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ABSTRACT
In recent years, there has been an increased national focus on assessing and
improving the quality of health care. This statement provides recommendations
and criteria for assessment of the quality of primary care delivered to adolescents
in the United States. Consistent implementation of American Academy of Pediat-
rics recommendations (periodicity of visits and confidentiality issues), renewed
attention to professional quality-improvement activities (access and immuniza-
tions) and public education, and modification of existing quality-measurement
activities to ensure that quality is delivered are proposed as strategies that would
lead to improved care for youth. Pediatrics 2008;121:1263-1270

INTRODUCTION
In recent years, there has been an increased national focus on assessing and
improving the quality of health care.'? In a recently published policy statement,
“Principles for the Development and Use of Quality Measures,” the AAP’s Steering
Committee on Quality Improvement and Management and the Committee on
Practice and Ambulatory Medicine provided a guide for pediatricians on the
appropriate uses of quality measures and the criteria on which they should be
based.? The Institute of Medicine (IOM) has identified health care quality as a
national priority and has framed 4 consumer-oriented perspectives on health care
needs: staying healthy, getting better, living with illness or disability, and coping
with the end of life. The IOM has also addressed quality issues from the perspective
of concern for safety, effectiveness, patient centeredness, and timeliness of care
and with regard to equity across population subgroups.*®

Access, affordability, cultural effectiveness, communication, and empathy are im-
portant attributes of quality care for all age groups. The American Academy of
Pediatrics (AAP) has included quality of care in its strategic priorities. Providing quality
care for children and adolescents requires that pediatricians maintain relationships
with families and with community institutions such as schools or child care providers
while maintaining the relationship with their patient. In providing quality care for
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adolescents, pediatricians must also help patients and their families as teenagers develop autonomy, responsibility, and an
adult identity. Thus, adolescent services should also be developmentally appropriate.¢” Confidentiality, both in determin-
ing whether youth receive what they need and whether there are opportunities for private one-on-one time during health
care visits, is a major factor that affects quality of care for many youth.®?

Most adolescents are healthy. However, the preventable health problems of adolescents make specific screening and
counseling services important. Most adult chronic diseases have origins during childhood and adolescence.!*!! Reduction
of risky behavior has great potential for reducing preventable adolescent and adult morbidity and mortality, and primary
care clinicians can play a critical role in preventing adverse outcomes and promoting healthy lifestyles. Nonetheless, many
youth are at high risk of early unintended pregnancy, sexually transmitted infections (STIs), and tobacco, alcohol, and
substance use.'2 Alcohol, substance abuse, drunk driving, sexual activity, depression, suicide, smoking, violence, and guns
are the primary causes of morbidity and mortality among adolescents.!>!* Anticipatory guidance, screening, and coun-
seling to reduce health risks are the centerpiece of pediatric and adolescent preventive care; nonetheless, the content of
care delivered to many youth does not meet guidelines for care or the perceived needs of adolescent patients.!>

With passage of the State Children’s Health Insurance Program (SCHIP), commitment has been building to ensure
that children and adolescents are part of national, state, and local efforts to improve health care quality. The
expansion of health insurance coverage and emergence of new quality measures for children and youth create
opportunities to assess and improve health services for America’s 40 million adolescents. In 2002, the US Congress
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mandated that the Agency for Healthcare Research and
Quality (AHRQ) produce an annual report on health
care disparities in the United States. The National
Healthcare Disparities Report includes a broad set of
performance measures used to monitor the nation’s
progress toward improved health care quality for all
Americans and builds on the conceptual framework of
reports from the IOM. In addition, in 2002, the AHRQ
issued a call for measures for inclusion in its National
Quality Measures Clearinghouse. Although performance
measurement can help move efforts to improve preven-
tive services for adolescents, federal quality and disparity
measures are often restricted to those that can be ob-
tained easily from hospital or other administrative data-
bases. In addition, in 2006, the AHRQ issued the Na-
tional Healthcare Quality Report,® which provided
additional data on adolescent care and emphasized the
need for assessment and measurements. Despite expert
and consumer agreement about the importance of ado-
lescent preventive care for health care system account-
ability and performance reporting, there are few current
measurement methods.216-1°

This statement provides recommendations and crite-
ria for assessment of the quality of adolescent care and
the need for comprehensive efforts to improve the qual-
ity of primary care delivered to adolescents in the United
States. Because much of adolescent morbidity and mor-
tality is preventable, this statement focuses on quality
issues that relate to staying healthy—preventive care
themes. Quality issues for acute, specialty, and hospital
care needs, issues for children with special health care
needs, and end-of-life issues, although important, are
outside the scope of this review. As the federal govern-
ment addresses increased attention to measurement and
to development of quality indicators, better implemen-
tation of AAP guidelines,'? renewed attention to profes-
sional quality-improvement activities and public educa-
tion, and modification of existing quality-measurement
activities to ensure that quality care is delivered are
proposed as strategies that will lead to better care for
youth.

ADOLESCENT HEALTH STATUS AND RISKY BEHAVIORS
The state of America’s youth with regard to progress to-
ward achieving national health objectives is mixed. Ado-
lescents engage in high-risk behaviors that cause significant
morbidity and mortality. Adolescents and young adults
have higher incidences of substance abuse, unprotected
sex, reckless driving, and violent behavior compared with
adults. Unintentional injuries are the leading cause of
death for children, adolescents, and young adults, and al-
cohol use plays a role in many injuries. Homicide and
suicide are the next leading causes of death for adoles-
cents.’> Violence affects adolescents as both perpetrators
and victims. Adolescents are susceptible to intimate partner
violence as well, with between 9% and 60% of adolescents
having experienced some form of dating violence, and as
many as 21% of child abuse cases are perpetrated against
adolescents.?

Risky and healthy behaviors that affect adult morbid-
ity also have their origins during the adolescent years.
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According to the Centers for Disease Control and Pre-
vention (CDC), more than half of all teenagers report
having had sex, many do not use appropriate barrier
protection, and 25% of all annual STI cases in the United
States occur in adolescents. Nearly 13.4% of students in
the United States had smoked at least 1 cigarette in the
previous 30 days, and 23% have reported current ciga-
rette use. Most American adolescents have consumed
alcohol at least once in their lifetimes, almost half
(43.3%) had consumed alcohol at least once in the
previous 30 days, and more than 1 (25.5%) in 4 reported
having consumed 5 or more alcoholic drinks on at least
1 occasion in the preceding month. The recommended
daily fruit and vegetable intake in the United States is 5
servings per day; however, only 20.1% of adolescents
eat the recommended amount. In addition, most adoles-
cents engage in physical activities at lower-than-recom-
mended levels.®

PRIMARY CARE ACCESS AND UTILIZATION

Adolescents are among those least likely to have access
to health care, and they have the lowest rate of primary
care use of any age group in the United States.*!*> Ado-
lescents and young adults, especially those in poverty,
are more likely to be uninsured than any other age
group, and many are underinsured with coverage that
does not include preventive care, counseling, or other
needed services.'>?! More than 12 million (14.1%) in-
fants, children, and young adults are uninsured, and an
estimated 7 of those 12 million are either adolescents or
young adults.?? Although implementation of the SCHIP
has improved access to care for more than 2 million
previously uninsured children and adolescents, tremen-
dous variation remains across states.??

More than 85% of adolescents in the United States
report having a regular source of health care. Most fam-
ilies identify a pediatrician or family practitioner as a
source of primary care, and most adolescents report
having seen their clinician within the last year.>2* A
study by the AAP Department of Practice and Research
in 2003 found that pediatricians’ share of visits from
adolescents (ages 12-18) increased from 32.3% to
38.5% during a 10-year study period from 1991 to
2000.>> For many reasons, including barriers to care
for adolescents and lack of provider training and in-
centives, few adolescents receive recommended com-
prehensive preventive counseling and screening ser-
vices on key topics such as alcohol use, depression,
sexual activity, smoking, injury prevention, physical
activity, and diet.!122:26.27

Currently, even adolescents who receive health care
often do not receive adequate preventive counseling,
health promotion, or screening. Most physicians per-
form recommended preventive services at low rates, few
adolescent visits are for preventive care, and many ad-
olescent visits do not include health counseling or guid-
ance.!'26-28 Moreover, nearly half of the visits between
adolescents and their doctors do not include an oppor-
tunity for the teenager to talk privately with the physi-
cian. Almost 1 in 3 adolescent girls and 1 in 4 boys report
having missed needed care, almost 4 of 10 girls report



having been too embarrassed to talk about an issue with
their physician, and fewer than half who thought they
should talk about prevention of pregnancy or STIs had
ever done so with their doctor.®?® Thus, a substantial
proportion of visits could not have provided confidential
counseling or screening for preventable risky behaviors.

Data from the National Committee for Quality Assur-
ance (NCQA) in the Health Plan Employer Data and
Information Set (HEDIS) are used to determine if ado-
lescents have had an annual well visit as a measure of
quality for health maintenance organizations’ delivery of
preventive care. However, this measure provides infor-
mation only about how many continuously enrolled
adolescents have had a visit that was administratively
coded as a well visit. The measure does not provide
information about whether counseling and/or screening
was provided, whether there was an opportunity for a
private and confidential encounter, or whether preven-
tive services were provided outside the context of well
visits.2>20 In addition, few health plans score more than
50% on this measure,?! despite the higher proportion of
visits reported by either parents or adolescents. Adoles-
cents might report a higher proportion of well visits
because they believe that the care they receive during
school or sports physical encounters is equivalent to
regular preventive care. However, sports physicals, es-
pecially station-based examinations, are generally not
comprehensive, high-quality preventive care encoun-
ters. Most station examinations do not include psychoso-
cial screening to identify behavioral and other risks. Station
examinations also do not allow for attention to longer-
term risks of morbidity and mortality, because they are
primarily focused on safety, orthopedic fitness, and risk of
death from sports.>? Station examinations also lack confi-
dentiality. Without comprehensive screening, there are
many missed opportunities for early diagnosis and treat-
ment.>?

Appropriate measures of quality also require defini-
tion of adolescents” expectations for the content of care
delivered to them. Adolescents cite confidentiality, cost,
and convenience as key determinants of their use of and
satisfaction with care.”!® Confidentiality is the key for
addressing many types of preventable problems, because
fear of disclosure, diagnosis, and treatment may cause
adolescents to delay or avoid needed care. Although
most physicians support providing confidential care to
adolescents, some are uncomfortable with the family
negotiations that may surround independent care and
decision-making, and few routinely arrange alternative
billing or other systems to facilitate adolescents’ using
their practices confidentially. Nevertheless, several stud-
ies have shown that adolescents are both interested in
and willing to talk with clinicians about recommended
preventive counseling and screening topics, especially
during private, confidential health care visits.*10.282°

ACCESS TO QUALITY CARE FOR ADOLESCENTS

For health services to meet adolescents’ needs, they
should meet criteria for both the system of health service
delivery and the specific services provided.”>* Systems
factors affect or facilitate adolescents actually receiving

services. They are not services themselves but, rather,
form the infrastructure of service delivery. These factors
include health service organization and financing as well
as various domains of access, including availability, af-
fordability, confidentiality, visibility, convenience, flexi-
bility, and coordination.” In contrast, services are a mea-
sure of the therapeutic interactions received and reflect
service capacity, content, and utilization. Services vari-
ables also include quality.

Seven criteria for access to care have been proposed
by the Society for Adolescent Medicine,” including:

e Availability: age-appropriate services and trained cli-
nicians must be available in all communities.

e Visibility: health services for adolescents must be rec-
ognizable and convenient and should not require
complex planning by adolescents or their parents.

e Quality: a basic level of service must be provided to all
youth, and adolescents should be satisfied with the
care they receive.

e Confidentiality: adolescents should be encouraged to
involve their families in health decisions, but confi-
dentiality must be ensured.

e Affordability: public and private insurance programs
must provide adolescents with preventive and other
services designed to promote healthy behaviors and
decrease morbidity and mortality.

e Flexibility: services, clinicians, and delivery sites must
cater to developmental, cultural, ethnic, and social
diversity among adolescents.

e Coordination: service providers must ensure that com-
prehensive services are available to adolescents.

The developmental characteristics of adolescents
make these 7 criteria critical for adolescents’ health.
Similarly, the preventable health problems of adoles-
cents make the availability and visibility of certain pre-
ventive services—including family planning and repro-
ductive health services, diagnosis and treatment of STIs
and HIV, mental health counseling and treatment, and
substance abuse counseling and treatment—critically
important for those in this age group. Confidentiality, or
the lack thereof, affects quality of care. In a recent sur-
vey, 58% of high school students reported health con-
cerns that they wanted to keep private from their par-
ents, approximately only one third of the respondents
knew they were legally entitled to receive confidential
care for specific health issues, and 68% reported con-
cerns about the confidentiality of services provided in
school-based clinics.>

The specific services that should be provided to adoles-
cents are summarized by the AAP in its recommendations
for clinical preventive services*> and in Bright Futures: Guide-
lines for Health Supervision of Infants, Children, and Adoles-
cents,'>  which recommend comprehensive preventive
counseling and screening services, including annual pre-
ventive health care visits for adolescents between 11 and
21 years of age. Such visits should include confidential
screening (through trigger questionnaires, clinical inter-
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views, or other means), early identification, appropriate
preventive care interventions, and referrals for behavioral,
emotional, and medical risk; education and counseling on
behavioral, emotional, and medical risks to health; and
recommended immunizations. Ideally, these health ser-
vices should be provided in the context of a medical home
that provides coordinated care for youth and their families.
When school-based health clinics serve as medical homes
and provide primary care, they should be expected to meet
similar criteria for the quality of the care they provide. In
contrast, sports physicals conducted in schools, especially
station-style examinations, undermine the primary care
relationship and are unlikely to provide quality compre-
hensive care. Thus, school or other policies should not
encourage supplanting routine well visits or the primary
care relationship with sports physicals. In addition, forms
used by schools and athletic teams for preparticipation
sports examinations should incorporate preventive health
assessment tools into their content.

It is also important to stress the implementation of
office systems that prompt annual screening of adoles-
cents. Preventive health prompts that alert the clinician
or other members of the health care team when adoles-
cents present for urgent care visits that preventive health
services are due and systems that remind clinicians to
address specific content can systematically increase the
delivery of preventive services.>¢

Education and counseling include encouraging good
health habits and providing guidance on avoiding risky
behaviors (specifically, promotion of healthy eating, phys-
ical activity, and exercise; responsible sexual behaviors;
avoidance of tobacco, alcohol, and other substances; use of
seat belts and protective helmets; avoidance of drunk driv-
ing, interpersonal violence, and weapons; and other
injury-prevention strategies). Screening, followed by target
counseling or interventions for those found to be at risk,
includes assessment for hypertension and hyperlipidemia,
obesity, eating disorders, substance abuse, sexual orienta-
tion, sexual activity, pregnancy, HIV and other STIs and
cervical cancer, school performance and learning disorders,
depression and suicidality, involvement in or victimization
from violence or abuse, and tuberculosis. In addition to
AAP policies, similar components for adolescent preventive
services have also been set forth by the American Medical
Association, American Academy of Family Physicians, and
the US Maternal and Child Health Bureau (MCHB).!23537.38

Recommendations for delivery of clinical preventive
services to adolescents include counseling families to
reinforce the importance of setting clear expectations for
adolescent behavior, review firearm safety and access
issues, and address the importance of parents as role
models for healthy behavior.!2537 Recent evidence also
supports the importance of providing anticipatory guid-
ance to parents, because it helps support their role in
promoting positive youth development and helping de-
velop protective factors in the lives of adolescents.>

EMERGING QUALITY MEASURES FOR ADOLESCENT CARE

The IOM conceptual framework for quality addresses 4
consumer-oriented perspectives on health needs: staying
healthy, getting better, living with illness or disability,
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and coping with the end of life.> These concepts are
crossed by 4 components of health care quality: safety,
effectiveness, patient centeredness, and timeliness, each
of which has had policy prominence in its own way. In
addition, the IOM has identified equity across popula-
tions as a cross-cutting issue.>* Equity refers to providing
care that does not vary in quality because of personal
characteristics such as gender, ethnicity, geographic lo-
cation, and socioeconomic status. The IOM has also de-
lineated criteria to apply in thinking about individual
quality measures: the overall importance of the aspect of
quality being measured, the scientific soundness of the
measure, and the feasibility of measurement.*

During the 1990s, numerous observers remarked on
the lack of valid or reliable quality measures for chil-
dren’s health care.*#! In response, federal and private-
sector funders invested in the development, testing, and
implementation of quality measures for children’s
health care. Access (as in provider capacity), immuniza-
tion rates, and the rates at which children and adoles-
cents have well visits are used by the NCQA as quality
indicators for health maintenance organizations, but
these measures provide no information about the pro-
vision of preventive counseling and screening and do
not take into account the fact that preventive services
are often provided outside of well visits. Mangione-
Smith and McGlynn,*' of the Rand Corporation, have
developed extensive chart-based measures of care qual-
ity for children and youth. The AHRQ and CDC have
also helped develop other valid and reliable adolescent
quality measures that could be used for public health or
managed care surveillance. The AHRQ has also called for
a research agenda in quality measurement for children’s
health care, the National Initiative for Children’s Health
Care Quality has been founded, and the AAP has
launched several quality-improvement initiatives for
pediatric practice.!?3¢

The Child and Adolescent Health Measurement Ini-
tiative (CAHMI) was established in 1998 by the Foun-
dation for Accountability to provide leadership and re-
sources for quality of health care for children and
adolescents. The CAHMI collaboration includes the
NCQA, the AAP, Children Now, the CDC, the AHRQ, the
MCHB, and others.>¢ The CAHMI has developed and
studied 3 measures for children and youth services qual-
ity: a child development measure for children between 0
and 48 months of age; a measure for identification of
children with chronic illness or special health needs; and
an adolescent preventive care measure, called the Young
Adult Health Care Survey (YAHCS),* for teenagers 14 to
18 years of age, which assesses whether adolescents are
receiving recommended health care services. This
YAHCS has also been endorsed by the National Quality
Forum.

Adolescents have been found to be more valid and
reliable than chart review and other data sources in
reporting their experiences with preventive care.>*#2 The
YAHCS items have been shown to be valid (compared
with audiotaped visits) and more accurate than chart
data about processes of care.? The YAHCS items have
also been shown to be reliable** in measuring quality of



adolescent preventive care. The YAHCS measurement
scales have also demonstrated strong construct validity
(mean factor loading = .64) and reliability (mean Cron-
bach’s a = .77).2°

The YAHCS items ask adolescents directly about the
health care they received in the previous 12 months. In
fact, because many of the discussions during adolescents’
visits are conducted privately between adolescents and
their clinicians, adolescents are likely to be a better
source of some kinds of information than either their
parents or their charts. The 7 YAHCS quality measures
address key aspects of recommended preventive care,
including (1) screening and counseling for risky behav-
ior (smoking, alcohol use, violence, and guns); (2)
screening and counseling for sexual activity and STIs and
pregnancy prevention; (3) screening and counseling for
mental health and depression; (4) promotion of healthy
lifestyle issues (diet, weight, and exercise); (5) private
and confidential health care; (6) perceived helpfulness
and effectiveness of visits; and (7) adolescents’ rating of
their clinician’s communication and an overall rating of
care. The YAHCS also asks about adolescents” health care
use, health status, and participation in risky behaviors,
because this information can be helpful in assessing
whether an adolescent’s needs are being met.

The YAHCS is also aligned with the AAP preventive
care policies as well as with guidelines from the Ameri-
can Medical Association, American Academy of Family
Physicians, MCHB, and Healthy People 2010. Average pre-
ventive counseling and screening scores from the
YAHCS range from 18.2% for discussing risky behavior
topics to 50.4% for discussing diet, weight, and exercise
topics.?> The YAHCS can be used to bridge efforts to
measure the performance of health care plans and clini-
cians, target and improve health care quality, and assess
and improve public health.

Health plan accreditation and quality assessment,
state policies and surveillance systems, and tracking of
quality and disparities by the AHRQ have few measures
for adolescent care. The AAP is concerned that the gaps
in the proposed measure set reflect inconsistent mea-
surement development and will fail to document quality
in important domains such as health status and out-
comes of care. Thus, it is critical that the gaps in report-
ing be seen as mandates for improved measure specifi-
cation and data collection and not as a de facto standard
in our expectations for future reporting. Better imple-
mentation of AAP policies, renewed attention to profes-
sional quality-improvement activities and public educa-
tion, and modification of existing quality-measurement
activities to ensure that quality care is delivered are
proposed as strategies that would lead to better care for
youth.

OPPORTUNITIES AND CHALLENGES FOR PRIMARY CARE

The system of primary care for adolescents in the United
States is changing along with broader changes in the
content, organization, and financing of all health ser-
vices. These changing patterns in the organization of
health care may both improve and hinder the care re-
ceived by adolescents. Similarly, changes in the science

of medicine, as well as in technology both in and out of
health care may have significant implications for health
care delivery to children and their families. The growth
of large, integrated health care delivery systems may
lead to greater community orientation and more explicit
consideration of adolescents’ needs. On the other hand,
consolidation of services may lead to fewer opportunities
and may not result in greater attention to the quality of
care delivered or studies of prevention or treatment
effectiveness.

Large systems may threaten the quality of health care
for children and adolescents. If service delivery systems
are not appropriately designed for them, adolescents’
ability to use health care may suffer. Regulations of the
Health Insurance Portability and Accountability Act
(HIPAA) allow states with permissive confidentiality
policies to continue them. However, the HIPAA is also
expected to make confidential care more difficult to
deliver in some areas. Some clinicians may interpret and
view HIPAA regulations as restrictive barriers to deliv-
ering preventive health care services to adolescents
rather than as protective of confidential care. A focus on
costs may erode support for many services. Primary care
clinicians may have less opportunity to provide antici-
patory guidance, behavioral assessment and interven-
tions, or health promotion and disease-prevention coun-
seling.

Adolescents are often unable to anticipate or plan for
their needs. Thus, to serve adolescents appropriately,
services must be available in a wide range of health care
settings, including community-based adolescent health,
family planning, and public health clinics; school-based
and school-linked health clinics; physicians” offices and
physicians” offices affiliated with health maintenance
organizations; health maintenance organizations; and
hospitals. Without multiple entry points and a diversity
of care resources, adolescents are less likely to connect
with the appropriate care resources.

Computer technology and the Internet have affected
the practice of medicine in the method and speed of
access to information and in the nature of communica-
tion among physicians, patients, and other members of
the health care team. These technological advances pro-
vide opportunities for distance education and support for
patients. However, the media and the Internet also may
lead to misinformation for physicians and patients.
Many consumers have difficulty critically appraising
health-related information. The education of primary
care clinicians must include training in the informatics of
health care and the potential promise and problems
inherent in technological change.

Coordinated efforts to address disparities in quality
should be part of the quality agenda for adolescents’
health. This must include measures and surveillance that
can identify disparities based on age as well as sensitivity
to cultural differences in interpretation and performance
of quality measures. However, there are concerns about
both the relevancy and appropriateness of the measure
set proposed by AHRQ in tracking quality and disparities
for pediatric and adolescent health care. Overreliance on
clinical or administrative data will fail to document qual-
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ity in important domains such as health status and out-
comes of care. In addition, if the national initiatives
simply report on available data, they may fail to truly
address quality and may lead clinicians and others to
focus their attention on what is now measured rather
than on what is truly important in improving health
care.

CONCLUSIONS AND RECOMMENDATIONS

The IOM refers to the discrepancy between the health
care that Americans receive and the health care that
Americans should receive as a “quality chasm.” Adoles-
cents, although traditionally thought of as healthy, are
not exempt from this problem. Adolescents have unique
health care needs that are not always addressed, and
young people often face significant barriers to obtaining
needed health care, including lack of insurance, finan-
cial difficulty, and lack of (or perceived lack of) confi-
dentiality. Most adolescent morbidity and mortality is
attributable to preventable risk factors, and AAP guide-
lines for quality adolescent health care include screening
and counseling to promote healthy behaviors and pre-
vent risky behaviors and for the provision of confidential
care.

The AAP believes that it is possible to raise awareness
about these issues and ensure that primary care for chil-
dren and adolescents provides comprehensive service
packages and sufficient support to allow clinicians to iden-
tify and coordinate services for the common biomedical,
behavioral, and educational problems of children.

Public policy must help support improvements in our
health care system so that more children and adolescents
receive quality care. Employer-sponsored insurance often
leaves uncovered some of the services, such as reproduc-
tive health or mental health services, that adolescents need
the most. Public insurance programs, including Medicaid
and the SCHIP, provide an opportunity to increase the
number of children with insurance coverage. The first chal-
lenge for these programs, as has been the case for Medicaid,
is to enroll eligible children and adolescents. However, as
the SCHIP expands insurance coverage to a greater propor-
tion of poor and near-poor youth, understanding and ad-
dressing the nonfinancial factors that affect access and
quality of care become increasingly important. To be effec-
tive, these programs must address the reasons that adoles-
cents miss needed care, such as lack of confidentiality or
the ability to choose clinicians who are geographically and
culturally accessible.

Meaningful measures that assess the quality of pri-
mary care have been developed but have been slow to
enter the field, with actual use in the health care system
itself far from optimal. Child and adolescent health has
unique characteristics that differentiate it from adult
health and require the development of specific mea-
sures. First, children’s growth is rapid and presents chal-
lenges that often require distinct measures for different
age groups. In addition, children have different patterns
of health, illness, and disability. They have fewer chronic
conditions than adults do; thus, quality measurement for
children with chronic illness requires noncategorical ap-
proaches to assessment. Children also depend on adults
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for access to care, adherence to recommended treat-
ments, and continuity of care. Quality-measurement
and -improvement initiatives need to be developed to
specifically address the transition of care from adoles-
cence into adulthood. As adolescents assume responsi-
bility for their own health behaviors, the importance of
confidential screening and counseling requires clinicians
to derive information directly from youth.

Improving the health of children and adolescents is a
quality-of-care issue, a professional education issue, and
a personal and family responsibility issue. National and
community solutions and coordinated efforts are needed
to improve health care systems and improve the quality
of preventive health care delivered to youth; to help
promote improvements in quality through support of
professional and consumer education campaigns; and to
support quality-improvement initiatives in states, man-
aged care plans, and communities.

Families have a special role to play in advocating for
their teenagers’ health. Most parents or guardians want
a professional they trust, such as their pediatrician, to
promote healthy, responsible behavior and provide ac-
curate information about health risks so that youth at
risk can be identified and offered appropriate help. Thus,
every adolescent’s parent or guardian should be support-
ive of ensuring that their teenager has private, confiden-
tial time during their health care encounters so that
important, preventable issues are addressed.

Pediatricians need to provide care that includes effec-
tive counseling skills and must have the right incentives
to work with adolescents and their families. This de-
pends on understanding the adolescent’s health-behav-
ior choices in context and helping patients make the
healthiest choices for themselves. Skills such as motiva-
tional interviewing® and tailoring behavior-change
counseling to patients’ stage of change can help physi-
cians counsel youth and their families more effectively.*

There are few current federal initiatives to improve
care for adolescents. The MCHB funds the Office of
Adolescent Health, interdisciplinary adolescent health
training programs, and implementation of comprehen-
sive preventive care guidelines. In addition, the Bureau
of Primary Care, the CDC, and some states have sup-
ported adolescent prevention services quality-improve-
ment initiatives. However, concerted and sustained fed-
eral and state efforts will be needed to ensure quality
services for most of our nation’s youth.

Public health surveillance and health care quality-
assurance activities should use measures that assess ad-
olescents’ experiences with care, ensuring that confiden-
tial counseling opportunities are provided (rather than
by relying on parental report). Use of adolescent self-
report to assess the content of primary care delivered to
youth via managed care quality assurance and public
health surveillance systems has the potential to improve
the quality of adolescent care.

The AAP recommends the following:

1. All children and adolescents should receive compre-
hensive, confidential (as appropriate) primary care as
recommended by AAP guidelines,!? including screen-



ing, counseling, and physical and laboratory evalua-
tions.

. All children and adolescents should be covered by
health insurance that provides benefits and care in
accordance with AAP guidelines'? and that provides
coverage and access to pediatric specialists for care
identified as medically necessary during recom-
mended screening and health supervision visits.

. State governments should ensure that adolescent
confidentiality is preserved and/or protected as
HIPAA regulations and electronic health records un-
dergo implementation.

. Private-sector and government payers should de-
velop policies and contract standards to promote ac-
cess to adolescent care and availability of confidential
services for adolescents and should provide other in-
centives for delivery of high-quality care to adoles-
cents.

. Public education should help parents and other con-
sumers understand what constitutes high-quality ad-
olescent primary care so that consumers can be better
advocates for confidential and private screening and
counseling in settings they trust to help keep their
children healthy.

. Pediatricians and other adolescent health care clini-
cians should be provided professional education
about effective strategies for delivery of high-quality
adolescent primary care.

. Feasible, valid, and reliable quality measures should
be developed and implemented that use adolescent
self-reported data to help assess the quality of pre-
ventive care provided to youth. In addition, existing
measures that were developed in association with
initiatives designed to improve the care delivered to
adolescent patients should be catalogued and im-
proved for use by external quality-measurement
organizations
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