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ABSTRACT

Adolescence is a crucial period in human life. Several changes have occurred.  Understanding 
the physiological and emotional changes that occur in adolescent girls and women (GW) and also 
knowing and having comprehensive knowledge on the common issues that adolescent GW often 
seek care for in order to provide them  correct and appropriate care. According to several studies, 
health problems will follow  sexual intercourse. Thus, adolescent GW should be encouraged to 
have no sex as the first choice. If adolescents have sex, encourage them to use effective 
contraception, along with condoms, to protect them from the sexually transmitted infections.     

Keywords:  Adolescence, girl, reproductive, sex, development.

Correspondence to: Tharangrut Hanprasertpong, M.D., Department of Obstetrics and Gynecology,         
Faculty of Medicine, Srinakharinwirot university, Ongkharak, Nakornnayok 26120, Thailand,              
Email: tharangrut@hotmail.com, tharangrut@gmail.com

Received: 24 February 2026, Revised: 27 February 2026, Accepted: 28 February 2026

Introduction	

	 Adolescence refers to a girl/woman (GW) 

between the ages of 10 and 19 years(1). Generally, 

adolescent GW are growing up under the care of their 

parents, families, and educational providers. These 

adolescent GW are the nation’s hope to become the 

most valuable key persons for the future development 

of the nation. Adolescence is a period of change in 

several aspects, especially physical, emotional, and 

behavioral that may influence their relationships with 

people and the environment around them. Therefore, 

proper care from parents/families and surrounding 

adults, along with welfare support from the government, 

is likely to help them grow and live a quality life. Initially, 

health care providers should understand the 

physiological and emotional changes that occur in 

adolescent GW and also know and have comprehensive 

knowledge of the common issues that adolescent GW 

often seek care for in order to provide them with correct 

and appropriate care. This article is categorized into 

sections covering the physiologic change in adolescent 

GW, adolescent GW in Thailand, and common issues 
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frequently addressed by adolescent GW, including 

adolescent contraception, pregnancy-related health 

care, care-seeking for care, and testing for sexually 

transmitted infections (STIs)(1).

Physiological changes in adolescent GW

	 The adolescent GW period typically spans from 

10/11 years old  (ranging from 8 to 13 years) and 

encompasses a duration of 6 years until stopping at 

around 17/18 years old(2).  During the first 3-year period 

(junior high school),  physical development rapidly 

presents and then gradually matures until it nearly 

reaches an adult level around high school(2).  

Physiologic changes in adolescent GW are described 

as follows(3):

	 1.  Physical characteristics: Height, weight, and 

body image show changes. Rapid height increasing, 

or growth spurts, begin on average at 10-11 years old 

(range 8-13 years old), and they reach their adult level 

around 10-16 years old(3). Individual adult height 

depends on several factors, including genetics, 

nutrition, medical condition, and medication(3). Asian 

ethnicity tend to have limbs (arms and legs) that are 

slightly shorter relative to their trunk (torso)(4).  

Widening of the hip is also observed. Consuming 

adequate and balanced nutrition is one of the most 

important factors influencing the onset and progression 

of pubertal development.  Excessive intake of some 

types of protein, fat, minerals, and vitamins may lead 

to early puberty.  Malnutrition of essential amnio acids, 

calorie deprivation and some micronutrient deficits 

can delay the progress of growth and bone maturation, 

cause physical growth retardation, reduce intellectual 

capacity, and increase the risk to infections. There is 

some literature review suggesting that increased 

caloric, protein, iron, calcium, zinc, and folate needs 

must be arranged during the critical period of rapid 

linear growth and bone maturation(5).

	 2. Breast development: Usually, breast 

development is the first visible secondary female 

sexual characteristic. It occurs around 10 years old 

and takes several years to gradually develop to an 

adult state.  Parents should provide the proper bra, a 

soft crop top, or a sports bra to adolescent GW(3). 

	 3. Axillary hair and facial acne: Axillary hair 

usually grows following the breast development 

initiation(3).  Facial acne occurs because of the 

overactivity of sebaceous gland function. Moreover, 

increasing sweat glands can lead to body odor. These 

cosmetic appearances and body odors may affect 

adolescent self-esteem(6). Counselling for hygiene 

care is important.  

	 4. External genitalia (vulva and pubic hair): 

Enlargement of external genitalia and growth with 

darkening and thickening of pubic hair are observed 

in adolescent GW. 

	 5. Internal reproductive organs and menstruation: 

Pubertal development can be divided into gonadarche 

and adrenarche development, depending on the 

different hormone influences(7). Gonadarche is the 

process of reactivation of the hypothalamic-pituitary-

ovarian axis. Synthesis of gonadotropin-releasing 

hormone, luteinizing hormone and follicle-stimulating 

hormone initiated the pubertal process. The ovary 

starts estrogen production. Estrogen is the main 

hormone for female adolescent development. 

Estrogen controls the breast stage development, 

vaginal keratinization, and uterine growth. Clear white 

secretion presents from the adolescent GW vagina 

several months before their menarche (the 1st 

menstrual period). Proper use of panty liners or 

underwear should be provided and advised.  

Adrenarche is the development of pubic/axillary hair 

and sebaceous gland function(2).

	 6. Brain and cognitive: The brain has developed 

both in size and maturation. 7 things to know about 

the teen brain are as follows:(8)

		  - Adolescence is an important time for brain 

development. Growing in size during the early 

adolescent period and then followed by fine-tuning 

how the brain works.

		  - Brain development is related to social 

experiences during adolescence. Emphasis on peer 

relationships could be developed in both negative 

(dangerous) and positive ways. Positive relationships, 

such as joining a sport and proper classmates, should 
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be provided.

		  - The teen brain is ready to learn and adapt. 

Encourage taking challenging classes, exercising, and 

creative activities.

		  - Teen brains may respond differently to 

stress.

		  - Most teens do not get enough sleep.  

Adolescent melatonin (sleep hormone) levels are 

secreted in a different way from those of children and 

adults. It may explain why many adolescent GW stay 

up late and struggle with getting up in the morning. 

About 9-10 hours of sleep a night should be advised. 

A lack of sleep can make them have difficulty to paying 

attention and increase impulsiveness and irritability 

or depression(3).

		  - Several mental illnesses may begin in 

adolescent GW.

		  - The teen brain is resilient. 

Adolescent GW in Thailand 

	 The Bureau of Registration Administration 

(BORA), Thailand, reported the number of Thai 

adolescent GW in January 2025. The number of early 

adolescent GW (11-15 years old) and late adolescent 

GW (16-20 years old) were 1,878,377 and 1,940,449 

persons, respectively.  The number of adolescent GW 

trends decreased compared to the past because the 

birth rate continuously reduced(9).	

Adolescent contraception

	 Sexual intercourse in adolescent GW has been 

concerned in several aspects, such as unintended 

pregnancy, sexually transmitted infections (STIs), and 

violence(10).  Thus, proper contraception counselling, 

prescribing, and management are important skills that 

gynecologists, general practitioners, pediatricians, 

and health care providers should able to perform 

effectively. The report about adolescent pregnancy in 

Thailand in the years 2024-2026 from the Bureau of 

Reproductive Health, Ministry of Public Health, 

presented that the most common maternal age of 

adolescent pregnancy was 15-19 years old. Most of 

them got pregnant while learning in high school(11).  

Factors that were found to be the risk of early sexual 

activity in adolescents were low socioeconomic status, 

living in a single-parent home, engaging in risk-taking 

behavior (illicit drug use), etc(12). Moreover, the  

association of long-duration use of social media (more 

than 7 hours a day) was associated with illicit drug 

use(13).  A specific law in Thailand regarding prescribing 

contraception to adolescent GW was announced in 

the year 2019 that adolescent GW over the age of 15 

can access contraceptive services by themselves 

without the consent or permission of their parents.	

	 Anyway, we remain to encourage the adolescent 

GW to have this discussion with their parents about 

contraceptive risks, and it also assists in satisfying 

the competence decision. The important issues about 

adolescent contraception are categorized according 

to contraceptive types as follows:

	 - Combined oral contraceptive pill (COCP): It 

is short-term contraception, has a chance of 

unintended pregnancy, and cannot protect and prevent 

STIs.  A previous study found that 39% of unintended 

pregnancies occurred while using COCP(14). It has the 

benefit of regulating menstruation  and timing, 

reducing dysmenorrhea and acne, and controlling 

hirsutism. The cost and availability are advantages. 

There is no evidence that COCP impacted the 

development of the female reproductive system(15). 

Caution should be concerned in an adolescent GW 

at risk for mood disorder because it appears to be 

increased in rates of depression(15). 

	 - Depot medroxyprogesterone (DMPA): It is a 

long-acting hormonal method. Thus, no need for daily 

compliance and no interruption of the sexual arousal 

process are the advantages. Anyway, it still requires 

visiting the health care provider, and menstrual cycle 

irregularities are concerned. Menstrual irregularity/

spotting occurs in around 25-50% of 12-week DMPA 

users in the first 6-12 months after initiation(16). Then, 

most DMPA users become amenorrheic or 

oligomenorrheic. Some adolescent GW felt it to be a 

positive aspect of DMPA(12).  Historically, the concern 

was about bone mineral density (BMD); it is now 

generally accepted that decreasing in expected BMD 
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is reversible after DMPA discontinuation(17). 

	 - Barrier methods (condom): Condoms are not 

a recommended contraceptive method for adolescent 

GW because failure rates with barrier methods reach 

18-21 pregnancies per 100 in a year with typical use(15). 

However, condoms are still an important way for STIs 

prevention(15).	

	 - Subdermal implant (Implanon®): Efficacy for 

pregnancy prevention is excellent. The failure rate of 

these long-acting reversible contraceptives was 

reported to be only 0.001%, which is superior even to 

tubal ligation(18).  It is of limited use in case of disclosure 

using requests because it is physically obvious.

	 - Emergency postcoital contraception: It should 

not be recommended for routine use. It is limited to 

adolescent GW who has had unprotected sexual 

intercourse in the prior 72 hours, such as victims of 

sexual assault and individuals whose usual method 

failed (broken condom). Moreover, baseline pregnancy 

tests and STIs screening and prophylaxis should be 

provided.

	 - Intrauterine device (IUD): An IUD is a highly 

effective contraception method, with a success rate 

of 98-99%(19).  Although concerns about IUD insertion 

in women at risk of STIs have decreased because the 

previous studies have shown it does not increase the 

incidence of pelvic inflammatory disease(20).  High risk 

for STIs: Adolescents should be careful to be IUD 

users. Lastly, IUD use has not been found to 

compromise infertility(21).

Sexually transmitted infections (STIs) in adolescent 

GW

	 According to the Centers for Disease Control 

and Prevention recommendation, prevention of STIs 

in adolescent GW should be applied to all adolescent 

GW as follows:

	 - The healthcare provider should give the 

adolescent GW time alone for assessment of their 

sexual behavior and identify their high individual risk 

for STIs such as substance misuse, exchanging sex 

for drugs or money, and multiple sex partners.

	 - In United States of America, routine screening 

for Chlamydia trachomatis and Neisseria gonorrhoeae 

is recommended for all sexually active females aged 

less than 25 years(22).  In Thailand, there is no routine 

gonococcal and chlamydial infection.

	 - Human Papilloma Virus (HPV) vaccination 

is recommended.  In Thailand, Thai adolescent girls 

aged 11-12 years have been receiving the HPV 

vaccine as a part of the national public health policy 

since 2017.

	 - Hepatitis A and B vaccination (HAV, HBV) 

series should be recommended to adolescent GW 

who have not previously received the universal HAV 

or HBV series during their childhood(23). 

	 -  Al l  adolescent GW should receive 

comprehensive knowledge and information about 

human immunodeficiency virus (HIV) infection 

regarding the following topics: how it is transmitted, 

prevention, HIV PrEP (pre-exposure prophylaxis) and 

diagnostic testing.

	 Moreover, we suggest that sexual knowledge 

should be integrated into the educational curriculum 

for adolescent GW since their junior high school  

level.  

Adolescent pregnancy

	 Globally, around 11% of births are to girls aged 

15 to 19, and 95% of these are in low- and middle-

income countries(24).  Since 1989, Thailand’s adolescent 

birth rate has declined from 70 to 43 births per 1000 

in 2008 and lastly 31.7 in 2021(25, 26). Pregnancy 

concern risk is described:

	 - Unintended pregnancy and sometimes 

induced abortion requests. According to Thai law, 

induced abortion can be provided for unintended 

pregnancy at a gestational age of less than 12 weeks.  

The aim of the law is to prevent the adolescent GW 

from the dangerous process of illegally induced 

abortion(27).  

	 - Adolescent pregnancy increased several 

adverse pregnancy and neonatal outcomes such as 

preterm birth, cesarean section, neonatal low birth 

weight, and neonatal death(28-30). Thus antenatal and 

intrapartum care for high-risk pregnancy must be 
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performed. 

	 - A previous study found that infants of 

adolescent mothers who have inadequate prenatal 

care are at increased risk of neonatal intensive care 

unit admission, have low Apgar scores and require 

long hospital stays(31).

Conclusion
	 In conclusion, health care providers should 

encourage adolescent GW not to have sex; it should 

be the first choice. If adolescents have sex, encourage 

them to use effective contraception, along with 

condoms to protect them from STIs. 

Potential conflicts of interest
	 The authors declare no competing interests.

References
1.	 Woog V, Singh S, Browne A, Philbin J. Adolescent 

women’s need for and use of sexual and reproductive 
health service in developing countries, New York: 
Guttmacher Institute, 2015.

2.	 Wu Y, Naikeng M. Physiological characteristics of 
mental and emotional disorders in adolescents. 
Authorea 2024.doi: 10.22541/au.172845364. 
40756545/v1.

3.	 Lang D. Physical development in adolescence 
[Internet].: Iowa State University Digital Press;2022 
[cite 2026 Feb 9].available from https://iastate.
pressbooks.pub/individualfamilydevelopment/chapter/
physical-development-in-adolescence/.

4.	 Webster J, Cornolo J. Comparison of European and 
Asian morphology. Proceeding of 4th International 
Conference on 3D Body Scanning Technologies, Long 
Beach CA, USA, 2013:238-42.

5.	 Soliman AT, Alaaraj N, Noor Hamed, Alyafei F, Ahmed 
S, Shaat M, et al. Nutritional interventions during 
adolescence and their possible effects. Acta Biomed 
2022;93:e2022087. 

6.	 Goodman G. Acne and acne scarring: The case for 
active and early intervention. Aust Fam Physician 
2006;35:503-4.

7.	 Bangalore Krishma K, Witchel SF, Normal puberty. 
Endocrinol Metab Clin North Am 2024;53:183-94.

8.	 National Institute of Mental Health (NIMH). The teen 
brain: 7 things to know. https://www.nimh.nih.gov/
health/publications/the-teen-brain-7-things-to-know.

9.	 The Bureau of Registration Administration (BORA). 
[Internet].2025 [cited 2026 Feb 11]. Available from 
https://www.bora.go.th>upload>2025/02.

10.	 Centers for Disease Control and Prevention. High 
School YRBS United State 2021 Results. Published 
2023. Accessed February 12, 2026.https://nccd.cdc.
gov/Youthonline/App/Results.aspx.

11.	 The Bureau of Reproductive Health, Ministry of Public 
Health Thailand. Report of surveillance on aldolescent 
pregnancy 2024. [Internet].2025 [cited 2026 Feb 11].
Available from https://rh.anamai.moph.go.th.

12.	 Slupik R. Adolescent contraception. Global library 
women’s medicine, 2008. 

13.	 Khorprasert C, Kongsomboon K, Hanprasertpong T. 
Prevalence of illicit drug use during pregnancy 
between teenage and non-teenage in Thailand. Thai 
J Obstet Gynaecol 2026;34:131-43.

14.	 Coombe J, Harris ML, Wigginton B, Lucke J, Loxton 
D. Contraceptive use at the time of unintended 
pregnancy: Findings from the contraceptive use, 
Pregnancy intention and decision study. Aust Fam 
Physician 2016;45:842-8.

15.	 Ross S, Polyakov A. Contraception options during 
pubertal transition: risks, benefits and considerations. 
Aust J Gen Pract 2024;53:740-5. 

16.	 Smith RD, Cromer BA, Hayes JR, Brown RT. 
Medroxyprogesterone acetate (Depo-Provera) use in 
adolescents: uterine bleeding and blood pressure 
patterns, patient satisfaction, and continuation rates. 
J Adolesc Pediatr Gynecol1995;8:24-8.

17.	 Scholes D, LaCroix AZ, Ichikawa LE, Barlow WE,       
Ott SM. Change in bone mineral density among   
adolescent women using and discontinuing depot 
medroxyprogesterone acetate contraception. Arch 
Pediatr Adolesc Med 2005;159:139-44.

18.	 Harrison-Woolrych M, Hill R. Unintended pregnancies 
with the etonogestrel implant (implanon): A case series 
from postmarketing experience in Australia. 
Contraception 2005;71;306-8..

19.	 Alvarez F, Brache V, Fernandez E, Guerrero B, Guiloff 
E, Hess R, et al. New insights on the mode of action 
of intrauterine contraceptive devices in women. Fertil 
Steril 1988;49:768-73. 

20.	 Farley TM, Rosenberg MJ, Rowe PJ, Chen JH, Meirik 
O. Intrauterine devices and pelvic inflammatory 
disease: an international perspective. Lancet 
1992;339:785-8. 

21.	 Vessey MP, Lawless M, McPherson K, Yeates D. 
Fertility after stopping use of intrauterine contraceptive 
device. Br Med J (Clin Res Ed) 1983;286:106.

22.	 US Preventive Services Task Force. Screening for 



90 Thai J Obstet Gynaecol VOL. 34, NO. 2, MARCH 2026 VOL. 34, NO. 2, MARCH 2026

chlamydial and gonococcal infections: US Preventive 
Services Task Force Recommendation Statement. 
JAMA 2021;326:949-56.

23.	 Workowski KA, Bachmann LH, Chan PA, Johnson CM, 
Muzny CA, Park I, et al. Sexually transmitted infections 
treatment guidelines, 2021. MMWR Recomm Rep 
2021;70:1-187.

24.	 WHO. The impact of comprehensive sexuality 
education on adolescent pregnancy. Geneva. 
[Internet].2021 [cited 2026 Feb 11]. Available from 
https://www.whocc.bioeg.de

25.	 Areemit R, Thinkhamrop J, Kosuwon P, Kiatchoosakun 
P, Sutra A, Thepsuthammarat K. Adolescent pregnancy: 
Thailand’s national agenda. J Med Assoc Thai 
2012;95:S134-42.

26.	 Pumtako M, Pumtako C. Obstetric and neonatal 
outcomes of adolescent pregnancies compared with 
adult pregnancies at a tertiary care hospital in Tak 

province, Thailand. J Med Assoc Thai 2023;106:    
1055-60.

27.	 Law of Safe abortion. [Internet].2022 [cited 2026 Feb 
11]. Available from https://ratchakitcha.soc.go.th.

28.	 WHO. Adolescent pregnancy factsheet. Geneva. 
[Internet].2014 [cited 2026 Feb 11]. Available from 
https://www.who.int/en/news-room/fact-sheets/detail/
adolescent-pregnancy.

29.	 Phupong V, Suebnukarn K. Obstetric outcomes in 
nulliparous young adolescents. Southeast Asian J Trop 
Med Public Health 2007;38:141-5

30.	 Suebnukarn K, Phupong V. Pregnancy outcomes in 
adolescents < or = 15 years old. J Med Assoc Thai 
2005;88:1758-62.

31.	 Gardner ME, Umer A, Rudisill T, Hendricks B, Lefeber 
C, John C, et al. Prenatal care and infant outcomes of 
teenage bir ths: A project WATCH study. BMC 
Pregnancy Childbirth 2023;23:379.


