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Sexually transmitted Objective: Dermatology, Gynecology, Pediatrics and family physicians are the main medical specialties responsible for
diseases, the management of sexually transmitted infections in adolescents therefore we aimed to characterize their practices
Adolescent, and compared them. Methods: Correlational study, with an anonymous online survey based on the recommendations of
Practice guideline, sexually transmitted infections syndromic management in adolescents, elaborated by the Adolescent Medicine Portuguese
Reproductive health. Society and Pediatric Infecciology Society. For each item, we compared the mean values obtained by specialty, rank

and years of medical practice, studying sociodemographic and sexually transmitted infections management variables,
using a semantic differential scale 1-"Totally Disagree” to 5-"Totally Agree”. Results: We obtained 334 responses to the
survey, 57% (191) corresponded to attending physicians, 41% (138) to pediatricians, 30% (100) to family physicians,
23% (76) to gynecologists and 6% (20) to dermatologists. Dermatology and Gynecology considered themselves to be
the specialties with the most actualized knowledge on the subject [Pediatrics 2,91 (1,02); Family Medicine 2,82 (1,01);
Gynecology 3,41 (0,82); Dermatology 3,80 (1,01), p <0,001], even though Pediatrics seemed to be more familiarized
with the referred recommendations [Pediatrics 3,45 (1,20); Family Medicine 2,40 (1,23); Gynecology 2,80 (1,40);
Dermatology 2,95 (1,39), p <0,001]. Conclusions: Despite the knowledge and practices are, in general, adequate to the
national and international guidelines, there are still some gaps, namely in aspects related to the physical examination,
investigation and treatment. It is mandatory to invest in training health care professionals for improve management of
sexually transmitted infections in adolescents.
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Adolescence is defined by the World Health Organiza-
tion (WHO) as the period between the ages of ten and 19.1
Given that there is a lower perception of risk during adoles-
cence, and also considering that the average age of first sexual
intercourse has been decreasing;** adolescents are considered
a priority intervention group in the scope of the prevention
of sexually transmitted infections (STIs) and reproductive
health.>® Spaces and consultations (such as Adolescent Medi-
cine) have been created to care for adolescents and young
people; which, among other objectives, aim to improve this
age group’s access to the resources necessary for guidance and
clarification on sexual and reproductive health. Care for these
age groups is based on the guiding principle of confidentiality
and free and open access; and must be carried out by profes-
sionals with technical competence, respect and sensitivity to
understand the reality of each adolescent/young person. STls
are all infections in which sexual contact is the main route of
transmission.” They have a varied etiology and their diagnosis
is difficult and often delayed, due to their frequently asymp-
tomatic evolution, non-specific clinical features or inhibition in
seeking health care due to the stigma associated with them.%°
The lack of effective treatment can result in serious compli-
cations and sequelae, including infertility, anogenital cancer
and premature death, as well as congenital and perinatal
infections.’® An effective approach to STIs acquires special
relevance for their early identification, for the treatment and/
or prevention of infection in partners and for the avoidance
of new infections in the same individual.*?

In order to provide guidance and standardize clinical
practices regarding the approach to STls, specific recommen-
dations have emerged, both internationally and at national
level.’*13 The WHO recommends a syndromic approach to
STls, which consists of including these infections within pre-
established syndromes, based on signs and symptoms, using
flowcharts that simplify etiological identification.* This ap-
proach also advocates the institution of immediate treatment,
even in the absence of diagnostic confirmation, in order to not
miss the opportunity for treatment, and the counseling and
guidance of the patient and his/her partner.** In all syndromic
cases, itis recommended to carry out additional investigation,
such as antibodies (Ab) anti-human immunodeficiency virus
(HIV) 1 and 2, Ab anti-hepatitis C virus (HCV), Hepatitis B virus
surface antigen (HBsAg) and Ab anti HBc and the VDRL/RPR (ve-
nereal disease research laboratory/rapid plasma reaction) test.

In 2015, joint recommendations from the Portuguese
Society of Adolescent Medicine (SPMA) and the Society of
Pediatric Infectious Diseases (SIP) on the syndromic approach
to STls in adolescence were published in the form of a practi-
cal document that could help all physicians standardize their
current practice.’*

Currently in Portugal, the medical specialties most
responsible for the prevention, diagnosis and treatment of
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STls in adolescents are General and Family Medicine (GFM),
Dermatology, Gynecology and Obstetrics and Pediatrics. It is
therefore of great importance to understand the practices of
approach and guidance of clinicians in these specialties, and
to understand their context in relation to the most current
recommendations.

Our study had as its main objectives to characterize
and compare the practices of GFM physicians, dermatolo-
gists, gynecologists and pediatricians in the approach to STIs
in adolescents, and to assess the level of knowledge of the
current recommendations issued in 2015 by the SPMA and
the SIP. We also intend to determine the need for training in
the area of STis.

We conducted a descriptive and correlational study,
with an analytical component, using an original self-adminis-
tered questionnaire, aimed at doctors specializing in General
and Family Medicine, Dermatology, Gynecology and Obstetrics
and Pediatrics, working in Portugal. The questionnaire was pre-
pared in accordance with the recommendations of the SPMA
and the SIP published in 2015 on the syndromic approach to
STls in adolescence. To validate the questionnaire, it was re-
viewed by experts from various areas through a Delphi Panel,
assessing the relevance and adequacy of each question, with
subsequent correction by the researchers.

The questionnaire, accessible on an online platform,
was disseminated through the social networks of the targeted
professional groups and by the Portuguese Society of Pediatrics
and the Portuguese Society of Gynecology.

Data were collected between January 24 and April
3, 2021. Sociodemographic variables were analyzed using
multiple-choice questions, and medical practices regarding
initial approach, physical examination, diagnosis, treatment,
and guidance for STls in adolescence were analyzed using a
Likert scale (1-“strongly disagree” to 5-“strongly agree”). Data
were computerized and analyzed using the Statistical Package
for Social Sciences (SPSS), version 25, with a significance level
of 0.05. Nonparametric tests (Mann-Whitney, Kruskal-Wallis,
and Dunn-Bonferroni) were used.

To analyze the results, the questions were grouped into
four scales: initial approach, standards and knowledge (1ASK),
physical examination (EO), investigation and treatment (IT),
and monitoring and reassessment (AR).

The sample was analyzed by specialty [Pediatrics (P);
General and Family Medicine (GMF); Gynecology (G) and
Dermatology (D)], level of training [Specialist (E); Specialized
Training Intern (IFE)] and years of clinical practice [Al (<5
years); A2 (5—10 years); A3 (11-20 years) and A4 (>20 years)].
The results presented for each question (Q) express the mean
and standard deviation of each group.

The reliability of each item was measured by the inter-
nal consistency coefficient (Cronbach’s alpha) and the validity



was verified by the correlation of each item with the total
scale excluding the item, with results considered acceptable
(in most items correlations with the total scale greater than
0.2 and Cronbach’s alphas greater than 0.6 in the total scales)
given that this was an exploratory study with instruments
never used.®%’

The study was approved by the Ethics Committee of the
Leiria Hospital Center. Participation in the study was voluntary
and the right to confidentiality and anonymity was guaranteed.
Questionnaires without informed consent, incompletely or
incorrectly completed were not considered.

We obtained 334 responses to the questionnaire, 79%
(265) of which were female and 57% (191) were specialists (E).
Regarding the time of clinical practice, 34% (113) had been in
practice for less than 5 years, 31% (104) between 5 and 10
years, 17% (57) between 11 and 20 years and 18% (60) more
than 20 years. Regarding the distribution by specialty, we ob-
tained 41% (138) responses for P, 30% (100) for GFM, 23% (76)
for Gand 6% (20) for D. Of the respondents, 37% (122) carried
out Pediatrics consultations, 36% (122) for Family Planning/
Child Health, 11% (37) for Gynecology, 4% (12) for STIs, 3%
(11) for Adolescent Medicine and 9% (30) carried out another
type of consultation. The average weekly attendance was 1
to 5 adolescents for 59% (197), 6 to 10 adolescents for 26%
(87), 11 to 15 adolescents for 10% (33), 16 to 20 adolescents
for 3% (11) and more than 20 adolescents for 2% (6) of the
clinicians. In Table 1, it can be seen that P is the specialty that
demonstrates being least comfortable addressing STI preven-
tion in its daily medical practice with adolescents (Q1.6), but
also the one that reports being most familiar with the most
recent recommendations from the SPMA and SIP (Q2), and
the one that uses them most when suspected of STI (Q2.1).
In their daily medical practice with adolescents, G and GFM,
when compared to P, more frequently provide an environment
of trust so that adolescents can talk about their sexual life
(Q1.4) and address, when relevant, STI prevention (Q1.5). D
and G are the specialties that most consider their knowledge
to be up-to-date regarding the approach to STls in adolescence
(Q22), however the majority of participants from all specialties
consider it relevant to undertake additional training in this area
(Q25). Analyzing Table 1, D clinicians are the ones who most
consider “periaceous penile papules” (Q7.5) and “Fordyce
papules” (Q7.6) as findings relevant to the physical examina-
tion and that should be investigated and valued when an STl is
suspected in adolescents. G is the specialty that least considers
“clitoromegaly” as a finding that should be investigated and
valued when an STl is suspected in adolescents (Q7.8) and,
when compared to D and P, values and investigates “oral le-
sions” (Q7.1) and “skin rashes” (Q7.3) less.

Comparing G with GMF (Table 2), the former recom-
mends less the determination of anti-HIV 1 and 2 antibodies

(Q10.1) and HBsAg and anti-Hepatitis B virus core antibody
(HBc) (Q10.4) as a complementary investigation in all symp-
tomatic cases suggestive of STI. P advocates more, when
compared to G, that STl treatment should be empirical based
on the symptomatic case (Q12), which should be started as
early as possible (Q13). In the case of possible non-adherence
to therapy, D advocates more frequently than GFM that treat-
ment should be provided at that precise moment (Q16). GFM,
compared to D and G, considers more that at the time of reas-
sessment it should provide teaching on how to use a condom
(Q20.7) and should provide condoms or confirm the possibility
of acquiring them (Q20.8). Table 2 - Results by specialty in the
Investigation and Treatment and Monitoring and Reassessment
Scales (Kruskal-Wallis test and Dunn-Bonferroni test)

Analyzing by level of training (Table 3), in daily medical
practice with adolescents, the Es stated that they ensured the
right to confidentiality more (Q1.3) and addressed the topic of
STIs more, when relevant (Q1.5). The Es, in relation to the IFEs,
seem to be more familiar with the recommendations of the
SPMA and the SIP (Q2) and have more up-to-date knowledge
on the approach to STls in adolescence (Q22). Regarding the
findings relevant to the physical examination and that should
be investigated and valued in the event of suspected STls in
adolescents, comparing the Es and the IFEs, the Es valued
“Fordyce papules” (Q7.6) more, while the IFEs considered
“vaginal secretions and endocervical discharge” (Q7.7) more
relevant.

According to Table 4, in their daily medical practice,
professionals with less than 5 years of clinical practice (A1)
were those who reported providing less of a trusting environ-
ment for adolescents to talk about their sexual lives (Q1.4),
feeling less comfortable addressing the topic of STl prevention
with adolescents (Q1.6) and doing so less frequently (Q1.5).
A2, compared to A4, advocates more that further investiga-
tion should only be directed at the syndrome in question (Q9)
and that treatment should only be initiated after diagnostic
confirmation (Q11).

STls are a major public health problem. Globally, more
than one million people acquire a treatable STI every day,*
and it is estimated that one in 20 young people aged 15 to 24
acquires an STl each year.?®* WHO has defined STls as a public
health threat and recently set the target of eliminating them
by 2030, through strategies such as preventing new cases,
improving overall access to health care and treating STls early.?®

Screening rates for sexuality education and STls remain
inappropriately low among primary health care (PHC) and
paediatricians. According to the study by Alexander et al, pe-
diatricians spend, on average, 36 seconds of consultation time
with adolescents on the topic of sexual education.?’ Henry-Reid
et al state that 46% of pediatricians screen all sexually active
adolescents for STIs and 27% only screen for HIV infection.?

Resid Pediatr. 2025;15(2).



Table 1. Results by specialty in the Initial Approach, Standards and Knowledge and Objective Examination Scales (Kruskal-Wallis Test and

Dunn-Bonferroni Test).

Items

Specialty

D (n=20)

G (n=76)

MGF (n=100)

P (n=138)

Kruskal-Wallis Test

M

SD

M

SD

M

SD

M

SD

X2

Dunn-
Bonferroni

IASK scale

1.1 In my daily medical
practice | regularly come
into contact with teenagers.

1.3 In my daily medical
practice with adolescents,
| ensure the right to
confidentiality

2 lam familiar with the most
recent recommendations of
the Portuguese Society of
Adolescent Medicine and
the Society of Pediatric
Infectious Diseases

2.1 | resort to its use
when | suspect an STI in
adolescents.

2.2 I consider them
useful in approaching the
pathology in question.

2.2 | consider them
useful in approaching the
pathology in question.

22 | consider that my
knowledge is up to date
regarding the approach to
STls in adolescence.

25 | consider it pertinent to
carry out additional training
in this area

Total IASK

OE Scale

7.2 | consider
"adenopathies" as
pertinent findings in the
objective examination and
that should be investigated
and valued in the case
of suspected STIs in
adolescents.

7.4 | consider "phimosis"
as a finding relevant to the
objective examination and
that should be investigated
and valued in suspected
STls in adolescents.

OE Total

3.60

4.90

2.95

2.45

3.70

3.70

3.80

4.85

4.16

4.75

3.95

4.32

1.47

0.31

1.39

1.43

0.92

0.92

1.01

0.49

0.44

0.30

3.14

4.86

2.80

2.87

3.74

3.74

341

4.67

4.07

4.39

2.83

3.51

1.04

0.53

1.40

1.43

1.14

1.14

0.82

0.50

0.39

0.69

111

0.40

3.95

4.76

2.40

2.58

3.74

3.74

2.82

4.82

3.94

4.55

3.23

3.65

0.47

1.01

0.41

0.37

0.67

0.44

4.60

3.45

3.91

4.36

4.36

4.78

4.65

3.19

3.67

0.88

0.62

0.90

0.90

1.02

0.48

0.43

0.58

0.46

49.20

17.41

37.16

60.84

30.45

30.45

28.92

7.37

13.52

9.65

13.24

41.96

0.000

0.001

0.000

0.000

0.000

0.000

0.000

0.061

0.004

0.022

0.004

0.000

G<GFM & G<P

P<G

P>GFM & P>G

P>D & P>G &
P> GFM

P>D & P>G &
P> GFM

P>D & P>G &
P> GFM

P<G & P<D &
G>GFM & D>
GFM

P>G

D>G

D>G, GFM & P

Legend: IASK — Initial Approach, Standards and Knowledge; D — Dermatology; SD — standard deviation; OE — Objective Examination; G — Gynecology; M — mean;

GFM- General and Family Medicine; P — Pediatrics.
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Table 2. Results by specialty in the Investigation and Treatment and Monitoring and Reassessment Scales (Kruskal-Wallis Test and Dunn-Bonferroni

Test).
Specialty
Kruskal-Wallis test Dunn-
D (n=20) G (n=76) GFM (n=100) P (n=138) Bonferroni
test
Items M SD M SD M SD M SD X2 p
9 Further mvestlg.at'lon sh.ould only be directed 470 0.57 355 134 418 110 385 131 20.59 0.000 D>G & D>P &
at the syndrome in question GFM >G
10.7 It is recommended to determine
the VDRL/RPR test as a complementary .\ 4,7 077 473 069 460 08 1695  0.001 G<D
investigation in all symptomatic cases
suggestive of STI.
15 Notification of a Mandatory Notifiable
Disease must be carried out in the National D>G. GFM
Epidemiological Surveillance System (SINAVE)  4.95 0.22 4.22 1.16 4.62 0.96 4.38 1.03 16.14 0.001 &I.P
in suspected cases of gonorrhea and C.
Trachomatis infection.
16 In the event of possible non-adherence to
therapy, treatment must be provided at that 4.95 0.22 4.61 0.67 4.58 0.71 4.74 0.68 11.24 0.010 A>C
precise moment.
Total IT 4.56 0.28 411 0.39 4.33 0.39 4.37 0.37 30.88 0.000 D>Gg'l SFM
19Thereassessment must be carriedoutover 5,0 4o 338 135 349 127 383 122 833  0.040 P>G
a period of more than one month.
20.3 At the time of reassessment I mustcon- ¢ o 450 046 492 027 492 036 1015  0.017 P>G
firm therapeutic adherence.
20. i
0.7 At the time of the reassessment | must —, \n 6o, 464 058 493 026 481 043 2119 0000 GFM>A&G
provide instruction on how to use a condom.
20.8 At the time of reassessment | must
provide condoms or confirm the possibility of ~ 4.60 0.68 4.75 0.49 4.95 0.26 4.84 0.42 17.21 0.001 GFM >D & G
purchasing them.
21.1 At the 3-month reassessment date, it is
recommended to determine anti-HIV 1 and 2 4.30 1.13 4.16 1.11 4.53 0.85 4.49 0.88 8.00 0.046 GFM >G
antibodies.
21.2 At the 3-month reassessment date,
determination of anti-HAV antibodies is  4.40 0.68 3.39 1.41 3.72 1.36 3.40 1.48 10.52 0.015 D>P
recommended.
21.3 At the 3-month reassessment date,
it is recommended to determine anti-EBV  4.50 0.61 3.28 1.38 3.59 1.36 3.84 1.28 16.70 0.001 D>G & P>G
antibodies.
Total AR 4.35 0.39 4.11 0.40 4.29 0.33 4.34 0.40 18.04 0.000 GFM>G & P>G

Legend: AR — Monitoring and Reassessment; D — Dermatology; SD — standard deviation; G — Gynecology; IT — Investigation and treatment; M — mean; GFM —

General and Family Medicine; P — Pediatrics.

Lack of time was mentioned as the main barrier to counsel-
ing on sexual health, but other causes were also cited, such
as cultural and linguistic differences, clinicians’ discomfort in
addressing this topic, and recognition of adolescents’ concerns
about confidentiality.?* In our sample, P revealed to be the
clinicians who feel least comfortable addressing STI preven-
tion with adolescents and, when compared with G and FGM,
they reported doing so less often and providing less of an
environment of trust and confidentiality. Although Pediatrics
has only included adolescents up to 18 years of age since
2010,* which required older Ps to adapt to an age group with

different needs, it was the IFEs and clinicians with less than 5
years of experience who were less comfortable and less likely
to address the issue of STl prevention in daily medical practice
with adolescents.

Although D, G, E, and A4 were the groups that consid-
ered their knowledge to be up-to-date regarding the approach
to STIs in adolescence, it is important to emphasize that the
majority of clinicians in the sample considered additional
training in this area to be pertinent, with no difference be-
ing found regarding specialty, level of training, or number of
years of clinical practice. We obtained less favourable results

Resid Pediatr. 2025;15(2).



Table 3. Results by level of training (Mann Whitney test).

Level of Training

Mann Whitney Test

Item E (n=191) STl (n=143)
M SD M SD U p

IASK scale

4 1n my daily medical practice with adci)lescents,‘l provide an environment 447 0.85 17 087 10882.0 0.000
of trust so that they can talk about their sexual lives.
1. i i i i -

5 In my daily mgdlcal practice with a‘doles‘cents‘, | address, when rele 455 0.83 4.4 0.90 10758.5 0.000
vant, the prevention of sexually transmitted infections.
2 | am familiar with the most recent recommendations of the Portuguese
Society of Adolescent Medicine and the Society of Pediatric Infectious 3.15 1.83 2.71 1.25 11089.0 0.003
Diseases
2.2 | consider them useful in approaching the pathology in question 4.10 1.02 3.85 1.12 11910.5 0.034
2 . ) .

[ .con5|der that my knowledge is up to date regarding the approach to 3.26 1.01 577 0.95 9782.0 0.000

STls in adolescence.
25 | consider it pertinent to undertake additional training in this area 4.76 0.50 4.79 0.43 13499.0 0.797
OE Scale
7.6 | consider "Fordyce papules" as pertinent findings in the objective
examination and that they should be investigated and valued in the event 3.07 1.45 2.69 1.42 11650.5 0.018
of suspected STl in adolescents.
7.7 | consider "vaginal secretions and endocervical discharge" as perti-
nent findings in the objective examination and that they should be inves- 1.43 0.86 1.55 0.85 12155.5 0.037
tigated and valued in the event of suspected STI in adolescents.
IT Scale
14 STl treatment should be extended to sexual partner(s) 4.77 0.57 4.66 0.60 123115 0.032
AR Scale
21.7 At the 3-month reassessment date, it is recommended to determine 413 1.19 377 1.32 11494 5 0.008

the VDRL/RPR Test

Legend: IASK —Initial Approach, Standards and Knowledge; AR — Monitoring and Reassessment; SD —standard deviation; E — Specialist; OE — Objective Examination;

STI - Specialized Training Intern; IT — Investigation and Treatment; M — Mean.

when questioning about findings on physical examination,
namely due to the overvaluation of some that reflect variants
of normal, such as “periaceous penile papules” and “Fordyce
papules”, by D and E, and the undervaluation of others, such
as “oral lesions” and “skin rashes”, by G. Also in terms of
complementary research and treatment, G revealed itself to
be the specialty that least researches the presence of anti-HCV
antibodies, anti-HIV 1 and 2 antibodies, AgHbs and VDRL in
all symptomatic cases suggestive of STI, as recommended in
national and international recommendations.*3, Investing
in training professionals on the subject of STIs could be an
added value in combating this public health problem. Enriching
knowledge and thus increasing confidence can contribute to
improving the approach to STls.

Offering appropriate treatment for STls in the first con-
tact between patients and healthcare providers is an important
public health measure. In the case of adolescents, it is particu-
larly relevant due to the possibility of influencing future sexual
behaviors and treatment-seeking practices at a critical stage of
development. Adherence to treatment is also a concern, given
that, in one study, after screening asymptomatic adolescents,

Resid Pediatr. 2025;15(2).

it was found that only 73% complied with the prescribed treat-
ment.? In our study, the majority of professionals in the four
specialties advocate that treatment should be empirical and
instituted as early as possible, although there is a difference
between G and P, with the latter being the one that does so
more frequently. In the case of possible non-adherence to
treatment, comparing D with FGM, it was evident that the
former provides more immediate treatment to adolescents
with suspected STls, which may be due to the fact that there
are fewer resources available (both for etiological investigation
and treatment) in health centers.

In conclusion, the approach to STIs in adolescents is a
challenge for most professionals. Since there are no similar
previous studies to our knowledge, this work allows us to
examine the practices of clinicians from different specialties
on this topic, which is currently so relevant, and to understand
to what extent they comply with national and international
recommendations.

The majority of clinicians adapt their medical practice to
the aforementioned guidelines. However, there are still some
gaps in knowledge about the objective examination, namely



Table 4. Results by years of clinical practice (Kruskal-Wallis test and Dunn-Bonferroni test).

Years in Clinical Practice

Al (n=113) A2 (n=104)

Kruskal-Wallis Test Dunn-
A3 (n=57) A4 (n=60) Bonferroni

Test

Iltems M SD M

SD

M SD M SD X2 p

IASK scale

1.3 In my daily medical practice with
adolescents, | ensure the right to 4.53 0.68 4.75
confidentiality.

2 | am familiar with the most recent
recommendations of the Portuguese Society
of Adolescent Medicine and the Society of
Pediatric Infectious Diseases

271 1.27 2.95

2.1 I resort to its use when an STl is suspected

. 3.00 1.48 3.28
in adolescents

22 | consider that my knowledge is up to date
regarding the approach to STIs in adolescen-  2.71 0.93 3.07
ce.

25 | consider it pertinent to undertake

additional training in this area 482 038 475

OE Scale

7.7 | consider "vaginal secretions and

endocervical discharge" as pertinent findings

in the objective examination and that they 1.62 0.90 1.32
should be investigated and valued in the

event of suspected STl in adolescents.

7.11 | consider "genital lesions" as pertinent
findings in the objective examination and
that they should be investigated and valued
in the event of suspected STls in adolescents.

4.65 0.50 4.84

IT Scale

9 Further investigation should only be

directed at the syndrome in question 4.02 116 4.06

10.7 It is recommended to determine the
VDRL/RPR test as a complementary investi-
gation in all symptomatic cases suggestive of
STI.

4.56 0.72 4.71

AR Scale

19 The reassessment must be carried out

: 3.52 1.28 3.89
over a period of more than one month

20.7 At the time of the reassessment, | must

- . 4.79 0.49 491
provide instruction on how to use a condom.

0.49

1.45

0.97

0.49

0.63

0.37

0.73

117

0.28

A1<A3 &

4.87 0.38 4.90 0.39 28.05 0.000 Al<Ad

2.87 1.32 3.50 1.33 14.17 0.003 Al<A4

2.96 1.41 3.56 1.40 7.75 0.051 Al<A4

A1<A3 &

3.22 0.98 3.45 1.06 24.55 0.000 Al<Ad

4.70 0.53 4.78 0.49 2.23 0.524 -

1.46 0.93 1.52 1.00 8.79 0.032 A1>A2

4.61 0.65 4.67 0.80 10.00 0.019 A2>A1

3.95 1.30 3.53 1.35 8.37 0.039 A2>A4

A2>A1 &

4.54 0.83 4.73 0.73 9.78 0.021 Ad>AL

3.61 1.36 3.32 1.24 9.50 0.023 A2>A4

4.61 0.73 4.72 0.45 13.34 0.004 A2>A4

Legend: IASK — Initial Approach, Standards and Knowledge; AR — Monitoring and Reassessment; Al - <5 years; A2 —5-10 years; A3 —11-20 years; A4 - > 20 years;
SD — standard deviation; OE — Objective examination; IT — Investigation and Treatment; M — mean.

the undervaluation and overvaluation of some clinical findings,
the investigation only directed at the suspected syndrome and
the treatment not implemented empirically when diagnosis.
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