� Idealism; absolutism
� Able to think things

through independently

Self-concept/

identity

formation

� Preoccupied with changing

body
� Self-consciousness about

appearance and attractiveness
� Fantasy and present oriented

� Concern with attractiveness
� Increasing introspection; may

withdraw under stress
� Sense of invincibility
� “Stereotypical adolescent”

� More stable body image
� Attractiveness may still be

of concern
� Emancipation complete
� Firmer identity

Family � Increased need for privacy
� Increased bid for independence
� Less interested in parental

activities

� Conflicts over control and

independence
� Struggle for acceptance of greater

autonomy

� Emotional and physical

separation from family
� Increased autonomy
� Adult-adult family

interactions

Peers � Seeks same-sex peer affiliation

to counter instability

� Intense peer group involvement
� Preoccupation with peer culture
� Peers provide behavioral example

� Peer group and values

recede in importance
� Intimacy/possible

commitment takes

precedent

Sexual � Increased interest in sexual

anatomy
� Normal to compare one’s body

to others and self-explore
� Anxieties and questions about

genital changes, size
� Limited dating and intimacy

� Testing ability to attract partner
� Initiation of relationships & sexual

activity
� Questions of sexual orientation

� Consolidation of sexual

identity
� Focus on intimacy &

formation of stable

relationships
� Planning for future &

commitment

Relationship to

society

� Middle-school adjustment � Gauging skills and opportunities � Career decisions (e.g.,

college, work)

*See Table 7-1.

SMR, Sexual maturity rating.

Adapted from: Marcell AV: Adolescence. In Kliegman RM, Behrman RE, Jenson HB, Stanton BF, editors: Nelson textbook of pediatrics, ed

18. Philadelphia, 2007, Saunders.
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t0030 Table 7-3. Comparisons Among Recommendations for Adolescent Clinical Preventive Services Developed
by National Organizations: The Adolescent Male

AMA GAPS AAP BF USPSTF AAFP

PANEL GUIDELINES EVIDENCE-BASED GUIDELINES

Target age range (years)a 11–21 11–21 11–21 11–24 13–18

Periodicity of visit Annual Annual Annual Tailored Tailored

Comprehensive physical examination Yes Yes Yes ND ND

Sports physical examination ND Nob1 ND ND NDb2

History: Screening and Counseling

School performance/problemsc Yes Yes Yes ND ND

Nutritionc Yes Yesd Yes I ND

Physical activityc Yes Yes Yes I I

Eating disordersc Yes Yes Yes ND ND

Sexual activity and contraceptione Yes Yes Yes B ND

STI/HIV counselingc Yes Yes Yes B B

Tobacco usec Yes Yes Yes I Ic

Alcohol usec Yes Yes Yes I I

Other drug usec Yes Yes Yes I ND

Depressionc Yes Yes Yes I I

Risk for suicidec Yes Yes Yes I ND

Abusec Yes ND Yes I9 I

Injury and violence preventionc,h Yes YesI1 Yes BI2; II3 B (injury)

Physical Exam/Health Guidance

Hearing and visionc ND Yesf Yes I ND

Hypertension (BP)c Yes Yes Yes Ig Ig

Normal development (including Ht and Wt)i Yes Yes Yes I ND

Obesity (BMI)c Yes ND Yes I I

Sexual maturity rating Yes Yes Yes ND ND

Testicular cancer screen No Yes Yes D D

Teaching of TSEc ND Yes Yes D D

Scoliosis ND Yes Yes D D

Skin protectionc ND Yes ND I I

Dental healthc ND Yesm1 Yes Bm2; Im3 Am2

Laboratory Screening Tests

Cholesterole Yes Yesn Yes ND ND

Tuberculosise Yes Yeso1 Yes Yeso2 A

Hematocrite No No Yes D ND

Urinalysis No Yesp1 Yesp2 Dp3 Dp3

STI (GC, CT)e Yes Yesq1 Yes Iq2; Dq3 Iq2; Dq3

STI (HCV, HSV, HBV) No No Yes (HSV) D D

Syphilise Yes Yes Yes A A

HIV infectione Yes Yes Yes A A

Table continued on following page
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adolescence, respectively, and that more frequent
examinations may be warranted based on clinical
signs or symptoms. The AAP and BF recommend
yearly examinations with the need for older chil-
dren to be undressed and suitably draped.

p0160 The recommendations described above are not
inclusive of the pre-participation physical exami-
nation (PPE). The goal of the PPE is to identify
musculoskeletal and other medical conditions that
could be worsened by sports participation or
could cause significant morbidity and mortality
in an adolescent athlete (see Chapter 26, The Col-
legiate/Professional Male Athlete).20 Such an
examination is described to include a history

and physical examination that focuses on sports
involvement, for example, a comprehensive
orthopedic examination and a history of and risk
for sports injury. Unfortunately, the effectiveness
of the PPE is limited21–24 because these examina-
tions (1) detect a very small proportion of cardiac
abnormalities, such as abnormalities that would
put an individual at risk for sudden death; (2)
do not adequately identify exercise-induced
bronchospasm; and (3) are poorly predictive of
orthopedic injuries. The PPE is used in place of
an annual comprehensive health evaluation by
many teens, a practice that is not consistent with
the AMA GAPS, AAP, and BF guidelines.17–19

Table 7-3. Comparisons Among Recommendations for Adolescent Clinical Preventive Services Developed
by National Organizations: The Adolescent Male (Continued)

AMA GAPS AAP BF USPSTF AAFP

PANEL GUIDELINES EVIDENCE-BASED GUIDELINES

Immunizations

ACIP recommendations Yes Yesr1 Yes Yesr2 Yes

Health Guidance for Parents{ Yes Yes Yes ND ND

AMA, American Medical Association (data from Elster and Kuznets17); AAP, American Academy of Pediatrics (data from AAP19); BF, Bright

Futures (data from Green and Palfrey18); USPSTF, US Preventive Services Task Force (data from USPSTF16); AAFP, American Academy of

Family Physicians (data from AAFP15); ND, not discussed; I, insufficient evidence for or against; A, strongly recommend; B, recommend; D,

recommend against; STI, sexually transmitted infection; HIV, human immunodeficiency virus; BP, blood pressure; Ht, height; Wt, weight;

BMI, body mass index; TSE, testicular self examination; GC, Neisseria gonorrhoeae; CT, Chlamydia trachomatis; HCV, hepatitis C virus; HSV,

herpes simplex virus; HBV, hepatitis B virus; ACIP, Advisory Committee on Immunization Practices.
aThe AAP, AMA, and BF make a distinction among developmental stages of adolescence.
b1Not to be performed in place of a comprehensive physical examination. b2The AAFP recommends against the use of routine

electrocardiogram as part of a periodic health or pre-participation physical examination for cardiac disease in asymptomatic children and adults.
cProcedure recommended for all adolescents/parents.
dAge-appropriate nutrition counseling should be an integral part of each visit per the AAP Handbook of Nutrition (1998).
eProcedure recommended for selected adolescents who are at high risk for the medical problem.
fThe AAFP strongly recommends to counsel smoking parents with children in the house regarding the harmful effects of smoking and

children’s health.
gChild abuse is not addressed as a separate screening topic, but it is included in the general screening for family violence.
hThis includes activities such as promoting the use of safety belts and safety helmets, placing home fire alarms, and reducing the risk of

injury from firearms and violence. Organizations differ in the activities they include for injury preventions.
i1Violence prevention and management for all patients per AAP Statement “The role of the pediatrician in youth violence prevention in

clinical practice and at the community level” (1999); i2counseling all patients to use occupant restraints, to wear helmets, and to refrain

from driving under the influence; i3insufficient evidence for or against counseling to reduce risk of unintentional household and/or

recreational injuries.
jObjective once in early, middle, and late adolescence; subjective all other times.
kRecommended in persons 18 years or older.
lThis includes providing adolescents with information on normal physical, psychosocial, and sexual development.
m1As appropriate per dentist; m2fluoride supplementation recommended in children aged 6 months to 16 years; m3insufficient evidence

to recommend for or against routine risk assessment of preschool children; adolescents are not discussed.
nCholesterol screening for high-risk patients per AAP statement “Cholesterol in Childhood” (1998). If family history cannot be ascertained

and other risk factors are present, screening should be at the discretion of the physician.
o1TB testing per recommendations of the Committee on Infectious Diseases, published in the current Red Book.71 Testing should be done

upon recognition of high-risk factors. o2The USPSTF defers to the US Centers for Disease Control and Prevention (CDC) recommendations

on tuberculosis control.
p1Conduct dipstick urinalysis for leukocytes for sexually active adolescent males; p2conduct urinalysis a minimum of once during

adolescence; p3screen for asymptomatic bacteriuria.
qlAll sexually active patients should be screened for STIs; q2for GC, men at increased risk for infection; q3for GC, men who are at low risk

for infection.
r1Schedule per Committee on Infectious Disease, published annually in the January edition of Pediatrics. Every visit should be an

opportunity to update and complete a child’s immunizations; r2The USPSTF defers to the CDC ACIP recommendations on immunization.

Adapted from: Elster AB: Comparison of recommendations for adolescent clinical preventive services developed by national

organizations, Arch Pediatr Adolesc Med 152(2):193–198, 1998 with updates.
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t0040 Table 7-4. Guidelines for Adolescent Preventive Services with a Total of 24 Recommendations

Recommendations for Delivery of Health Services

Recommendation 1. From ages 11–21 years, all adolescents should have an annual preventive services visit.

Recommendation 2. Preventive services should be age and developmentally appropriate, and should be sensitive to

individual and sociocultural differences.

Recommendation 3. Physicians should establish office policies regarding confidential care for adolescents and how parents

will be involved in that care. These policies should be made clear to adolescents and their parents.

Recommendations for Health Guidance

Recommendation 4. Parents or other adult caregivers of adolescents should receive health guidance at least once during

early adolescence, once during middle adolescence, and preferably, once during late adolescence.

Recommendation 5. All adolescents should receive health guidance annually to promote a better understanding of their

physical growth, psychosocial and psychosexual development, and the importance of becoming actively involved in

decisions regarding their healthcare.

Recommendation 6. All adolescents should receive health guidance annually to promote the reduction of injuries.

Recommendation 7. All adolescents should receive health guidance annually about dietary habits, including the benefits of

a healthy diet and ways to achieve a healthy diet and safe weight management.

Recommendation 8. All adolescents should receive health guidance annually about the benefits of physical activity and

should be encouraged to engage in safe physical activities on a regular basis.

Recommendation 9. All adolescents should receive health guidance annually regarding responsible sexual behaviors,

including abstinence. Latex condoms to prevent sexually transmitted diseases (including HIV infection) and appropriate

methods of birth control should be made available with instructions on ways to use them effectively.

Recommendation 10. All adolescents should receive health guidance annually to promote avoidance of tobacco, alcohol

and other abusable substances, and anabolic steroids.

Recommendations for Screening

Recommendation 11. All adolescents should be screened annually for hypertension according to the protocol developed by

the National Heart, Lung, and Blood Institute’s Second Task Force on Blood Pressure Control in Children.

Recommendation 12. Selected adolescents should be screened to determine their risk of developing hyperlipidemia and

adult coronary heart disease, following the protocol developed by the Expert Panel on Blood Cholesterol Levels in

Children and Adolescents.

Recommendation 13. All adolescents should be screened annually for eating disorders and obesity by determining weight

and stature, and asking about body image and dieting patterns.

Recommendation 14. All adolescents should be asked annually about their use of tobacco products, including cigarettes

and smokeless tobacco.

Recommendation 15. All adolescents should be asked annually about their use of alcohol and other abusable substances,

and about their use of over-the-counter or prescription drugs, including anabolic steroids, for nonmedical purposes.

Recommendation 16. All adolescents should be asked annually about involvement in sexual behaviors that may result in

unintended pregnancy and STIs, including HIV infection.

Recommendation 17. Sexually active adolescents should be screened for STIs.

Recommendation 18. Adolescents at risk for HIV infection should be offered confidential HIV screening with the ELISA and

confirmatory test.

Recommendation 19. Female-specific recommendation regarding need for regular Papanicolaou testing.

Recommendation 20. All adolescents should be asked annually about behaviors or emotions that indicate recurrent or

severe depression or risk of suicide.

Recommendation 21. All adolescents should be asked annually about a history of emotional, physical, or sexual abuse.

Recommendation 22. All adolescents should be asked annually about learning or school problems.

Recommendation 23. Adolescents should receive a tuberculin skin test if they have been exposed to active tuberculosis,

have lived in a homeless shelter, have been incarcerated, have lived in or come from an area with a high prevalence of

tuberculosis, or currently work in a healthcare setting.

Recommendations for Immunizations

Recommendation 24. All adolescents should receive prophylactic immunizations according to the guidelines established by

the federally convened Advisory Committee on Immunization Practices.

HIV, Human immunodeficiency virus; STI, sexually transmitted infection; ELISA, enzyme-linked immunosorbent assay.

Adapted from: Elster A, Kuzsets N: Guidelines for adolescent preventive services (GAPS), Baltimore, MD, 1993, Williams & Wilkins.
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Minor Consent and Confidentialitys0100

p0170 Physicians should establish office policies to
accommodate minors seeking services for which
they are able to consent. The age of majority in
the United States is 18 years of age. Males and
females may be able to consent as minors for
reproductive health issues (e.g., pregnancy and
prenatal care, sexually transmitted infections
[STIs], and human immunodeficiency virus
[HIV]-related care), substance abuse, and mental
health services in addition to services related to
an alleged rape or sexual offense. Laws regarding
minor consent vary from state to state and excep-
tions to the rule, such as the emancipated minor,
also exist.25 The AMA GAPS recommendation #3
(see Table 7-4) also suggests that physicians
establish office policies regarding confidential
care for adolescents and how parents can be
incorporated in this care, and recommends that
such policies be made clear to adolescents and
their parents.17

p0180 Clinical services provided to adolescents are con-
fidential with conditional limits based onwhether or
not the adolescent has been physically or sexually
abused and/or is at harm to himself/herself or
others. Concern about any physical abuse warrants
contacting local or county child protective services.
Concern about self-harm or harm to others warrants
referral to child crisis or psychiatric services, social
workers, and in urgent cases, law enforcement. The
Health Insurance Portability and Accountability
Act (HIPAA) “Privacy Rule” provides standards to
protect the security and privacy of “protected health
information” for children and adolescents as it does
for adults but should not restrict the ability of a
health care provider to share information with other
providers needed to treat an adolescent patient.”

Taking a Historys0110

p0190 The medical and psychosocial history should be
taken while the adolescent male is clothed to
make him feel more comfortable and less dis-
tracted. As with any adolescent, clinicians should
be sensitive to the adolescent male patient’s
needs and provide him with an environment that
allows for conversation with minimal interrup-
tions. The medical history should be obtained
with the parent or guardian in the examination
room to ensure accuracy and completeness and
should include the review of existing medical
health issues, classification of risk for future med-
ical problems such as obesity or diabetes, and
a review of current medications, allergies to med-
ications, and vaccination status. Use of a family

tree or genogram can help to map family history
for significant medical conditions.

p0200Before the initiation of the psychosocial assess-
ment, the parent or guardian should be asked to
step out of the examination room so that the clini-
cian can speak with the adolescent male alone
and confidentially. During the psychosocial his-
tory, the clinician should use a balance of closed-
and open-ended questions as well as active lis-
tening. The use of self-administered question-
naires before the physician-patient interaction
can help in both time-efficiency and direct assess-
ment, although such questionnaires should not
be used in place of verbal assessment or interac-
tion on more pressing issues or concerns.

p0210The AMA GAPS and BF have developed
screening questionnaires and suggested questions
to incorporate as part of the routine psychosocial
history.17,18 Another specific strategy that can help
the clinician organize the psychosocial history is
called the “HEADSS Assessment.”26,27 HEADSS
stands for specific content areas that are recom-
mended for assessment: Home, Education, Eating,
Activities, Drugs, Sexual identity/activity, Sui-
cide/depression, and Safety. The updated article
by Goldenring and Rosen27 provides a more de-
tailed discussion regarding handling confidential-
ity in the clinical setting; Marcell and Bell28 also
provide a more detailed discussion regarding
how to take a history of an adolescentmale patient.

p0220Table 7-3 provides a comparative summary of
recommendations by national organizations for
the provision of health guidance screening and
counseling on various topics as part of an adoles-
cent male clinical visit,15–19 including guidance
on school performance/problems; nutrition;
physical activity; eating disorders; sexual activity
and contraception; STI counseling; tobacco, alco-
hol, and other drug use; depression; risk for sui-
cide; abuse; and injury/violence prevention.29–41

The USPSTF is currently updating recommenda-
tions for drug abuse screening and counseling
on motor vehicle injuries and has decided not to
update recommendations for counseling on
household and recreational injuries and youth
violence. The USPSTF states that it “recognizes
the impact that injuries have on children and
adults and the importance of violence as a public
health issue and the burden that youth violence
has on a community” but believes that, based on
the limited evidence on counseling on these topics
in clinical settings, a recommendation would have
limited impact. The CDC’s Community Guide has
published recommendations on preventing vio-
lence to which the clinician may want to refer
(www.thecommunityguide.org). The AMA GAPS,
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BF, and AAP also recommend that parents receive
health guidance on many of the above topics at
least once during their child’s early adolescence,
again during middle adolescence, and, preferably,
again during late adolescence.

The Physical Examinations0120

p0230 After the history is taken, the male patient should
be asked to change into a gown in private. An
examination with an adolescent clothed can miss
important physical examination findings, includ-
ing gynecomastia or acne on the trunk. Before
starting the examination, the clinician should
review with the patient the components of the
physical. As the examination progresses, the cli-
nician should briefly comment on any pertinent
findings and what will be conducted next. The
comprehensiveness of the examination will
depend on the reason for the visit. Lengthy dis-
cussions should be avoided while the male
patient is in a compromising position, such as
during the genital examination or in a gown.

Vital Signss0130

p0240 Current guidelines do not provide recommenda-
tions on the effectiveness or frequency needed
to check a pulse, temperature, or respiratory rate
during non-urgent care visits. The performance
of blood pressure screening as part of an adoles-
cent preventive services visit has varying degrees
of acceptance (see Table 7-3). Hypertension
among older adolescent males is most commonly
due to essential hypertension, whereas secondary
hypertension among younger males is more com-
monly due to renovascular disease. Appropriate
age and height charts should be used for inter-
pretation of child and adolescent blood pressure
readings.42 Follow-up includes performing multi-
ple readings (at least three) obtained on different
occasions before hypertension can be appropri-
ately diagnosed. Hypertension in adolescents is
defined as a systolic or diastolic blood pressure
reading greater than the 95th percentile for the
patient’s age, height, and gender.12,43 Severe
hypertension is defined as readings greater than
99th percentile, whereas values between the
90th and 95th percentiles are defined as prehyper-
tension; appropriate referral to a pediatric cardiol-
ogist should be considered for evaluation and
management in such cases.

Body Mass Indexs0140

p0250 Checking bodymass index (BMI) as part of an ado-
lescent preventive services visit also has varying

degrees of acceptance (see Table 7-3). BMI can help
to identify a male who is underweight, at risk for
obesity, or obese, but it is somewhat limited in that
it does not differentiate well between muscle bulk
and fat, nor does it accurately assess a person who
has a large frame. Regarding eating disorders,
males account for approximately 5–15% of persons
with anorexia nervosa and bulimia nervosa,44 and
approximately 7% of adolescent males report dis-
ordered eating patterns, including a history of
binging, purging, or using a laxative.45 Additional
findings seen among patients with eating disor-
ders include abnormal vital signs (e.g., bradycar-
dia or hypothermia) as well as a history of
engagement in activities to modify weight, such
as involvement in higher risk sports (e.g., wres-
tling), excessive power lifting or weight training,
or the use of nutritional supplements.

p0260An overweight or obese condition may signal a
risk factor for the identification of other medical
conditions. Sixty percent of overweight adoles-
cents have at least one medical complication,
including sleep apnea, slipped capital femoral
epiphysis, hypertension, glucose intolerance,
hyperlipidemia, and pseudotumor cerebri.46 An
additional tool to the measurement of BMI
includes the assessment of regional fat distribu-
tion. Fat that is distributed in the waist area has
been shown to be predictive ofmorbidity in adults,
including an elevated risk of cardiac disease and
diabetes mellitus. Standardized waist circumfer-
ence measurements for children and adolescents
are currently in development. Any adolescent
male who has a BMI greater than the 95th percen-
tile should undergo an in-depth medical assess-
ment.46,47 A male who is obese and short in
stature should undergo evaluation for an endo-
crine (e.g., growth hormone deficiency, hypothy-
roidism) or genetic disorder (e.g., Prader-Willi
syndrome and Laurence-Moon syndrome).

Vision and Hearing s0150

p0270Recommendations for the routine assessment of
vision and hearing are less consistent across
guidelines (see Table 7-3). Only the AAP and BF
endorse routine vision and hearing screening
among adolescents.18,19 The USPSTF is currently
updating its 1996 vision and hearing impairment
recommendation that stated there is insufficient
evidence to recommend for or against routine
screening of asymptomatic adolescents for vision
or hearing impairment.48 Recommendations
against hearing impairment screening, except
for those exposed to excessive occupational noise
levels, may be made on other grounds.

2The Developing Male

84

10007

Heidelbaugh, 978-1-4160-3000-3



Growths0160

p0280 A separate assessment of height and weight is
endorsed by all guidelines except the USPSTF
(see Table 7-3). The plotting of height and weight
measurements on standardized growth charts and
sharing of findings and trends can be an excellent
method for the clinician to connect with adoles-
cent male patients, especially pre-teenaged and
early teenaged males who will be interested about
their growth and final adult height. If childhood
trends are not available to estimate final height,
this can be done by using mid-parental
heights ([mother’s height (in) þ 5 in] þ father’s
height [in] divided by 2 [or 13 cm instead
if heights are provided in centimeters]).7

Developments0170

p0290 The AMA GAPS, AAP, and BF endorse examina-
tion for appropriate development.17–19 Compo-
nents include tracking for somatic growth and
appropriate progression through Tanner stages
by documenting sexual maturity ratings as
described above. This should be performed at
least annually for adolescents who have not gone
through puberty or are in the midst of puberty.

Genital Examinations0180

p0300 Periodic genital examination is important for a
number of reasons: (1) to reveal problems in a
male’s development using Tanner stages for hair
and genitalia separately, (2) to screen for sexually
transmitted infections in the sexually active male,
(3) to identify previously undiagnosed genetic dis-
ease (e.g., Klinefelter’s syndrome, late-onset 21-
CAH), (4) to identify structural anomalies, some
of which may lead to problems with infertility
including varicocele, spermatocele, hydrocele,
meatal abnormalities (e.g., hypospadias) and signs
of testicular trauma, (5) to identify issues related to
an uncircumcised penis including phimosis/para-
phimosis or issues related to hygiene, (6) to iden-
tify hair or skin issues including folliculitis or
jock itch, (7) to examine for signs of an absent testes
(e.g., cryptorchidism) or testicular atrophy due to
either a central etiology or steroid or marijuana
abuse, (8) to reassure the male about variations in
normal genital findings (e.g., penile pearly
papules, sebaceous cysts), and (9) to help the male
gain a better understanding of his body.

p0310 Specific recommendations about screening for
testicular cancer by the clinician are controversial,
as is the practice of teaching the patient about
testicular self-examination. TheAAPandBFrecom-
mend that examination ofmale genitalia for normal
development be part of the complete physical

examination during early, middle, and late adoles-
cence and the teaching of testicular self-examina-
tions to middle and late adolescent males.18,19 The
American Cancer Society also recommends that a
testicular examination be included as part of a rou-
tine examination and teaching about the testicular
self-examination among men at risk for testicular
cancer.48a Conversely, in 2004 the USPSTF changed
its recommendation from insufficient evidence to
recommend for or against screening for testicular
cancer to a recommendation against routine screen-
ing.49 They also note that “clinicians should be aware
that patients who present with symptoms of testicu-
lar cancer are frequentlydiagnosedashavingepidid-
ymitis, testicular trauma, hydrocele or other benign
disorders.”Thus for amale presentingwith a genital
complaint, a genital examination and, specifically, a
testicular examination is important and testicular
cancer shouldbea consideration inone’sdifferential.
The AAFP now defers to this updated USPSTF rec-
ommendation.15 Risk factors for testicular cancer
include Caucasian race, age between 13 and 39,
cryptorchidism, testicular atrophy/dysgenesis, tes-
ticular trauma, family history of testicular cancer,
HIV, and Klinefelter’s syndrome. The association
between trauma to the testes and testicular cancer
may be due to increased cell turnover in an already
malignant testicle or to increased awareness of a
testicle with an existing tumor.

p0320Whether guideline updates will impact males’
genital health is an important area of future
research. This is of particular relevance because
studies show that youngmenareunawareof testic-
ular pathology that affects their age group.50,51

Although one study reports that males with a
history of cryptorchidism are able to recall that
they have had this condition,52 no previous
study has examined whether males at increased
risk for testicular cancer know about their risk.

Genital Examination Pointers s0190

p0330The male patient should stand during the genital
examination. While in a gown, he should be
instructed to lower his pants and underpants to
expose his genitalia and inguinal area. The clinician
shouldbegin the examinationby inspecting the skin
around the genital area—including inspection of
pubic hair for crabs, lice, or nits—and Tanner
staging should be performed. Next, the inguinal
lymph nodes should be palpated bilaterally for
swelling or tenderness. Palpation of the scrotal con-
tents includes gentle compression of the testes and
epididymis between the clinician’s thumb and first
two fingers. Any abnormalities, including tender-
ness upon palpation, abnormal testicle shape or
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size, masses, swelling, or presence of any nodules,
should be noted. Each testis should be evaluated
for Tanner stage and each spermatic cord with its
connecting vas deferens should be identified and
palpated for any tenderness or swelling.

p0340 Palpation of the penis should also include
inspection of skin on the shaft and glans for ulcers,
raised lesions, or signs of inflammation. If a foreskin
is present, the patient should be asked to retract it.
The glans should be gently compressed between
the clinician’s thumb and index finger to open the
urethral meatus. If no discharge is visible (a sign
of urethritis), the shaft of the penis may be
stripped/milked from its base to the glans. The
meatus should also be inspected for stenosis,
lesions, and mal-opening position of the urethra
(i.e., hypospadias). Lastly, to evaluate for possible
hernia the clinician should insert a digit in the open-
ing of each inguinal canal and ask the patient to
cough (Valsalva maneuver). A rectal examination
is not routinely recommended for adolescent males
unless significant risk factors are present (e.g., a
male who is engaging in sex with another male).

The Use of a Chaperones0200

p0350 Using a chaperone for the male genital examination
is highlighted by a separate AAP guideline53 that
recommends the physician be “sensitive to the
patient’s feelings about an examination” and that
“physician judgment and discretion must be para-
mount in evaluating the needs for a chaperone.”
The discussion of the need for physicians to use a
chaperone has generally focused on female patients
only. Few studies have examined adolescents’ pre-
ferences for use of chaperones,54–56 particularly pre-
ferences of the adolescent male. The only study that
examined both adolescent male and female prefer-
ences found that younger males and females pre-
ferred to be accompanied, generally by a family
member, whereas with increasing age males pre-
ferred to be alonewith the physician comparedwith
females,whopreferredaccompaniment.Ahistory of
sexual abuse and the request for a chaperone are
situations where the use of a chaperone is definitely
warranted. The need to use a chaperone is a separate
issue from patient preference regarding the provi-
der’s gender; studies remain inconsistent regarding
adolescent males’ provider gender preference.57–59

Laboratory Screening Testss0210

Non-STI Related Screening Testss0220

Cholesterols0230

p0360 The GAPS, AAP, and BF guidelines recommend
cholesterol screening among adolescents.17–19 The

USPSTF does not discuss evidence regarding
screening adolescents for lipid abnormalities,
whereas it concludes that the benefits of screening
for and treating high-risk young adults outweigh
any potential harms.60 The Executive Summary
of the Third Report of the National Cholesterol
Education Program Expert Panel on Detection,
Evaluation, and Treatment of High Blood
Cholesterol in Adults makes recommendations
for men aged 20–35 years only and not younger.61

This panel concludes that “risk factor identifica-
tion in young adults is an important aim for long-
term prevention.” This would include measure-
ment of low-density lipoprotein cholesterol as a
component of a fasting lipid profile analysis once
every 5 years and the identification of accompany-
ing risk determinants. If only nonfasting testing is
available, the values for total cholesterol and
high-density lipoprotein cholesterol will be useful.

Tuberculosis s0240

p0370All guidelines recommend routine screening
for tuberculosis in asymptomatic high-risk per-
sons.15,17–19 The USPSTF will not update its 1996
recommendations and defers to Centers for Dis-
ease Control and Prevention (CDC) guidelines for
targeted tuberculosis screening.62 The CDC also
recommends that providers of medical care for
children and adolescents should use a question-
naire to screen all new patients for risk factors of
latent tuberculosis infection.63 Persons at high risk
include HIV-infected persons, close contacts of
persons with known or suspected tuberculosis,
immigrants from countries with high tuberculosis
prevalence, medically underserved low-income
populations, and residents of correctional or men-
tal institutions and long-term care facilities.

Hematocrit s0250

p0380No guideline recommends specific routine hemato-
crit screening of adolescentmales. TheAAPdescribes
that screening should only occur among adolescents
at risk, defined as those for whom there is a concern
about anemia (e.g., a menstruating female).19

STI-Related Tests s0260

Urinalysis s0270

p0390The USPSTF and AAFP recommend against
conducting a urinalysis to screen for asymptomatic
bacteriuria.15,64 If the clinician is testing for STIs,
specifically Chlamydia trachomatis and Neisseria
gonorrhoeae, painless and noninvasive genetic probe
urine-based testing techniques are available and
easy to use.65 Although the AAP recommends
conducting dipstick urinalysis for leukocytes at
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least once between 11 and 21 years of age and
annually for the sexually active adolescent,19

and the BF recommends a urinalysis once during
adolescence but does not describe a rationale (e.g.,
screening for asymptomatic bacteriuria or for
STIs),18 recent recommendations by the CDC state
that the leukocyte esterase test is not recommended
for screening males for Chlamydia trachomatis.65a

Neisseria gonorrhoeaes0280

p0400 The GAPS, AAP, and BF recommend routine
screening for STIs, including gonorrhea, among
symptomatic adolescents.17–19 The USPSTF and
AAFP state that there is insufficient evidence to
recommend for or against routine screening of
men for gonorrhea at increased risk for infec-
tion.15,66 High-risk men include those who have a
history of previous gonorrheal infection or other
STIs; have new or multiple sex partners; inconsis-
tently use condoms; exchange sex for drugs or
money; use drugs; are African American; have
sex with other men; or live in regions of high gon-
orrhea prevalence. The USPSTF and AAFP recom-
mend against routine gonorrhea screening in men
who are at a low risk for infection.15,66

Chlamydia trachomatiss0290

p0410 The GAPS, AAP, and BF recommend routine
screening of STIs, including chlamydia.17–19

Although asymptomatic infection is common,
the USPTF and the AAFP state that there is in-
sufficient evidence to recommend for or against
routine screening of asymptomatic men for Chla-
mydia of any age.15,67 These guidelines state
though that partners of infected individuals
should be tested and treated if infected or treated
presumptively. Recent new recommendations by
the CDC review the evidence in male Chlamydia
screening and conclude that screening for Chla-
mydia should be performed among males attend-
ing STD clinics and Job Corps and among males
less than 30 years of age entering jails. Males with
Chlamydia infection should be re-screened at 3
months for repeat infection and partner services
should be offered to partners of males with Chla-
mydia. These new recommendations specifically
do not address whether all sexually active men
of certain ages should undergo annual Chlamydia
screening or whether selected high-risk popula-
tions of males warrant screening. In addition,
theses recommendations promote the use of
urine as the specimen of choice for screening
asymptomatic men (NAATs are the test of
choice) and that pooling of urine specimens
should be considered for testing of Chlamydia
in low prevalence settings.65a The CDC STD

Guidelines endorses that males younger than 25
who are sexually active should be screened for
STIs, including Chlamydia and gonorrhea, using
urine-based techniques, especially if the STI preva-
lence is high in that community.65

Hepatitis C Virus s0300

p0420The USPSTF and AAFP recommend against rou-
tine screening for hepatitis C virus (HCV) in
asymptomatic adult men who are not at increased
risk for infection and state that there is insufficient
evidence to recommend for or against routine
screening for HCV in adult men at high risk for
infection.15,68 Risk factors for the contraction of
HCV include any blood-borne exposure via intra-
venous or intranasal drug use or contaminated
blood transfusions; it is thought that the risk of sex-
ual transmission of HCV is very low.

Herpes Simplex Virus s0310

p0430All guidelines recommend against routine
screening for herpes simplex virus in asymp-
tomatic adolescents and adults15,17,18,69 except
the BF, which does not specify how to screen
for herpes simplex virus (e.g., physical examina-
tion versus serologic assay).19

Hepatitis B Virus s0320

p0440All guidelines recommend against routine
screening of asymptomatic men for hepatitis B
virus (HBV).15,17–19,70 The AAP’s Red Book71

does not recommend the need for susceptibility
testing before immunization routinely in chil-
dren or adolescents with unknown or uncertain
immunization status. Red Book states that “test-
ing for previous infection may be considered
for people in risk groups with high rates of
HBV infection, such as users of injection drugs,
homosexually or bisexually active men, and
household contacts of HBsAg-positive people,
provided testing does not delay or impede
immunizations efforts.”71 Red Book also states
that “routine postimmunization testing for anti-
HBsAb is not necessary but is recommended
1–2 months after the third vaccine dose for the
following specific groups: (1) hemodialysis pa-
tients, (2) people with HIV infection, (3) people
at occupational risk of exposure from sharp inju-
ries, (4) immunocompromised patients at risk of
exposure to HBV, and (5) regular sexual con-
tacts of HBsAg-positive people.”71

Syphilis s0330

p0450All guidelines recommend routine serologic test-
ing (via rapid plasma reagin or venereal disease
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research laboratory non-treponemal tests) for
persons at increased risk for syphilis.15,17–19,72

Men at increased risk for syphilis include men
who have sex with men, are detained, exchange
money or drugs for sex, have a history of other
STIs including HIV, and are in sexual contact
with persons with active syphilis.72

Human Immunodeficiency Viruss0340

p0460 All guidelines recommend routine HIV screen-
ing.15,17–19,73 The USPSTF specifically recom-
mends screening of adolescents and adults at
increased risk for infection.73 Persons at high risk
include men who have engaged in any of the fol-
lowing behaviors: had sex with men after 1975;
have unprotected sex with multiple partners;
are past or present injection drug users; exchange
sex for money or drugs; are past or present sex
partners of HIV-infected, bisexual, or injection
drug users; are being treated for an STI; have a
history of blood transfusion between 1978 and
1985; or who request an HIV test since nondisclo-
sure may be indicative of high-risk behavior.73

The USPSTF also states that there is good evi-
dence of increased yield from routine HIV
screening of persons who report no individual
risk factors but are seen in high-risk or high-
prevalence clinical settings, such as jails, STI
clinics, and teen clinics.73 Males who continue
to engage in high-risk activities are also recom-
mended to be tested periodically.

p9000 In September 2006, the CDC released new
guidelines that “HIV screening is recommended
for patients in all health-care settings after the
patient is notified that testing will be performed
unless the patient declines (opt-out screening).
The CDC recommends that persons at high risk
for HIV infection should be screened for HIV at
least annually; separate written consent for HIV
testing should not be required and general con-
sent for medical care should be considered suffi-
cient to encompass consent for HIV testing; and
prevention counseling should not be required
with HIV diagnostic testing or as part of HIV
screening programs in health-care settings.”74

Other Issuess0350

Mandatory Physician Notifications0360

p0470 Physicians are mandated to report to the public
health department in most districts patients who
test positive for gonorrhea, chlamydia, syphilis,
and HIV and report that these patients have
received appropriate treatment and referral when
applicable.

Partner Treatment s0370

p0480Physicians are encouraged to discuss with
patients who test positive for STIs to contact any
partners who may have been exposed within 2–
3 months of infection for testing and treatment.
This can involve one of three options: (1) immedi-
ate involvement of the local health department in
tracking, contacting, and treating partners; (2) cli-
nician referral of sexual partners by eliciting the
names of sex partners and taking responsibility
for seeking them out for treatment; or (3) self-
referral that involves giving the patient a card
with appropriate information on it (specifics about
the disease and where and when partner(s) can
obtain medical evaluation) that the patient can
give to his partner(s). Expedited partner ther-
apy can reduce rates of persistent or recurrent
STIs but is not currently approved by all states.

Immunizations s0380

p0490Current immunization recommendations are
based on the CDC’s Advisory Committee on
Immunization Practices.75 In brief, the hepatitis
B vaccine is recommended for all adolescents
not previously immunized. The hepatitis A vac-
cine is now recommended universally for all chil-
dren at 1 year of age and for persons at risk,
including men who have sex with men; children
in states, counties, and communities where rates
are at least double the national average (greater
than 20 cases per 100,000) during baseline period
of 1987–1997; illegal-drug users; persons who
have occupational risk for infection, chronic liver
disease, or clotting-factor disorders; and persons
traveling to or working in countries that have
high or intermediate rates. The combined tetanus,
diphtheria, and pertussis vaccine (Tdap) is now
recommended for adolescents aged 11–12 years
of age and those who have completed the recom-
mended childhood diphtheria-tetanus-pertussis/
diphtheria–tetanus–acellular pertussis (DTP/
DTaP) vaccination series and have not received
a tetanus and diphtheria (Td) booster dose.
Adolescents aged 13–18 years of age who missed
the age-11–12 booster dose should also receive
Tdap. Subsequent Td boosters are recommended
every 10 years. Meningococcal conjugate vaccine
(Menactra) is recommended for all children at
aged 11–12 years as well as to unvaccinated ado-
lescents at high school entry (age 15 years) and
for all college freshmen living in dormitories or
other communal settings. Additional vaccinations
recommended for adolescents not previously
immunized include measles/mumps/rubella
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and varicella for adolescents not previously
infected. Influenza vaccine is now recommended
for children aged 6 months or older with certain
risk factors, including but not limited to asthma,
cardiac disease, sickle cell disease, HIV infection,
diabetes, and conditions that compromise respi-
ratory function. Human papillomavirus vaccine
(HPV) is now recommended for female adoles-
cents at age 11–12 years. Currently, noHPV immu-
nization schedule is recommended for males. The
impact of HPV vaccination in males is currently
under investigation.

Common Adolescent Male
Physical Examination
Findingss0390

Acnes0400

p0500 Skin disorders, including acne and eczema, pro-
vide the physician clinical “hooks” to engage ado-
lescent males in clinical services. Almost all
adolescent males by the SMR4 stage will develop
visible acne. During the clinical encounter, it is
common for an adolescent male with acne to
not raise it as a concern. In the majority of
instances, when asked, an adolescent male with
acne will be interested in treatment options. Clin-
icians should review prior treatment histories,
including use of products that could be making
the acne worse (such as astringents). The specific
type (e.g., inflammatory, comedonal/obstructive,
or scars/noninflammatory lesions) and severity
(e.g., mild, moderate, severe) of acne should then
be determined during the physical examination.76

p0510 Topical retinoids should be included in the
management of most patients with acne and are
recommended as the first-line therapy for mild
to moderate inflammatory acne, comedonal acne,
and maintenance therapy.76 Combination therapy
(e.g., topical retinoids and antimicrobial therapy)
is considered to be significantly better than anti-
microbial agents alone for treatment of inflamma-
tory lesions.76 The primary indication for
systemic antibiotics is the presence of moderate
to severe inflammatory acne (i.e., acne on the
face, back, or chest).76 For example, a recent
Cochrane database review of the literature found
that minocycline is likely to be an effective treat-
ment for moderate acne vulgaris, but the
researchers found “no reliable randomized con-
trolled trial evidence to justify its continued use
as a first-line agent, especially given the price dif-
ferential and the concerns that still remain about
its safety.”77 Patients with severe acne and scar-
ring most benefit from referral to dermatology.

Gynecomastia s0410

p0520During the SMR2–SMR3 stages, approximately
40–65% of males develop some degree of breast
hypertrophy that typically occurs bilaterally due
to a relative excess of estrogenic stimulation. On
examination, the clinician may be able to visua-
lize a breast bud or palpate breast tissue.

� u0050Type 1 gynecomastia represents a breast
bud (equivalent to the female breast at
SMR2 stage).

� u0060Type 2 gynecomastia represents a breast
nodule.

� u0070Type 3 gynecomastia represents findings
equivalent to a stage SMR3 (female) breast.

p0530The majority of males experience bilateral
budding usually no larger than female breast size
stage SMR2–SMR3. One fifth of adolescent males
may experience unilateral gynecomastia. Physio-
logic gynecomastia sufficient to cause embarrass-
ment and social disability occurs in fewer than
10% of males. Swelling of the breast that is less
than 4 cm in diameter has a 90% chance of resolv-
ing itself within 3 years.78

p0540Gynecomastia that presents in the prepubertal
stage, later in puberty, or in the absence of signs
of pubertal development may be pathologic and
requires a medical workup, including taking a
thorough history of medication (e.g., histamine-
2 receptor antagonists, psychotropic drugs), drug
use (e.g., anabolic steroids), and medical compli-
cations (e.g., Klinefelter’s syndrome, testicular
failure, thyroid disease, tumor) as well as per-
forming a comprehensive examination that in-
cludes determination of testicular size, neurologic
and adrenal system functioning, and signs of
chronic illness. Pathologic gynecomastia typically
occurs before pubertal onset or later in adolescence
(stage SMR4–SMR5). Breast size may be larger
than a stage SMR2–SMR3 female breast.

p9010Pseudogynecomastia should be effectively
ruled out; this condition results from fatty in-
filtration in the breast area that may or may
not include breast tissue. It is typically seen in
overweight males andmay not reduce in size even
after weight loss. Surgical correction may be
appropriate but should wait until after pubertal
development is completed and some volitional
weight loss is achieved for best results when cor-
rected (see Chapter 23, Cosmetic Plastic Surgery).

Conclusion s0420

p0550Before evaluating adolescent males, clinicians
should address any inherent stereotypes of what
it means to be a male in society today. Adolescent
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males experience an intense culture at school and
in the media that creates many stereotypes about
what it means to be male. Gender role stereo-
types (i.e., beliefs that males and females possess
distinctly different psychological and behavioral
traits and characteristics) are socially and cultur-
ally constructed. In the United States, men are
socialized to be emotionally inexpressive, tough,
competitive, and homophobic, and to not seek
help. Furthermore, adolescent males may be
exposed to intense school and sports cultures as
well as media images that may exaggerate male
role stereotypes. As a result, males may experi-
ence shame and humiliation, internalization of
low self-esteem, and longer-term emotional and
physical consequences in attempts to fulfill pre-
scribed male roles. Clinicians who understand
these issues can serve as positive role models and
create “safe spaces” for males to talk openly about
the explicit and implicit “strains” of growing up
male in the United States.

p0560 No explicit study has examined the most
effective ways to counsel adolescent males in

the clinical setting. Nonetheless, the manner in
which the clinician phrases questions to a male
patient should be carefully considered. Males
will express their feelings on various levels, but
in contexts that feel “safe” to them. This feeling
of safety may be due more to a sense of safety
for ego than environment. For example, the clini-
cian can ask a male adolescent, “What do/did
you think about what happened to you?” rather
than “How did that make you feel?” when
exploring a specific situation in the male’s experi-
ence. Follow-up questions then can be asked to
explore choices of the words that best express
the emotion. The clinician will also need to take
the male’s developmental stage into account
and use strategies to counsel for behavior change
that are developmentally appropriate.14

p0570Provision of didactic messages, information
only, or use of fear is not effective to change a
person’s behavior and should not be used in iso-
lation. Approaches that have been successful to
change a person’s behavior include the use of
skills development techniques (e.g., refusal skills)

t0050 Table 7-5. Adolescent Male-Friendly Health Education Resources

Brochures

Office of Population Affairs Clearinghouse

http://opa.osophs.dhhs.gov/pubs/publications.

html

Reproductive health focused brochures (free and at cost)

ETR Publishing

http://www.etr.org/pub/titles/browse.html

Brochures and other health resources on various topics (at cost)

Planned Parenthood

http://www.plannedparenthood.org/teens

Reproductive health focused brochures (free and at cost)

Web Sites/Downloadable Brochures

Cool Nurse

http://www.coolnurse.com/male_health.htm

Information about adolescent male-specific topics including

athlete’s foot, hygiene, “blue balls,” circumcision, hair loss,

masturbation, penis problems, penis size, performance anxiety,

wet dreams, and testicular self-examination

TeensHealth—Nemours Foundation

http://www.kidshealth.org/kid/grow

Information for: Younger adolescent males on more general topics

including boys and puberty, what’s an Adam’s apple, acne, and

braces; older adolescent males on medical-related topics,

including why is my voice changing? Is it normal to get erections?

I’m a guy. . .so how come I’m developing breasts? and shaving

Palo Alto Medical Foundation—A Sutter Health

Affiliate

http://www.pamf.org/teen/health/malehealth

Information for older adolescent males on medical-related topics,

including athlete’s foot, foreskin and circumcision, ejaculation,

erections, hernia, jock itch, male breasts, prostate health, and

testicular health

Youth Resource

http://www.youthresource.com/health/men.htm

A website by and for gay, lesbian, bisexual, transgender, and

questioning (GLBTQ) young people that takes a holistic approach

to sexual health and exploring issues of concern to GLBTQ youth

Videos

Fight forYourRights—Kaiser Family Foundation/MTV

http://www.kff.org/entpartnerships/mtv.cfm

Videos on reproductive topics in addition to influence of culture on

adolescent behavior (free)

Adapted from: Marcell AV, Bell DL: Making the most of the adolescent male health visit part 1: history and anticipatory guidance, Contemp

Peds 23(5):50–63, 2006.
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and client-centered counseling (e.g., personalized
risk reduction plans that identify barriers and
facilitators of behavior change) because these
methods serve to increase a person’s self-efficacy
and self-esteem.79,80

p0580 Clinicians and staff should also take the time
to evaluate the clinic setting to determine
whether it is male friendly. Assuming that the
environment is adolescent friendly, clinicians
and staff should review the types of posters, bro-
chures, magazines, videos, and other resources to
determine whether they are appropriate for male
patients (Table 7-5).

p0590 All of the general principles of an adolescent
visit apply when working with an adolescent
male. The clinician should review with the
patient and his parents the clinic’s hours, best
phone number(s) to call, after-hours protocols,
and what to expect during initial and subsequent
visits. The patient should also be provided expec-
tations about visit frequency and the types of
healthcare visits recommended throughout ado-
lescence (e.g., vaccine visits, visits for anticipatory
guidance) according to the most recent evidence.
The male patient should be encouraged as he
approaches adulthood to become more involved
in making his own clinic appointments. Finally,
clinicians should help transition the male patient
to appropriate adult healthcare clinicians when
appropriate.
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