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(e.g., the House Select Committee on Children,
Youth, and Families) or groups (the Senate Chil-
dren’s Caucus) have responsibility for oversight
(House Select Committee on Children, Youth, and
Families) or information dissemination (Senate Chil-
dren’s Caucus), but have no authorization or appro-
priation jurisdiction. Thus, there is fragmentation in
the U.S. Congress that it might be helpful to reduce.

Table 4-Summary of Three Major Policy Options
Related to U.S. Adolescents’ Healthe

Major Option 1: Congress could take steps to Improve
adolescents’ access to appropriate health
and related services.

Major Option 2: Congress could take steps to restructure
and Invigorate the Federal Government’s
efforts to Improve adolescents’ health.

Major Option 3: Congress could support efforts to Improve
adolescents’ environments.

Major Policy Options
OTA’s analysis of U.S. adolescents’ health needs

suggest numerous opportunities for action at many
levels: Federal, State, and local governments and
agencies; the private for-profit and not-for-profit
sectors; parents; and adolescents themselves. OTA’s
analysis also suggests that a more sympathetic,
support ive approach to adolescents  by pol i-
cymakers seems warranted. The orientation to
adolescents taken during any action is as important
as whether an action is taken or its intensity. The
new, more supportive approach that OTA’s analysis
suggests is warranted is discussed below.

Also discussed are three major policy options for
Congress that OTA’s analysis suggests would both
demonstrate the Nation’s commitment to a new
approach to adolescent health issues and provide
tangible, appreciable assistance to adolescents with
health needs:

1.

2.

3.

taking steps to improve adolescents’ access
to appropriate health and related services;
taking steps to restructure and invigorate
the Federal Government’s efforts to im-
prove adolescents’ health; and
supporting efforts to improve adolescents’
environments (see table 4).56

Each of these major options involves numerous
potential strategies, which are presented in detail
below. The three major options and strategies cut
across the areas analyzed in this Report. Some of
them would benefit certain groups of adolescents, or
address specific problems, more than others.

The complexity of adolescent health issues, the
diversity of the U.S. adolescent population, the
structure of the existing health and related services

apossible strategies for implementing these OptiOflS  are presented in table
5 (Major Option 1), table 6 (Major Option 2), and table 8 (Major Option 3).

SOURCE: Office of Technology Assessment, 1991.

system generally,57 and political and value consider-
ations 58 all guarantee that there is no one simple
approach to achieving any of the goals reflected in
the major policy options. With each major option,
therefore, OTA presents a range of potential strate-
gies for accomplishing the goal. (See tables 5,6, and
8 for summaries of the strategies associated with
each major option.)

A New Approach
Currently, adolescent health is often viewed in a

problem-specific manner, with the emphasis on a
relatively few highly visible issues. Further, as is
consistent with the current national approach to
health problems, much of the burden for improve-
ments in health is placed on the individual adoles-
cent (201,260). If only adolescents would stop
taking drugs, stop having sex, and stay in school, the
argument goes, all would be right in adolescent
health. Parents, schools, health care systems,
individual health care providers, youth services
workers, and adolescents themselves are gener-
ally given little guidance, and few resources, to
enable them to be supportive of adolescents.

How do adolescents feel about adolescent health?
Part of the problem in answering this question is
that--despite the fact that they are held largely
responsible for their health problems—there is little
systematic evidence on the adolescent perspective
on health issues. The evidence that is available
suggests that adolescents believe that there is
considerable social ambivalence when it comes to
adolescent behavior such as sexuality, alcohol,
tobacco, and drug use, and other risk-taking behav-

~In  addition to these  major policy options, problem-or system-spec~lc  policy options are presented below  in Conjunction with findings from s~~lc
chapters in this Report (see ‘‘Specific Findings and Policy Options’ ‘).

sTSee smtjon  &IOW entitled “Barriers and Opportunities to Change. ’

~sSee below, “Barriers and Opportunities to Change. ”
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iors (e.g., dangerous driving practices) (235),59 that
many adults do not really care about them (209),@

that health care providers do not discuss the issues
of concern to them,61 and that many adults seem only
to see the negative when it comes to adolescents
(88).

These findings on adolescents’ views, scarce as
they are, suggest the existence of a wide gulf
between adolescents and adults. Adult observers
have also noted that public attitudes toward adoles-
cents are, if not negative, then largely unsympathetic
(15,190). As noted by a work group of the 1986
DHHS-sponsored conference ‘‘Health Futures of
Youth, ‘ ‘ ‘ ‘most prominent among obstacles to the
creation and continuation of integrated community
health programs for youth is that the consumers of
these services are youth’ (15). An assessment of the
reasons for such unsympathetic attitudes is beyond
the scope of this Report,62 but the attitudes can be
characterized as consisting of notions that adoles-
cence is merely a transitional stage, rather than a
period of life to be valued in its own terms (93), and
that adolescence is inherently a problem period
about which little can be done (70).

Adolescence is undoubtedly a difficult period for
many adults, especially parents (130). Both adoles-
cents and adults may be unsure about how to deal
with shifts in the balance of power that begin to
occur during adolescence (130). The type of commu-
nication that adults have with adolescents, and either
the restrictions they place on them or the detachment
they assume, may be generated by caring, but may
not be perceived as benevolent by adolescents.

OTA concludes, therefore, that, in addition to
supporting concrete improvements in a broad
range of health and related services and policies,
Federal and other policy makers should follow a
basic guiding principle of providing a prolonged
protective and appropriately supportive environ-
ment for adolescents. Implementation of this basic
guiding principle may be difficult, however, and
attempts will undoubtedly generate disagreement
among policymakers. One model that could be
followed is that of authoritative parenting. Authori-
tative parenting consists of a combination of open
communication and give-and-take between parent
and adolescent, in an environment of consistent
support and firm enforcement of unambiguous rules.63

59 For exmple,  OTA’S Youth  Advisory Panel pointed out that while they are formally instructed to abstain from sex, drinking, ~d drugs,  ~eY we
bombarded daily with contradictory messages from the adult-controlled media.

%e Umversity  of Minnesota’s survey of 37,000 7th- through 12th-grade public school students in 86 Minnesota school districts found that only
about 45 percent of adolescents felt that church  leaders cared about them, and that only about 41 percent of adolescents felt that ‘‘schoolpeople’ cared
about them (209) Perceptions that church leaders cared about them declined throughout adolescence, from approximately 50 percent of 7th graders
believing that church leaders cared, to between 27 percent (metropolitan area females) and 45 percent (nonmetropolitan-area males) of 12th graders
holding this bchef  (209). (Respomes  by grade were not reported for other categories of adults.) Overatl, however, about 70 percent of adolescents felt
that “aduf[s’  cared about them, and almost 90 percent felt that parents cared about them (209). However, only 65 percent of responding adolescents
reported that they felt that their family cares about their feelings, 50 percent that their families paid a lot of attention to them 45 percent that the people
m their farnilles understood them, and 45 percent that they had fun with their families (209). Between 13 percent (males) and 18 percent (females) felt
that they wanted to leave home quite a bit or very much (209).

61 See ch. 6, ‘ ‘Chronic Physical Illnesses: Prevention and Services, in Vol. II.
msorne negative  attitudes  towwd  adolescents  Meat last partially based in reality because some adolescents begin to engage  in Socl~lY  ~saPPrOv~

behaviors often more characteristic of adults (e.g., drug use, drunk driving, crime, out-of-wedlock pregnancy). However, because these behaviors are
not norrna(ive, they may gc( more attention (e.g., in the media) than similar behaviors by adults. Acting on the availability heuristic (207), observers
may tend to be believe that all adolescents, not just those reported on, are engaging in problem behaviors. In addition, as a function of their developing
cognitive abilities (see ch. 2, “What is Adolescent Health?” in Vol. II), adolescents typically begin to question and criticin  tradition in ways that may
be uncomfortable for many adults (7 1).

~3,4s desmbed  by Baumrind, ‘ ‘Aurhoriturivepurents, by definition are not punitive or authoritarian. They may, however, embrace traditional values.
Authoritative parents, in comparison to lenient parents, arc more demanding and, in comparison to authoritarian-restrictive parents, are more responsive.
Authoritative parents arc demanding in that they guide their children’s activities firmly and consistently and require them to contribute to family
functioning by helping with household tasks. They willingly confront their children in order to obtain conformity, state their values clearly, and expect
their children to respect their norms. Authoritative parents are responsive affectively in the sense of being loving, supportive, and committed: they are
responsive cogrutively in the sense of providing a stimulating and challenging environment. Authoritative parents characteristically maintain an
appropriate ratio of children’s autonomy to parental control at all ages. However, an appropriate ratio is weighted in the direction of control with young
children and in the direction of autonomy in adolescence. Authoritative parents of adolescents focus on issues rather than personalities and roles, and
they encourage their adolescents to voice their dissent and actively seek to share power as their children mature” (13).

In general, authoritative homes can be described as exhibiting a constellation of warmth, democracy, and demundingness.  According to several
comprchemlve  reviews of the literature on parenting practices and their outcomes, adolescents who grow up in authoritative homes score higher on
indices of psychological development and mental health  (including self-image, social integration, and ability to make independent decisions) than do
adolescents from homes that arc predominantly permissive, rejecting-neglwting,  indifferen~ or authoritarian (13,14,198). (Authoritan”an  (as opposed
to authoritative) homes arc those in which parents are harsh, rigid, and domineering, and exert rigid social controls.) For further discussio~ see ch. 3,
“Parents’ and Families’ Influences on Adolescent Health, ” in Vol. II.
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However, even the execution of this model can
obviously be open to some interpretation.

OTA believes, however, that this principle can be
followed, though not without initial difficulty, from
the highest levels of Federal coordination, through
State, local, and school policy, to policies that
provide parents of adolescents with guidance and
time to spend with their adolescent children, to
efforts that attempt to teach social competence to
adolescents themselves. Adopting some or all of the
strategies suggested in the remainder of this Report
could also provide an indication that the Nation was
becoming more supportive towards its adolescents.

Major Option 1; Congress Could Take Steps To
Improve Adolescents’ Access to Appropriate

Health and Related Services
For a variety of reasons—adolescents’ lack of

financial or physical access, their need for confiden-
tial care and for providers who know how to work
with adolescents, the types of health concerns
experienced by adolescents (e.g., problems that may
not be deemed clinically serious, problems that
require intensive cognitive interventions, needs for
preventive services), and adolescents’ apparent lack
of knowledge about gaining access to services—
many American adolescents do not have effective
access to care in the primary or specialty health
services system or to related services.

Five general strategies Congress could pursue to
improve adolescents’ access to appropriate health
and related services are listed in table 5 and
discussed below. Each strategy would affect a
somewhat different aspect of access, affect some-
what different numbers and groups of adolescents,
and have different potential cost implications.*

Supporting the development of school-linked or
community-based centers that offer adolescents
comprehensive health and related services (e.g., care
for acute physical illnesses, general medical exami-

nations in preparation for involvement in athletics,
mental health counseling, laboratory tests, reproduc-
tive health care, family counseling, prescriptions,
advocacy, and coordination of care; and, perhaps,
educational services, vocational services, legal as-
sistance, recreational opportunities, and child care65)
(Strategy l-l) could potentially affect almost all
adolescents.

Improving adolescents’ financial access to health
services (Strategy 1-2)---even if effected in the
absence of comprehensive services----could touch
the many adolescents without financial access to
currently available health services (e.g., those ado-
lescents with no health insurance; or with insurance
that does not cover essential benefits (e.g., early
intervention for family-related and other mental
health problems)).

Improving adolescents’ legal access to health
services (Strategy 1-3) would affect access to health
services for those adolescents who are on their own
or who may be (or perceive themselves to be) in
conflict with their parents on a particular health-
related issue (e.g., sexuality counseling, need for
contraception, mental health, substance abuse).

The fourth strategy-improving the quality of
health care providers who work with adolescents
(Strategy 1-4)----would affect both the accessibility
and the appropriateness of care for almost all
adolescents who come in contact with a health care
provider, because many providers are not effective
at identifying needs or coordinating needed care.66

The f if th s trategy to improve access-em-
powering adolescents to gain appropriate access to
health services by providing adolescents with im-
portant information about available health services
and by encouraging their participation in the design
and management of health services for adolescents
(Strategy 1-5)---would affect a broad range of
adolescents, particularly those who do not yet know
how to be, and whose parents are not able to guide

~NOte UMt the estimates  of cost are. limited to short-ten-n (up-front) costs to the Federal Government and arc estimated extremely roughly and on a
relative basis (e.g., the cost of funding a group to devise a model statute that could provide more uniformity in consent and confidentiality requirements
affecting adolescents would be of much lower cost than FederaJ  continuation funding for comprehensive school-linked health centers). More refined
cost estimates would depend on a wide range of factors to be decided upon should Congress decide to act upon any of the strategies spedied below
(e.g., for comprehensive service programs: the number of such programs funded, the number of adolescents expected to use the programs, the types of
services provided, the types of heatth  care professionals used to provide the services; the types of financing mechanisms employed; the relative
contribution of Federat  and local authorities). It was beyond the scope of the present Report to estimate such a wide range of potential costs.

~~Not all Semlces ~e available at all centers. Referral and integmtlon is an extremely important aspect of providing appropriate c~e  for adolescents
(15).

‘See ch. 15, ‘ ‘Major Issues Pertaining to the Delivery of Primary and Comprehensive Health Serwces  to Adolescents, ” in Vol. UI.



Table 5-Strategies for Major Option 1: Congress Could Take Steps To Improve Adolescents’ Access
to Appropriate Health and Related Services

Access issue addressed
— Rough estimate of

TIrne for (direct) cost to
Strategy Physical Legal Knowledge Affordability Approachability expected impact Federal Government

Strategy 1-1: Congress could support the develop-
ment of centers that provide comprehensive and
accessible health and related services specifically
for adolescents In schools and/or communities.

1 -1a:

1-1 b:

1-1 c:

Provide Federal seed money for the development X
of school-linked and other community-based
centers that provide comprehensive health and
related services for adolescents.
Provide Federal continuation funding for already X
established school-linked and community-based
centers that provide comprehensive services for
adolescents.
Reduce existing barriers to the delivery of com-
prehensive services in adolescent-specific cen-
ters.

Strategy 1-2: Congress could take steps to improve
adolescents’ financial access to health services.

1-2a: Mandate an immediate expansion of Medicaid
eligibility for adolescents.

1 -2b: Mandate that employers provide health insur-
ance for their currently uninsured workers and
those workers’ dependents.

1 -2c: Directly fund or provide incentives to States for
outreach to increase adolescents’ use of Medi-
caid benefits.

1 -2d: Discourage or prevent private insurers from im-
plementing current plans to limit coverage of
adolescent dependents.

Strategy 1-3: Congress could take steps to improve
adolescents’ iegai access to health services.

1-3a: Encourage the U.S. executive branch or a nongov-
ernmental entity to develop a model State statute
to enhance adolescents’ legal access to health
services.

1 -3b: Enact legislation that requires specific Federal or
Federal/State programs to adopt particular sub-
stantive policies with respect to parental consent
and notification.

1 -3c: Enact legislation conditioning States’ receipt of
Federal funds for specific purposes on the States’
having particular substantive policies on parental
consent and notification.

x x

x x

x

x

x

x

x

x

x

x

immediate and Could be high
long term

Immediate and Could be high
long term

Near term; study Medium
needed

immediate Depends on
utilization

Immediate None

immediate Medium

immediate and None
long term

Medium term Low

Immediate Low

Medium term Low

Continued on next page



Table 5-Strategies for Major Option 1: Congress Could Take Steps To Improve Adolescents’ Access
to Appropriate Health and Related Services-Continued

Access issue addressed Rough estimate of
Time for (direct) cost to

x x Immediate Low

Strategy Physical Legal Knowledge Affordability Approachability expected impact Federal Government

Strategy 1-4: Congress could increase support for x x x Immediate and High
training of health care providers who work with long term
adolescents.

Strategy 1-5: Congress could take steps to empower ‘
adolescents to gain access to health services.

1-5a: Encourage efforts to educate adolescents, par-
ents, health care providers, and others who may
identify adolescent health problems and make
referrals, about legal and other aspects of using
health services.

1 -5b: Provide incentives for or mandate adolescent x Medium Low
participation in the design of programs and
research that affect adolescents at the Federal,
State, local, and private level.

SOURCE: Office of Technology Assessment, 1991.
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them in how to be, informed consumers in the
fragmented U.S. health care system. Strategies to
empower adolescents would work only if services
were available, of course.

Strategy l-l: Congress Could Support the
Development of Centers That Provide
Comprehensive and Accessible Health and
Related Services Specifically for Adolescents
in Schools and/or Communities

Recognition that many U.S. adolescents’ needs
for access to health and related services are not being
met in the mainstream primary health care system
has impelled a variety of groups and individuals to
support the development of school-linked or com-
munity-based centers that offer comprehensive and
accessible services designed specifically to meet
adolescents’ needs for physical accessibility, ap-
proachability, confidentiality, and low or no cost.67

Most of these efforts are associated with schools
(school-linked health centers), a few have been
initiated by health care organizations (hospitals and
health maintenance organizations), and apparently
even fewer seem to be freestanding centers based in
communities. 68

Existing ‘ ‘comprehensive centers vary consid-
erably in the extent to which they provide a full
range of health and related services for adolescents.
One group has recommended that school-linked
health centers provide, at a minimum, general
medical, family planning, mental health, and social
services ( 15), In addition, that group recommended
exploring methods to expand traditional health
services to include legal assistance, vocational
guidance, learning disabilities assessment and plan-
ning, nutrition counseling, prenatal care, drug abuse
assessment and counseling, and recreational oppor-
tunities, either directly or through community link-
ages. Some school-linked health centers provide
these and other ‘ ‘expanded services (e.g., child

Photo credt: © Peter Byron, Mom’s Plains, NJ

The defining feature of a comprehensive service center for
adolescents is the extent to which the center attempts to be

responsive to the specific needs of adolescents, for
example, by having staff members who are knowledgeable

about and caring toward adolescents.

care services and parenting education for adolescent
parents), 69

In general, the types of services provided, and the
structure of the service delivery system, seem to be
determined by a combination of the needs of
adolescents in a particular community, 70 funding

~7For  fufier  discussion, See ch. 15, ‘ ‘Major Issues Pertaining to the Delivery of Primary and Comprehensive Health Services to Adolescents, ” in
Vol 111.

6.x~c ~r=,  se number of ~omprehensil~e  semlce centers  designed specifically to serve the needs of adolescents is not known  (see ch. 15, ‘ ‘MaJor ‘ss”es
Pertam]ng to the Delivery of Primary and Comprehensive Health Services to Adolescents, ‘‘ in Vol. ffI). Strategy 2-4 (below) addresses data collection
issues pertaining to health scrvlccs for adolescents

@or ~ discussion of services provided by exist]ng school-linked hdth centers, s~ ch. 15, ‘‘Major Issues Pertaining to the Delivery of primary and
Comprehensive Health Smv]ces  to Adolescents, ” in Vol. ITI.

70Bo~  the Ro&.fl  wood  Johnson Foundation-funded ~chml-based  clinics and tie state of New Jemey.funded school-ltied health centers required

documentation of extensive community involvement in planning for centers before such centers could be funded (136).
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and staffing limitations, and political considera-
tions. 71 Beyond the actual services provided, the
defining feature of a comprehensive service center
for adolescents is the extent to which the center
attempts to enhance adolescents’ access to health
care through mechanisms that are not typically
found in the mainstream health services system:72

●

●

●

●

free care or use of sliding fee scales73;
evening and weekend hours of operation74;
guaranteed confidentiality of services;
employment of staff members who are commit-
ted to and enjoy helping adolescents; are
knowledgeable about adolescent development,
behavior, and health and social problems; and,
optimally, come to see themselves as advocates
for adolescents and actually serve as formal
case managers to work together with individual
adolescents to coordinate programs of care
(321),

All of these mechanisms address access problems
that affect adolescents particularly-for example,
lack of money to pay for services or transportation,
lack of convenient hours, concerns about confidenti-
ality, and perceived lack of approachability of
mainstream services.

Systematic evidence for the effectiveness of
comprehensive service centers in terms of health
outcomes for adolescents is sparse because few
studies of such centers’ effects on health outcomes
have been conducted, and those that have been
conducted have not been methodologically rigorous.
Furthermore, a number of existing comprehensive
centers have limitations related to insufficient fund-
ing, insufficient availability of providers, and a
tendency to follow a ‘‘waiting model’ of health care
provision similar to that of the mainstream primary

Photo credit: © Randall Hagadom, Titusville, NJ

There is as yet Iittle systematic evidence that school-linked
or community-based comprehensive service centers for
adolescents improve health outcomes, but there is clear

evidence that such centers can improve adolescents’
access to the health and related services that are

likely to be needed by adolescents.

health care system.75 Nonetheless, there is convinc-
ing evidence that school-linked and community -
based comprehensive service centers for adolescents
can improve access to health and related services
needed by many adolescents.

Many schools, health care organizations, commu-
nities, and States that would like to offer adoles-
cents’ accessible ‘‘one-stop shopping, ’ or better
integrated services, for their health and related needs
may not be able to establish school-linked or
community-based comprehensive service centers.
One reason is lack of funds. Several existing centers
are in a precarious financial situation and may either

71F~~~x~plq  ~~~com~tle~  will  obj~f t. ~v~ a school.link~  he~~ center~t dis~but~  con~cqtives;  o&m wiu  Objat  to Wch a cxmter
prescribing contraceptives (to be obtained elsewhere in the community); others may object to such a center including any facet of family planning or
reproductive semices.  Anecdotal evidence suggests that some school-linked health centers have been blocked entirely because of fears that they will
emphasize sexuality concerns; other school-linked health centers vasy in the extent to which they provide serviees related to adolescent sexuality (see
ch. 15, “Major Issues Pertaining to the Delivery of Primary and Comprehensive Health Serviees  to Adolescents,” in Vol. III).

72 See ch. 6, ‘ ‘Chronic Physicat  Illnesses: Prevention and Service& ‘‘ in Vol. II, and in Vol. III, ch. 15, “Major Issues Pert aining to the Delivery of
_ ~d Compmhemive He~~ Semices  to Adole~~@” ch. 16, “F~ci~ Access to H~~ s~ic=,” ch. 17, “consent  and cofildcn~ty
in Adolescent Health Care Decisionrnaking, ’ and ch. 18, “Issues in the Delivery of Semices  to Seleeted Groups of Adolescents. ”

i’~As noted in ch. 15, “hfaJor hSUeS Pe rtaining to the Delivery of Primary and Comprehensive Health Se!vices  to Adolescents, ” in Vol. III, some
observers have expressed grave concerns that the use of sliding fee scales, or any fucial requirements, will reduce adolescents’ pereeived  access to
semices.

TdEvemW and week~d  hours are sometimes, but not always, an element of comprehensive senlce  Centers for adol=cenw.
75 See ch. 15, “Major Issues Pertaining to the Delivery of Prirmuy and Comprehensive Health Services to Adolescents,” in Vol. III, for further

discussion. Some of these problems could be addressed through the provision of additional funding to existing centers.
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have to close completely76 or fail to completely
implement their program designs (11 5).

Funding is not the only barrier to the establish-
ment of comprehensive centers. The association in
the public mind of school-linked health centers and
services related to adolescent sexuality and preg-
nancy seems also to have limited the extent to which
such centers have been implemented (98, 154,168).
The threat such centers pose to organized medicine
is another potential barrier ( 140).77 To date, however,
the livelihoods of mainstream health care providers
have not been threatened by the implementation of
comprehensive service centers for adolescents, be-
cause most centers have been provided in schools
and communities where the most likely service users
do not have health insurance and thus have little
access to the mainstream health care delivery
system.

Congressional recognition of U.S. adolescents’
unmet needs for financially accessible and ap-
proachable health and related services and the
ability of adolescent-specific school-] inked and
community-based comprehensive service centers
to provide such services could help enormously to
make such centers more acceptable to the public.
Several States are beginning to implement school-
linked health centers, and this development may be
an indication that public opinion is shifting toward
support for the idea of offering adolescents compre-
hensive and highly accessible health and related
services. 78

To support the development of centers that
provide adolescents with comprehensive health and
related services, Congress could follow one or more
of three strategies: provide seed money for the
development of school-linked or other community-
based centers for adolescents (Strategy l-la), pro-
vide continuation funding for such centers (Strategy
1- lb), or reduce barriers to the delivery of compre-
hensive services in such centers (Strategy 1- 1c) (see
table 5).

Strategy 1-1a: Provide Federal seed money for
the development of school-linked and other com-

Photo credit: Katherine Criss, New York, NY

To help improve U.S. adolescents’ access to appropriate
health and related services, Congress could provide seed

money or continuation funding for school-linked health
centers or other comprehensive service centers

designed specifically for adolescents.

munity-based centers that provide comprehen-
sive health and related services for adolescents.

The Federal Government could provide seed
money for centers that provide comprehensive
health and related services for adolescents by
making grants to States, local governments, health
care organizations, schools, or community-based
private, not-for-profit organizations. Providing seed
money would assist those schools, health care
organizations, communities, and States currently
without adequate financial resources to begin imple-
menting school- or community-based comprehen-
sive, accessible health and related services centers
for adolescents.

It IS important to note, however, that the State of
New Jersey’s School-Based Youth Services Center
program found that merely proposing the provision
of time-limited seed money to communities for
support of comprehensive services was not suffi-
cient to garner community interest (205). As a
general matter, schools and communities are not
likely to be interested in making the considerable
investment required to start up a comprehensive

76~or  ~xilmple,  f(lndlng  frOm  the R~~  wo~  JohnS~n  Foundation  for school-]ink~  h~lth centers is schedul~  to end in 1993. Sec ch, 15, ‘ ‘Major
Issues  Pcrtalning  to the Delivery of Primary and Comprehensive Health Services to Adolescents, ” in Vol. III, for discussion.

~-{see Ch 15. ‘‘ Major Iwues Pertaining to the Delivery of Primary and Comprehensive Iicalth Services to Adolescents, ’ in Vol III.
7~AS dcs~rl~.(j  in ch ] ~, ‘ ‘Major Issues  Pcrtainmg to the Delivery of Primary and Comprehensive Health Services to Adolescents, ’ In Vol. HI, the

States of Kentucky, Iowa, Florida, Ncw York. and Ncw Jersey are experimenting with providing comprehensive school-linked services to adolescents
to one degree or another Other local jurisdictions (Minneapolis; Pittsburgh; Cleveland; Washington, DC; Alexandn<  VA) also provide support for such
Services ( I 40)
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program for service delivery only to have to
dismantle the program for lack of continuation
funding (see also 186). As described above, 79

Federal (as well as State, local, and private) support
for adolescent health services is condition-specific
and thus fragmented. The Door in New York City,
which is widely regarded as the prototype of an
integrated comprehensive service model for adoles-
cents, is supported by more than 80 funding sources,
including Federal, State, and local public agencies,
private foundations, corporations, and individuals
(77). 80

Strategy l-lb: Provide Federal  continuation
funding specifically for already established school-
linked and other community-based centers that
provide comprehensive services for adolescents.

Continuation funding for existing and future
comprehensive health services centers for adoles-
cents could help to maintain the existence of, and
potentially strengthen, existing centers and (if seed
money is provided) assure new centers that their
initial intensive efforts will not be wasted, Continua-
tion funding could be provided by Congress through
matching grants to States, local governments, health
care organizations, or schools.81 Requiring local
evaluation and local matching grants for continua-
tion funding (as well as for seed money) would help
to ensure local involvement, integration of existing
services, and lack of duplication.

Strategy 1-lc: Reduce, through legislation or
regulation, existing barriers to the delivery of
comprehensive services in adolescent-specific
centers.

Existing barriers to the delivery of low-cost
services to adolescents in school-linked or other
comprehensive adolescent service centers include
State Medicaid administrative barriers limiting or
prohibiting reimbursement for services delivered in
school-linked health centers. They also include

State, Medicaid, and private insurance restrictions
on reimbursement of nonphysician providers.82

Removing such barriers to the delivery of low-
cost services to adolescents in school-linked or other
comprehensive adolescent service centers may be
the weakest approach to supporting accessible,
comprehensive services for adolescents, but still
may be a somewhat effective strategy for increasing
some adolescents’ access to health services.

Issues--School- or community-based compre-
hensive and accessible care especially designed to
meet the unique needs of adolescents is not a new
idea (144, 187). As noted above, several contentious
and longstanding issues have slowed the develop-
ment of such services, although a growing sense of
the health care crisis among U.S. adolescents
(8,29, 153) is beginning to erode some impediments,
at least at the local level.

Two of the most important issues with respect to
the provision of care that can meet the needs of
adolescents for confidential, approachable, compre-
hensive, no- or low-fee services are the issues of
community and health care provider resistance.
Federal backing would go a long way toward
engendering public support for school-linked or
other comprehensive services for adolescents, but
Congress and the U.S. executive branch themselves
have public concern about services related to adoles-
cent sexuality to contend with (168). One way for
Federal policymakers to help overcome local resis-
tance to school-linked health centers would be to
require centers receiving Federal funds to follow the
current approach of gaining initial parental consent
to provide services to adolescent children, either
blanket consent or consent that excludes specified
services, Alternatively, the Federal Government
could either permit State or local grantees to exclude
the provision of all or some family planning services
(e.g., dissemination of contraceptives) from any

T9See smtion above entifl~  ‘ ‘what 1,s the Federal Government’s Role in Improving Adolescent Health?”

Importantly, the administration of The Door reports that it must make a special effort to obtain such funding and protect the professional staff from
the perennial threat of the demise of specific programs (77). As described in ch. 15, “Major Issues Pertaining to the Delivery of Primary and
Comprehensive Heahh Services to Adolescents, “ in Vol. HJ, staff also work to coordinate individually funded programs so that they work to benefit
individual adolescent Door ‘‘members. ’

RIAs discussed below, such continuation funding could eventually be applied for by programs Eceivhg  Seed  moneys.

SZOTA  was unable t. find data describing  private insurance limitations on nonphysiciam  health care providers, but private insurers may have such
Limitations.
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federally funded program or could itself exclude
such services .83

Federal policy makers could encourage organized
medicine’s further acceptance of school-linked or
other comprehensive services centers for adoles-
cents by providing sufficient funding for mainstream
providers to deliver services in such centers. Were
physicians to dominate the provision of care in
school-linked or community-based centers, how-
ever, this approach could unnecessarily increase the
cost of providing services because not all-perhaps
significantly less than all-adolescent health prob-
lems appear to require the direct services of a
physician.

84 Instead, cutting-edge adolescent medi-
cine training programs (including those few funded
by the Federal Government) emphasize the necessity
of an lnterdisciplinary approach to providing serv-
ices to adolescents, involving nurses, nurse-
midwives, nurse practitioners, psychologists, physi-
cian assistants, social workers, nutritionists, and
health educators.

85 Ensuring adequate referral mech-
anisms to care providers in the community should be
a sine qua non of a comprehensive approach to
adolescent health care, and should help to alleviate
mainstream health care providers’ fear about being
displaced. But confronting the range of financial,
legal, quality, and informational barriers that pre-
vent many adolescents from obtaining access to
health services (Strategies 1-2, 1-3, 1-4, and 1-5,
below) is necessary to help provide a truly integrated
system of health care for adolescents.

Even some supporters of school-linked and other
centers that provide comprehensive health and
related services for adolescents fear the implications
of providing Federal support. One concern that
arises with Strategies 1-1a and 1-lb above (and, to
a lesser extent, to 1-1c) is that providing Federal

Photo credit: Zacchaeus Medical Clinic, Washington, DC

Federal policymakers could encourage organized
medicine’s further acceptance of school-linked or other

comprehensive service centers for adolescents by
providing sufficient funding to allow mainstream

providers to deliver services in such centers.

funding for school-linked and community-based
centers might lead to the entrenchment of the
existing comprehensive service model, with its
known limitations. To minimize this problem, it
would be essential for the Federal Government to be

~~~~e statement of the N~tion~l COnfemnce  of Cathollc Bishops on school-based clinics suggests that either approach WOUld  have  the Possibility of
gaining the support of this organlzatlmr,  In its 1987 position paper, the National Conference of Catholic Bishops acknowledged that the basic health  care
needs of many young people ,are  not bclng adequately addressed, and suggested that school-bawd clinics ‘ ‘that clearly separate themselves from the
agcndti  of contraceptive advocates may provide part of an effective response to the health needs of young people’ (1 54). Although more tharr  half of
the school-based health centers surveyed by the Center for Population Options in 1988-89 provided counseling on birth control methods (94 percent of
centers in high schools. and 71 percent of centers in junior high and middle schools), only 20 percent of all such centers actually dispensed birth control
methods (92) In general, school-linked health centers have moved away from an exclusive emphasis on pregnancy prevention,

~~ls i,s not to S:IY that a ~oa~ range of health care providers currently providing care in traditional SeltingS (e.g.,  priva!tl  Off_lCes, general  communitY
clinics) or potcnflally interested in adolescent clinics as alternat ivc settings should  not be adequately paid for their services. During their evaluation of
six school-based cllnics, Kirby and WasYak  observed that cost-cutting measures led to heavy staff turnover, which reduced the continuity of the
relationships [hat can be developed between clinic and students and, potentially, the clinics’ effectiveness ( 105). Although the topic has been studied
min]mally, the few studies that have been comiuctc{i,  the remmks of trusteii  observers and of adolescents themselves, suggest that the quality of the
interpersonal relationship between health care provider and adolescent is essential to maintaining ~dolesccnt  involvement in health care (1 15, 122,225;
see ch. 1 S, ‘‘ Major Issues Pertaining to the Delivery of R=imary  and Comprehensive Health Services to Adolescents,’” in Vol. HI).

85Sec ch 15, ‘ ‘Major Issues Pertaining to the Delivery of Primary anti Comprehensive Health Services to Adolescents, ’ in Vol. HI. As discussed in
ch. 15, issues  of leadership an(i role ambiguity can be pervasive in programs that do attempt to deliver cart  using an intcr(iisciplinary  approach.
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flexible in providing Federal support for funding,
to provide technical assistance to communities
that wish to develop comprehensive services, and
at the same time both require and provide
support for rigorous evaluation of both the
process and the outcomes of funded comprehen-
sive services centers. In essence, a feedback mecha-
nism for the continuing enhancement of health and
related services for adolescents could be supported.

Other issues related to the development of new
school- or community-based centers designed spe-
cifically to be responsive to the needs of adolescents
include how to structure their services to be respon-
sive to the needs of local adolescents and how to
avoid potential duplication of services. Both issues
can be addressed by ensuring that relevant commu-
nity members (including adolescents) participate in
the design of the services so that they meet local
needs and do not duplicate, but are integrated with,
existing services. Models for obtaining local in-
volvement exist (36,205), and any Federal grant
program could build in requirements for community
participation. Structuring support in the form of a
matching grant86 could help to achieve continued
local community involvement.

Two issues are particularly relevant to Strategy
1-1c (and perhaps to a lesser extent, to Strategies
l-la and l-lb87). One is that neither the full range of
Medicaid and private insurance restrictions nor the
number of comprehensive health services programs
affected by them is currently known. 88 A study,
perhaps by the General Accounting Office, specify-
ing such limitations might be useful before Congress
took action. The second is that the expansion of
third-party payment as a source of funding for
adolescent-specific comprehensive services programs
may conflict with programs’ objective of being

responsive to adolescents’ desire for confidentiality.
Currently, parents, as the financially responsible
parties, are almost always required to consent to the
receipt of services provided to adolescents by health
care providers. Even when parents of adolescents are
not required to consent to health services, they
almost always receive notification from Medicaid
and private insurers that services have been rendered
to their dependent children.89 Further, some health
care providers have expressed concern that billing
for services adds an additional layer of complexity
that may reduce adolescent accessibility to services
(77). Any efforts to increase resources for adolescent-
specific comprehensive health services through
additional third-party payment would have to be
carefully constructed.

Strategy 1-2: Congress Could Take Steps To
Improve Adolescents’ Financial Access to Health
Services

For most individuals in the United States, cover-
age by health insurance is essential for gaining
access to almost all health services. For almost all
U.S. adolescents, health insurance is a necessary
(though not always sufficient) element of access.
One out of seven U.S. adolescents lacks any form of
health insurance coverage (109).90 Many uninsured
adolescents are the dependents of parents who
w o r k , 91 but whose employment benefits do not
include health insurance. One out of three poor
adolescents does not have access to Medicaid.

There is accumulating evidence that private
insurers, concerned about the rising cost of health
care and health insurance, may cut back coverage for
adolescents and other dependents, for insurance
coverage as a whole, or for specific benefits.

~por  ~xmple,  the State of New JmWy  r~iled a 25-permnt  matching grant from the local community;  the matching ~Mt could tie the ‘om of

physical space or the provision of services as well as cash (205).
87~e  extent t. which thew issues ~e relevmt t. s~ate~~ l.la ad 1. lb depend on the OV~~l  stmcture  of financing for comprehensive adolescent

services.
88AS  of 1989, five Stites ~mhibit~  M~i~aid ~a~ent for h~th ~~ices  de]iv~~ in schools, even by physici~s.  Smtes  varied in the extent to which

they permitted Medicaid coverage for nurses and other health  care providers acting under the supervision of a physician (except that visits under the Early
and Periodic Screening, Diagnosis, and Treatment program were not subject to limits). The Omnibus Budget Reconciliation Act of 1989 (Public Law
101-239) mandated State Medicaid coverage of certified pediatric and family nurse practitioners as of July 1, 1990 (see ch. 16, “Financiat Access to
Health Services, ’ in Vol. ffI).

8~xceptlom  t. mew ~monplam ~WeNes, and ways that some comprehensive services centers have sought ~d ob~ined third-P~Y  Payment
without impairing adolescent confidentiality, are discussed in chs. 15 and 16, in Vol. III.

~see also ch, 16, ‘‘Fi~ci~ Access to Health Services, ” in VOI.  III.
glFor tie most pa adolescents’  immm=  stims ~flmts  that  of their parents, but 19 percent of uninsured adolescents (862,000 adolescents) live

without their parents. The number who live without their parents and work at least 18 hours a week (and thus would be more directly affected by an
employer mandate) is smaller (169,000). See ch. 16, ‘ ‘Financial Access to Health Services, ” in Vol. III.
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Congress could adopt several strategies to address
these financial access problems: mandate art imme-
diate expansion of Medicaid (Strategy 1-2a), man-
date that employers provide health insurance for
their uninsured workers and dependents (Strategy
l-2 b), fund Medicaid outreach efforts (Strategy
1-2c), and prevent private insurers from reducing
coverage benefits (Strategy l-2d) (see table 5).

Strategy 1-2a: Mandate an immediate expan-
sion of Medicaid eligibility for adolescents.

One out of three (approximately 2.76 million)
poor adolescents is not covered by Medicaid. The
Omnibus Budget Reconciliation Act of 1990 (OBRA-
90, Public Law 101-508) included provisions for a
Medicaid expansion, but this expansion will not
affect the current generation of adolescents. The
number of adolescents potentially affected by a
Medicaid expansion would depend on the specific
terms of the expansion. 92 OTA est imated the effects

of a range of specific terms for a Medicaid expan-
sion. If all adolescents living in families with
incomes up to 149 percent of the Federal poverty
level were included and the categorical requirements
of A id to Families With Dependent Children (AFDC)
were dropped (as required by OBRA-90), an esti-
mated 2.7 million adolescents who are currently not
eligible for Medicaid could be covered.

Concerns about costs may lead States and Federal
policy makers to resist further Medicaid expansions.
The actual cost of a Medicaid expansion would
depend in part on whether such programs as
Medicaid’s Early and Periodic Screening, Diagno-
sis, and Treatment program (EPSDT) and other early
interventions that are designed to detect and treat
health problems before they become serious, result

Photo credit: Office of Technology Assessment

Many uninsured adolescents are the dependents of
parents who work but whose employment benefits do not
include health insurance. A congressional mandate that

employers provide health insurance benefits to all
permanent employees who work 30 hours or more per

week would expand health insurance benefits to
2.55 million uninsured adolescents.

in long-term cost-savings to society, as they were
designed to do.93

Strategy l-2b: Mandate that employers pro-
vide health insurance for their currently unin-
sured workers and those workers’ dependents.

The number of adolescents affected by an em-
ployer mandate would depend on the specific terms
of the mandate. A mandate that employers provide
health insurance benefits to all permanent employ-
ees who work 30 hours or more per week would
expand health insurance benefits to 2,55 million
uninsured adolescents.94 95

‘2As rro[cd  in ch. 16, ‘ ‘Financial Access to Health Services, ’ in Vol. III, OTA estimated that an immediate expansion of Medicaid eligibility for
adolescents up to 100 percent of poverty that retains c-urrent  Aid to Families With Dependent Children (AFDC)  categorical requirements wouId  cover
b2 1,000 ( 13.5 percent) of those adole~ccnts  currently uninmmd;  this kind of expansion would be a step backward from the expansion voted under
OBRA-90,  which climina(cs  categorical requirements. Congress could support an immediate expansion of Medicaid eligibility for all adolescents up
to I(N percent of poverty, dropprng  all AFDC  categon’cul  requirements; OTA estimates that this expansion would cover 40 percent (1.84 million) of
uninsured adolescents. An additional 874,000 adolescents (19 percent of those who are uninsured) would be included if the income standard was raised
to 149 percent of poverty, and all AFDC categorical requirements were dropped, bringing the potential total to 2.71 million adolescents. Other options
(e.g., making adolescents up to 133 percent of the povefly  level eligible for Medicaid), not examined quantitatively by OTA, are, of course, also possible.

y~It should ~ no(~,  on the other hand, that many preventive and early intervention programs may in faCt ir’lCrCaSe  Ove12dl h~th C= ~s~~eir
value I]cs  m reduced suffering and, possibly, in increased productivity.

940TA estlmatcd t~t a covsslon~ mmdate rhat Cmployms  provide hea]~ ins~ance  &nefiL~ to all prmanent  employ&s who  work 30 ho~ or

more per week would expand health irumrance benefits to another 2.55 million uninsured adolescents (equal to 55 percent of those without health
insurance coverage in 1987). An additional 255,000 adole..cents (another 5.6 percent of those without health insurance coverage in 1987) would be
covered by changing the mandate to 18 hours per week. See ch. 16, ‘ ‘Financial Access to Health Services, ’ in Vol. III.

Y$some  adolcscen[s covmcd by either of these  two strategies would be covered under the other one as well. A combination of a Medicaid exP~ion
to 149 percent of poverty (with AFDC  categorical requirements dropped) and an employer mandate for those employees working 18 hours or more per
week would cover 78 percent of uninsured adolescents. Those left uninsured would largely be dependents of the self< mployed.
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Just as there is State resistance to Medicaid
expansions, there is considerable employer resis-
tance to a Federal mandate for employer coverage.
Much of the resistance stems from concerns about
costs. Many employers have claimed that they
would no longer be able to employ many of those
employees who currently work fewer than 40 hours
a week should there be such a mandate. OTA did not
evaluate the validity of these claims. An employer
mandate raises issues much more general than those
related to adolescents’ access to health services.

Strategy 1-2c: Directly fund or provide incen-
tives to States for outreach to increase adoles-
cents’ use of Medicaid benefits.

In terms of the range of services covered, Medi-
caid appears in many ways to be the ideal health care
coverage plan for adolescents. One example is the
far-reaching EPSDT benefit, which now requires
States to periodically screen Medicaid-eligible chil-
dren and adolescents for any illnesses, abnormali-
ties, or treatable conditions and refer them for
definitive treatment. Medicaid is then required to
cover the costs of arty needed treatment.96 However,
as also discussed in chapter 16, ‘‘Financial Access
to Health Services, ’ in Volume III, Medicaid has
many other limitations that may block the delivery
of services to those in need. Unfortunately, much of
the data on lack of adolescents’ effective access to
Medicaid is anecdotal.

Thus, the extent to which the adolescents who are
eligible for Medicaid are not served is not known.
Existing data are not very informative about the
extent to which Medicaid-eligible adolescents get
access to services:97

● the Health Care Financing Administration in
DHHS estimates that adolescents ages 10 to 18
accounted for 17.1 percent of Medicaid enrol-
lees in 1988 (4.6 million adolescents), and
accounted for an estimated 6.9 percent of
Medicaid program costs; and

. in 1988, Medicaids per capita expenditures for
EPSDT screening for adolescents ($4 per capita

Photo credit: Dion Johnson, Washington, DC

In 1988, Medicaid’s per capita expenditures for screening
of adolescents under the Early and Periodic Screening,
Diagnosis, and Treatment (EPSDT) benefit were only

about one-third the per capita expenditures for
children under age 5.

for 10- to 14-year-olds and $3 per capita for
15- to 18-year-olds) were one-third the per
capita expenditures for younger children ($15
per capita for children under age 5).

Comparisons such as these may not be appro-
priate because the types of services needed by older
individuals covered by Medicaid (e.g., nursing home
services) are quite costly (175,253). However, these
and other data suggest that the Medicaid program
needs to do more to reach eligible adolescents if it is
to be more than just a passive insurance plan and
actually help those adolescents who are most in
need.98

Strategy l-2d: Discourage or prevent private
insurers from implementing current plans to
limit coverage of adolescent dependents.

Some or all of the approximately 21.7 million
adolescents (70 percent overall) who are covered by
private health insurance are potentially affected by

~These  and otier  EPSDT reforms were enacted N part of OBRA-89.  tient EPSDT I_IXJ uirements  are described in ch. 16, ‘‘Financial Access to
Health Semces.’ in Vol. III. To OTA’s knowledge, a study of the extent to which States are implementing the OBR4-89  mandate to screen and treat
Mechciud-eligible chddren  has not been scheduled.

Wne o~y  data available ~ for 1988  ~d thuS prw~e  the enactment of OBRA-89.  Iri additiom available ~~ have  ce~ shoflcoms  m~-
tiom limitations m the Health Care Financing Administration’s (HCFA) data system (see app. C, ‘‘HCFA.S Method for Estimating National Medicaid
Enrollment and Expenditures for Adolescents, ” III Vol. III). Nevertheless, they are the only quantitative data available.

W1t IS ~pomt  t. note  tit gen~ ~d ~en~ he~th  hospl~  co5t5  acco~ted  for about ~o-flf~s of Medicaid expendiw~ for 10- to 18-year-olds

m 1988  (253).
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any such moves by private insurers. Congress could
perhaps require that adolescent dependents receive
the same benefits as the primary beneficiary.

An issue not addressed by requiring employers to
maintain existing levels of coverage is that some
adolescents with private insurance do not have the
benefits they need to gain access to health services
(e.g.. preventive services, contraception. prenatal
care. mental health services, substance abuse treat-
ment, basic health services for adolescents in
juvenile justice facilities). An option addressing the
issue of benefits for adolescents under private health
insurance policies is included under ‘ ‘Specific
Findings and Policy Options’ for chapter 16, below.

Previous attempts by States to mandate that
private insurers provide benefits or coverage have
resulted in employers turning to ‘‘self-insurance"99;
additional mandates or requirements may accelerate
this trend. Under the terms of the Employee Retire-
ment and Income Security Act (Public Law 92- 104),
it IS unlikely that the Federal Government can pass
requirements that would affect self-insured plans.
Further. employers and private insurers may have a
point when it comes to restricting certain benefits:
for example. there is little evidence for effectiveness
of substance abuse treatment for adolescents or for
the more expensive settings for mental health
treatment. However, it seems unfair to restrict only
some groups from gaining access to such treatments
and settings.

Strategy 1-3: Congress Could Take Steps To
Improve Adolescents’ Legal Access to Health
Services

The body of law that determines the extent of
adolescents’ involvement in decisions about their
own health care is large and complicated because it
is an amalgam of common law, State and other

statutes, Supreme Court decisions, the decisions of
other Federal and State courts, and regulations
issued by government agencies.100 From the stand-
point of adolescents, their parents, and health care
providers, among others, the law in this area is often
unclear and inconsistent.

The common law rule, based in part on the
assumption that children and adolescents are incapa-
ble of making mature decisions about their health
care, is that adolescents’ parents must give their
consent for medical or surgical services provided to
a minor child.101 There are a multitude of exceptions
to this rule, however, most of which are contained in
State laws. States can modify the age of majority to
confer on minors rights normally reserved for adults,
and five States have enacted statutes that specifically
authorize minors who have reached a designated
age—ranging from 14 to 16-to consent to health
care.102 Furthermore, virtually al States allow all or

some minors (e.g., those age 12 or 14) to obtain care
for STDs without gaining their parents’ consent.103

Most States do not require that adolescents’ parents
be notified when adolescents obtain STD services,
but about one-third of the States allow parental
notification at the discretion of the health care
provider. State laws governing minors’ access to
mental health services, services for drug and/or
alcohol abuse, and other services vary widely across
problem areas, and this may be appropriate. Among
States, and even within a given State, however, the
laws frequently seem to lack any coherent rationale.
Restrictions on access to family planning and
abortion services by adolescents are ultimately
governed by Federal constitutional law as inter-
preted by the U.S. Supreme Court, and this law is in
flux. Health care provider organizations’ guidelines
regarding consent and confidentiality in the provi-
sion of services to adolescents are often ambiguous,

WA ‘ 1 self. ~s~ed’  plan  is a heal~ &nefit  plan m which the financial risk for provided medical services 1S assumed by the empklyti or Spomor.  From
the time of the enactment of the Federal legislabon that exempted self-insured plans from State mandates in 1974 to 1987, the percentage of employees
covered by a self-inmred,  employer-sponsored conventional health plan rose from about 5 percent to nmrly 60 percent. See ch. 16, ‘ ‘Financial Access
to Health Smwxs, in Vol. III.

l-s body of law is s ummarized  inch. 17, ‘‘Consent and Confidentiality in Adolescent Health Care Dccisiomnaking,” in Vol. III. For extensive
legal citatiom  on laws pertaining to adolescent health care decisionmakmg, see J.D. Gittler et al., “Adolescent Health Care Decisionrnaking:  The Law
and Public Po[icy ” (76).

Iolne age of majori~  is 18 m all States but Alaska, Nebm.sk%  and Wyormng, wh~e  it is 19.

IOzme five are Alabama, Kansas, Rhode Island, South Chrolim  and @egon.

lo3As not~ in ch. 17, ‘‘Comsent and Confidentiality m Adolescent Health me kisio-ng, ‘‘ in Vol. XII, the terms used in these statutes vary.
Some statutes allow minors to consent to serwces  for ‘ ‘sexually transmitted disease’ other statutes use the term ‘ ‘venereal disease, ’ or ‘‘‘infecdous,
contagious, communicable, and reportable diseases. ’
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and individual providers have been found to vary
considerably in their approach to these issues.l04

Some empirical evidence indicates that parental
consent and notification requirements may impose
barriers to some adolescents’ access to health
Services. l05 Specifically, adolescents in actual or
potential conflict with their parents may not seek
family planning services or even some other types of
health services (e.g., those related to sexuality,
substance use, and emotional upset) because they
fear parental involvement (76,127,333). Concerns
have also been raised that, as a concomitant of the
parental consent requirement, parents may be able to
‘‘voluntarily commit their adolescents to a mental
health or substance abuse treatment facility without
adequate safeguards to protect the rights of the
adolescent. l06

If it chose to, Congress could play a greater role
than it typically has in the past in the formulation of
public policies pertaining to the allocation of author-
ity for adolescent health care decisionmaking. Two
issues that would arise if Congress were to consider
acting in this area are: 1) whether greater uniformity
and coherence in laws governing consent and
confidentiality in adolescent health care decisions is
desirable, and 2) if so, what substantive policies
should be adopted.

In the interests of increasing adolescents’ legal
access to services, substantive policies could be
changed to allow adolescents’ greater autonomy in
making decisions concerning their own health care.
A small body of relatively methodologically sound
research on the relationship between age and compe-
tence in health care decisionmaking suggests that
adolescents age 14 or older may be as capable as
young adults of making health care decisions
(5,18,103,104,1 19,120,327), challenging one of the
key assumptions that underlies requirements for
parental consent and notification. The evidence is
not as conclusive as one might like for policy
decisions, however, and adolescents’ capacity for

*
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A few empirical studies suggest, though not conclusively,
that at about age 14 adolescents may be as capable as

young adults of making health care decisions. This
evidence challenges one of the key assumptions that

underlies legal requirements for parental consent.

making health care decisions is only one of many
important considerations in determiningg whether
adolescents should be able to consent to health
services or to receive services without parental
notification. 107 Other important considerations in-
clude the following:

the interest of the State in promoting public
health and ensuring that individuals have ac-
cess to needed health services, in ensuring that
parents assume responsibility for their children,
in protecting family autonomy and privacy, and
in maintaining family cohesiveness and stabil-
ity;
the interests of adolescents’ parents in ensuring
their children’s welfare, in maintainingg author-
ity over their adolescent child, in protecting
their family’s autonomy and privacy, in direct-
ing the upbringing of their children, and in

1 0 4 s ee ~h. 15, ~ ~~jor  Issues pex t. the Delivery of_ ~d Compreh-ive  H~th  Servi@s  to Adolescent s,” and ch. 17, ‘ ‘Consent ~d
Cotildentiality  in Adolescent Hezdtb Care Dezisionmakm“ g,” in vol. m.

IOSIt is not clw IIMI  p~en~l  notilcation  requiremen~  are any less of a barrier to adolescents’ access than parental Consent KWfimentS.
KX@atient  men~  he~th  ~Wices pow s~i~ problem k the area of consent. About two-thirds Of SbteS k’e s~tuteS tit ~low  P~en@* ~ a

wncomitant  of the parental consent requirement, to make a “voluntary commitment’ to a mentat  health facility of a minor child. ‘Ilmse statutes vary
substantially in the safeguards they provide against inappropriate hospitalization or institutionalization to manage “troublesome” minor children who
mRy not have severe mental health problems (326).

IOTB=use tie e~s~ litem~e on ~oleXen~’  ~pacity to Consent  is not conclusive and is focused mostly on white, mid~~cl~s  adolescents,  the

option of funding additional studies on this topic is presented in table 24 in the section entitled “Speci.flc Findings and Policy Options, ” below.
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being protected from financial liability arising
from the provision of health services to their
children; and
the interests of health care providers in provid-
ing services to adolescents that are consistent
with their professional ethics and professional
practices, in being able to receive compensa-
tion for their services, and in clear laws that
enable them to avoid unintentional violations
of those laws. 108

There are sound reasons for promoting parental
involvement in adolescent health care decisionmak-
ing. As described in this Report, evidence suggests
that appropriate parental and family involvement
with adolescents is essential to adolescents’ optimal
development and functioning.l09 In some situations,
however, parents do not act in the best interests of
their adolescent children,110 and adolescents may
delay receiving appropriate health care services for
fear of parental involvement.

111 Three strategies for

improving adolescents’ legal access to health and
related services that Congress might want to con-
sider are encouraging the development of a model
State statute (Strategy 1-3a), requiring specific
Federal or Federal/State programs to adopt particu-
lar substantive policies with respect to parental
consent and notification (Strategy l-3 b), and condi-
tioning States’ receipt of Federal funds for specific
purposes on the States’ having particular substantive
policies with respect to parental consent and notifi-
cation (Strategy 1-3c).

Strategy l-3a: Encourage the U.S. executive
branch or a nongovernmental entity to develop a
model State statute to enhance adolescents’ legal
access to health services.

Congress could encourage the U.S. executive
branch or a nongovernmental entity to lead in the
development of a model State statute that would
potentially enhance adolescents’ legal access to
health services by increasing their autonomy in
decisions about their health services. The model
State statute might be used to inform State policies

—.

Photo credit Center for Youth Services, Washington, DC

There are sound reasons for promoting parental
involvement in adolescents’ health care decisionmaking.
Available evidence suggests that appropriate parental and

family involvement with adolescents is essential to
adolescents’ optimal development and functioning.

regarding consent and confidentiality in adolescent
health care decisionmaking. This would be true even
if the statute were not adopted in its entirety by all
States.

Optimally, the development of a model State
statute would involve a variety of all relevant parties,
including parents, advocates for adolescents, third-
party payers, community leaders, ethicists, experts
in informed consent, developmental and social
psychologists, historians of childhood and adoles-
cence, health care providers, lawyers, and adoles-
cents themselves. Relevant studies and testimonial
evidence, considered dispassionately and systemati-
cally, could be brought to bear.

The financial costs to the Federal Government of
funding a study group to develop a model State
statute would be relatively low, although any

IOSSee box 17.B, 1‘A conc~p~al  Frmcwork  To Aid public P~]ic~,&c~ in F~r-rnulatjng  policy  Related  to ~C ,4]]oCatlon  Of Authofity  fr)r AdOIM~ent
Health Care Decisionmaking,  ’ in ch. 17 in Vol. ITI,

l~gseveral approaches for incremlng  supw~  for adolescents’ families are discussed in Strategy s-1 in Major OPtion  q, below.
I Iosee Primarily ~h. 3, ‘ ‘Parents’ and Families’ Influence on Adolcscent Health’ in Vol. II, but also ch. 11, ‘‘Mental Health Problems: prevention

and Services’ ch. 12, “Alcohol, Tbbacco,  and Drug Abuse: prevention and Services’ ch. 13, ‘ ‘Delinquency: Prevention and Services’ and ch. 14,
“Homelcssncss:  Prevention and Services, ’ in Vol. III.

11 Isee especially  ch. 9, ‘‘AIDS and Other Sexually Transmitted Diseases: Prevention and Services, ’ in Vol. II, and ch. 17, ‘‘Consent and
Confidentiality In Adolescent Health Care Decisionmaking,  ’ in Vol. III.
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improved access to health services by adolescents
might prove costly in the near term. 112 The potential

exists, however, that the model statute that is
developed could be: 1) more restrictive than what
currently exists in some States and case law, and so
further limit adolescents’ access to care; 2) so
unrestrictive as to inappropriately reduce parental
involvement in the parent-child relationship; or 3) so
nebulous as to be unhelpful.113 Nonetheless, the
legal barriers to access that adolescents in conflict or
potential conflict with their parents face as a result
of the present legal situation make taking the risk of
attempting to develop a model statute seem worth-
while.

To make their task more manageable, the individ-
uals developing the model statute might want to
focus on developing model statutes in certain critical
areas, such as policies to permit confidential access
to mental health, drug/alcohol treatment services,
pregnancy-related services, contraceptive services,
and HIV testing and STD treatment services for a
broader range of adolescents; policies to eliminate
inappropriate ‘‘voluntary’ commitments of adoles-
cents to inpatient mental health facilities by their
parents; and, possibly, policies to provide more
workable alternatives to parental notification for
abortion.

Strategy l-3b: Enact legislation that requires
specific Federal or Federal/State programs to
adopt particular substantive policies with respect
to parental consent and notification.

Congress authorizes and appropriates funds for a
variety of Federal and Federal/State programs that
provide adolescent health services or reimbursement
for such services, for example,

● Medicaid,
. the maternal and child health services block

grant program authorized under Title V of the
Social Security Act,

. the family plannin g program authorized under
Title X of the Public Health Service Act, and

. the alcohol, drug abuse, and mental health
services block grant program authorized under
Title XIX of the Public Health Service Act.

The Federal laws authorizing and appropriating
funds for these programs and the regulations and
rules issued by agencies administering these pro-
grams at the Federal level generally do not deal
directly with questions of whether adolescents must
have parental consent to participate in the programs,
whether parents must be notified of adolescents’
participation in the programs, or whether health care
records and communications between program serv-
ice providers and adolescents are confidential vis-a-
vis their parents.

114 In the absence of  expl ici t

directives from Congress or Federal agencies, the
administrators of federally funded programs are
free-so long as they remain within the parameters
imposed by State law and Federal constitutional
law—to establish their own policies regarding
parental consent and notification requirements and
the confidentiality of records and communications
involving minors.115

Congress could enact legislation that requires
Federal and Federal/State programs that provide
health services for adolescents or reimbursement for
such services to adopt particular substantive policies
with respect to the allocation of authority for
adolescent health care decisionmaking. Enacting
legislation that requires Medicaid to increase adoles-
cents’ autonomy in decisions about their health
services could help to improve access for poor
Medicaid-eligible adolescents. It could also signal a
new direction to other third-party payers in the
development of policies to permit confidential
access to mental health, drug, contraceptive, and
STD treatment services for a broader range of
adolescents; and policies to prevent inappropriate,

112st;e  ~~ve  for the ~Wen~ a5 yet ~pmvem  but  fike]y, tit ac~ss to some e~ly intervention wr-vices would be cost-saving in the long-term.

11 ~Such is ~gely tie Cme ~~ the et,hic~ s@temen~ on tis issue of sevad kdth  care  provider org animations. See ch. 17, ‘‘Consent and
Confidentiality in Adolescent Heatth Care Deeisionrn.akm“ g,” in vol. m.

114~ere  ~ve ~n exceptions,  for ~~ple a tie issued by DHHS in 1987,  which  prohibits feder~ly ~d~ ~cohol  or drug abuse programs from
notifying a minor’s parent of the minor’s application for treatment without the minor’s consen~ but only in States where State law permits minors to
obtain alcohol or drug treatment without parental consent (42 CFR, Part 22.214 (1989)).

1151n 1983, D~S umuaess~ly  ~ttempted t. pmm~gate  re@ations  r~x tit f~ly plx ctics r~ivixrg Federal fud under Title X
of the Public Health Service Act notify parents of unemancipated minor children where contraceptives were prescribed. These regulations-issued
pw suant  to a congressional amendment to the authorizing statute for the Title X program that provided that ‘‘ [t]o the extent practicable, entities which
receive grants or contracts under this subsection shall encourage family ptiicipation  in pro@ts  assisted under this section (42 U.S.C sec.
300(a)(l 982)k-aroused a great deal of controversy and were the subject of litigation in the Federal courts. Ultimately, two Federal courts enjoined DHHS
from implementing the regulations.
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involuntary hospitalizations of adolescents for men-
tal health and substance abuse treatment.

Strategy 1-3c: Enact legislation conditioning
States’ receipt of Federal funds for specific
purposes on the States’ having particular sub-
stantive policies on parental consent and notifica-
tion.

Exceptions to the common law requirement for
parental consent and legal provisions pertaining to
parental notification have generally been carved out
by State courts and legislatures, The extent to which
States currently allow minors to obtain services on
their own (i.e., without parental consent or without
either parental consent or notification) varies widely.

●

●

●

Most States already allow all minors (or minors
of a certain age, e.g., 12 or 14) to obtain
diagnosis and treatment services for STDs
(sometimes termed “venereal diseases” or
‘‘infectious, contagious, communicable, and
reportable diseases, ’ as noted above) without
parental consent. Nearly two-thirds of States
provide that STD services may be furnished
without parental notification; most of the others
give health professionals discretion to notify
parents.
Only a few States currently have statutes that
expressly authorize minors to consent to or
receive HIV testing without parental consent.
These laws vary with respect to parental
notification requirements (e.g., some give pro-
viders discretion; one State requires notifica-
tion if the test is positive).
A little under half of States have statutes
providing that minors (or minors who meet
specified criteria) may obtain without parental
consent family planning services (variously

described as “contraceptives,” ‘‘birth control
services, ’ or “services for the prevention of
pregnancy”). Only a few of the State statutes
that permit minors to consent to family plan-
ning services without parental consent have
provisions pertaining to parental notification of
the minor’s application for receipt of such
services, and nearly all of them allow, but do
not compel, parental notification.116

About one-quarter of States have enacted stat-
utes requiring parental consent to abortion for
minors. Some of these State statutes have been
invalidated or are currently being challenged on
constitutional grounds, however, so not all of
the statutes are currently being enforced.117 A
little under one-quarter of the States have
statutes requiring parental notification of a
minor’s abortion decisional
Over half of States have statutes allowing
minors to consent to pregnancy-related serv-
ices (e.g., testing to determine pregnancy,
prenatal care, and delivery services). Most of
these statutes do not require parental notifica-
tion. About one-fourth of the States have
statutes that provide for parental notification at
the discretion of health professionals.

All but five States (Alaska, Arkansas, Oregon,
Utah, and Wyoming) have statutes specifically
authorizing minors to consent to services re-
lated either to treatment for drug abuse, to
treatment for alcohol abuse, or to treatment for
both drug and alcohol abuse. Some of these
statutes apply only to minors who have reached
a designated age, ranging from 12 to 16 years
of age. The various statutes exhibit consider-
able variation when it comes to parental notifi-
cation provisions.

1 lb~e US, Supreme COW I-ul~ in Carq v. PC@ation Sem”ces  international (431 U.S. 678 (1977)) bit minon u Well M adulm hw a
constitutionally protected right of privacy with respect to the use of contraceptives and that State restrictions on a minor’s privacy rights are valid only
if they serve any significant State interest. . . that is not present in the case of an adult. ” As of 1990, the U.S. Supreme Court had not directly addressed
the constitutionality of parental notification requirements that involve parents in decisions involving minors’ use of family planning sexvices.

1 ITF~eral  Constlmtloml  law qyding he ~~issible *OP  of Smte re~tion of abofion  is in flux. ~ the wake of its l~tik 1972 Roe V. Wade

decision (410 U.S. 113 (1973)), the U.S. Supreme Court issued several decisions that have extended (o minors at least some constitutional protections
with respect to abortion (e.g., any parental consent requirement for a minor’s abortion must be coupled with a ‘‘judicial bypass” procedure that allow
a minor to secure court approval for an abortion if she can meet certain requirements). Notable Supreme Court decisions dealing with parental consent
to a minor’s abortion include Planned Parenthood of Mhsouri v. Du#ort/t  (428 U.S. 52 (1976)), III Bellotti v. Baird (13ellotti  XI) (443 U.S. 622 (1979)),
City of Akron v. Akron Center for Reproductive Health, Inc. (462 U.S. 416 (1!373)),  and Planned Parenthood Association v. Ashcrofi (462 U.S. 476
(1983)). A 1989 case that did not directly address the question of parental consent, Websrer v. Reproductive Health services (109 S. Ct. 3(MO (1989)),
appears to give States greater leeway in restricting abortions generally and has raised questions about whether past Supreme Court decisions dealing
with abortion will stand.

1 lgne  U.S. Supreme COUrt  has not  ded[  extensively  with parental notification in cases involving abortion WVices fOr minors. k June 1990,  hwever.
the Court handed down two decisions that may furnish the impetus for further State legislative activity aimed at rqiring parental notification in the
case  of a minor’s decision to have an abortioq  Hodgson v. Minnesota (110 S. Ct. 2926 (1990)) and Akron Centerfor  Reproductive Health (110 S. Ct.
2972 (1990)).
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●

●

I f

A little under half of States have statutes that
allow minors of a certain age to obtain outpa-
tient mental health services without parental
consent. The majority of statutes are silent as to
parental notification, but the others have vary-
ing provisions.
Concern about the overuse of inpatient mental
health treatment for children119 is increasingly
encouraging States to move in the direction of
making it more difficult for parents to commit
their dependent children to inpatient psychiat-
ric facilities (73a).120

Congress decides that greater coherence and
uniformity in State laws is desirable, it could enact
legislation conditioning States’ receipt of Federal
funds for specific purposes on the States’ having
statutes or administrative rules and regulations that
incorporate particular substantive policies with re-
spect to health care decisionmaking by and for
adolescents. To OTA’s knowledge, this approach
has not been used by Congress in this realm to date.

What substantive requirements should be adopted
would depend on policymakers’ judgments regard-
ing the appropriate balancing of the interests of the
state, adolescents, parents, and health care providers
(see discussion above). Different sets of rules may
appropriately govern the allocation of decisionmak-
ing for adolescents of different ages and for different
types of services. In other words, the rules governing
the allocation of decisionmaking authority for young
adolescents may be different from those governing
the allocation of authority for older ones. Also, the
rules that govern the allocation of decisionmaking
authority for STD treatment, for family planning
services, for mental health services, for substance
abuse treatment and counseling, for abortion, and for
other services may all be different.

A Federal requirement conditioning States’ re-
ceipt of specified Federal funds on their allowing
adolescents who meet certain requirements to con-
sent to treatment for STDs might not be particularly
onerous or controversial, because (as noted above)
most States already allow minors to consent to such

treatment as a public health measure. Fewer States
have statutes allowing minors to consent to other
types of services (contraceptives, outpatient mental
health services, drug/alcohol treatment services), so
the imposition of a Federal requirement giving
adolescents’ greater autonomy in these areas might
be more difficult. Any requirement having to do with
abortion is likely to engender considerable political
opposition.

Strategy 1-4: Congress Could Increase Support for
Training of Health Care Providers Who Work With
Adolescents

Many health care providers report, and objective
evidence also suggests, that health care providers
across disciplines (e.g., physicians, nurses, psychol-
ogists, social workers, nutritionists) are often un-
equipped to deal with issues that may be presented
by adolescents during a health care visit.121 Adoles-
cents report that they are sometimes reluctant or
unwilling to consult with private physicians on
sensitive issues (e.g., those related to sexuality or
mental health problems), and the health issues of
concern to adolescents often differ from those
discussed by health care providers.122

To improve the quality of care and the approach-
ability of care as perceived by adolescents, Congress
could increase support for a range of training
through a multiplicity of approaches, including:

● continuing education for health care providers
already in practice and interested in treating
adolescents;

. training in adolescent health issues for trainees
who are likely to see adolescents in their
practices; and

. specialized interdisciplinary training for those
who plan to work exclusively with adolescents.

Such a multiplicity of approaches would affect all
adolescents who come in contact with a health care
provider, although not immediately.

Issues-Several considerations may limit the
feasibility of increasing support for training of

! !9SW  ~h.  11, ‘*Me~~  H~~  ~obl~s: ~ev~nti~n  ad services, ” in Vo].  ~,

l~n Iw,  (J&homa,  Virgini%  and Wyoming enacted such kws (Tsa).

l~l~s prob]em  is discussed at length in ch. 15, “Major Issues Pertaining to the Delivery of Primary and Comprehensive Health Semices to
Adolescents, ’ in Vol. III.

IZzFor  further discussio~ see ch. 6, “Chronic Physical illnesses: Prevention and Services, ” and ch. 11, “Mental Health Problems: Prevention and
Services, ‘‘ in Vol. II and ch. 15, ‘‘Major Issues Pert aining to the Delivery of Primary and Comprehensive Health Semiees  to Adolescents, ” and ch. 17,
“Consent and Confidentiality in Adolescent Health Care Decisionrnaking, ” in Vol. III.
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Photo credit: © Randall Hagadorn, Titusville, NJ

Specialized interdisciplinary training for health care
providers who work with adolescents is deemed

essential to providing comprehensive, coordinated
health services, but Federal support for interdisciplinary

training programs has declined since 1980.

health care providers who work with adolescents.
One is that support for such training would be costly.
Second, it is not clear that sufficient numbers of
health care professionals are available to be appro-
priate trainers. Third, specific criteria for training
programs have not been adequately evaluated in
terms of effectiveness in ameliorating adolescent
health problems or patient satisfaction. The second
problem will clearly take years to address fully, but
neglecting to move now will make the situation in
the future even worse. To deal with the third
problem, a rigorous evaluation component could be
a required condition of support for training, and the
Federal Government could help by providing techni-
cal assistance (e.g., on adolescent development and
health, on interpersonal styles relevant to adoles-
cents) to training programs.

Strategy 1-5: Congress Could Take Steps
To Empower Adolescents To Gain Access
to Health Services

Information is generally scarce, but adolescents
seem largely disengaged from the health services
system. Adolescents, like most health care consum-
ers, are rarely involved the design of services (225).
In addition to taking steps to increase the physical
availability, financial accessibility, legal accessibil-
ity, and approachability of the services themselves,
Congress could take steps to empower adolescents
in relation to the delivery of services. Empowerment
approaches take as a given that individuals, not just
professionals, have a set of competencies, that these
competencies are useful in the design and manage-

ment of services, and, further, that those competen-
cies can be even more fully developed by giving
individuals additional opportunities to control their
own lives (e.g., 173). Thus, in addition to empower-
ment’s benefits for individual adolescents’ sense of
competency, more proactive involvement of adoles-
cents in the design of services would have the benefit
of making those services more responsive to the
more concrete health-related needs of adolescents.
Strategies for adolescent empowerment could in-
volve two approaches: one is to support efforts to
educate adolescents about various aspects of using
health and related care services (Strategy 1-5a); the
second is to support the provision of opportunities
for adolescents to participate in decisionmaking
about the design and management of health services
(Strategy l-5b).

Strategy 1-5a: Encourage efforts to educate
adolescents, parents, health care providers, and
others who may identify adolescent health prob-
lems and make referrals, about the legal and
other aspects of using health services.

The provision of health care services in the United
States is complicated, and consumers must be
educated to use health services appropriately and
when they are needed. Systematic evidence is scant,
but available data suggest that, in many respects,
adolescents have insufficient information to be
active, engaged health care consumers. Striking
examples can be found in the report of the National
Adolescent Student Health Survey (10). With re-
spect to knowledge about when to seek health care
services for STDs, for example, 33 percent of
students surveyed (8th and l0th graders) did not
know that a sore on the sex organ is a common early
sign of an STD; 44 percent did not know that a
discharge of pus from the sex organ is a common
early sign of an STD; 41 percent did not know that
experiencing pain when going to the bathroom is a
common early sign of an STD; and 43 percent did
not know that it is harmful to wait to see if the signs
of STDs go away on their own (10). With respect to
how to gain access to treatment for STDs, 76 percent
of the adolescents surveyed were either unsure or
mistakenly believed that the Public Health Depart-
ment must inform parents about STDs in patients
under age 18; 79 percent were either unsure or
mistakenly believed that most clinics must have
parental permission to treat patients under age 18 for
STDs; and 39 percent reported that they would not
know where to go for medical care if they thought
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they had an STD (10). With respect to suicide
prevention, approximately one-third of students
surveyed did not recognize common signs of possi-
ble suicide, and 65 percent of adolescents surveyed
could not or did not know whether they could locate
a community agency for suicide prevention (10). As
noted above (Strategy 1-3 on improving adoles-
cents’ legal access to services), laws pertaining to
adolescent consent and confidentiality are inconsis-
tent not only across States, but across problem and
service areas within States; thus, it is not surprising
that adolescents may be ill-informed about access to
health services.

Issues—Knowledge about the availability and
need for health services imparted independently to
adolescents could be perceived (as health education
often is) as interfering with parental prerogatives.
But in fact, if done well, it could open up avenues for
parent-child discussion, and opportunities for par-
ents to help educate their children about using health
care services, Adolescents who objected to certain
restrictions, rights, or lack of services, might be
stimulated to become involved in the political
system. Consideration would have to be given to
delivering the information in a developmentally
appropriate manner, based on the adolescent’s actual
needs. Currently, the appropriateness of information
to developmental and experiential status is recog-
nized as an important aspect of health education, but
approaches to developing and imparting information
appropriately have not been wholly crystallized
(29,153,279). More participatory approaches to
health education for adolescents should help (see
Major Option 2, Strategy 2-2b on supporting innova-
tive health education research and demonstration
projects, below), as should greater training in
adolescent development and health issues for health
educators and other health care providers (see Major
Option 1, Strategy 1-4 on increasing support for such
training, above).

Photo credit: Kaiser Teen and Young Adult Health Center,
Granada Hills, CA

Adolescent participation in health services planning can
take the form of special adolescent advisory panels or

adolescent representatives on general advisory boards.
The Kaiser Permanence health maintenance organization
in Granada Hills, California, asks adolescents to provide

advice on a regular basis.

Strategy l-5b: Provide incentives for or man-
date adolescent participation in the design of
programs and research that affect adolescents at
the Federal, State, local, and private level.

Adolescent participation can take the form of
special adolescent advisory panels such as the Youth
Advisory Panel that assisted in the preparation of
this OTA Report (see app. A, “Method of the
Study’ or of adolescent representatives on general
advisory boards.123 Several organizations have been
experimenting with adolescent participation (e.g.,
the Center for Population Options, the Child Welfare
League, the Kaiser Permanence health maintenance
organization in the Los Angeles area) and should be
able to provide advice to organizations interested in
involving adolescents in governance.124

Issues-Taking adolescents’ views into account
is a difficult process that may be unfamiliar to many
professional organizations. Not only will the usual
conflicts between citizens and professionals be at

Izssome  elemats of tie exmutive  branch me showing interest in the concept of empowerment as a strategy for helping to improve individuals’ life
situations (55). Explicit government support for citizen participation in human services progmrns  was more prevalent in the 1970s. For example, the
Community Mental Health Centers Amendments of 1975 (Public Law 94-63) included requirements for citizen participation in govesnan ce and in
program evaluation but the requirement for citizen evaluation was overturned with the enactment of aleoho~ drug abuse, and mental health block grant
legislation (Public Law 97-35) (268,269). Tbe National Institute of Mental Health reported in 1984, however, that citizen evaluation in mental health

services seemed to be “well-established” (269). Existing requirements for citizen participation in research services, and program evaluation include
the national adviso~  boards of various Public Health Service and National Institutes of Health agencies (research), and the Working Group for
Community Development Reform (monitoring and evaluation of community development block grants), f~ced through a Title IX grant from the
Community Services A&rum- “stration  in DHHS.

t24~e  YOW  ~en- &t ~bfic ~w 101-501)” (diwus~ &IOw)  rq~s tie p~cipation  of yo~ people in the Federal Council on chil~
Yout.tL and Families md the 1993 White House Conference on Childreq  Yout.tL and Families established by the act.
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issue (269), but professionals and adolescents are
particularly likely to have different styles of commu-
nication and understandings of system limitations.
Adolescent involvement can be expected to be
time-consuming and may require additional sensi-
tivity training for professionals and adolescents.
Thus, if such participation is mandated or encour-
aged, it should be accompanied by appropriate
supports.

Major Option 2: Congress Could Take Steps To
Restructure and Invigorate the Federal

Government’s Efforts To Improve
Adolescents’ Health

As noted earlier, OTA found that Federal efforts
in the area of adolescent health are undertaken by a
broad range of U.S. executive branch agencies and
congressional committees (see tables 2 and 3 in
“Major Findings”). Generally speaking, Federal
efforts tend to be condition-specific rather than
population-specific. A major consequence is that
adolescent health initiatives by the Federal Govern-
ment are often seriously fragmented and inappropri-
ately focused. Many important adolescent health
issues lack visibility and attention.

Five general strategies Congress could follow to
restructure and invigorate the Federal Government
efforts to improve U.S. adolescents’ health are
shown in table 6. To address the issues of fragmenta-
ion, inappropriate focus, and lack of visibility for
adolescent health issues, Congress could create the
locus for a strong Federal role in addressing adoles-
cent health issues (Strategy 2-1). Other strategies
would be to encourage the U.S. executive branch to
invigorate traditional Federal activities in program
development (Strategy 2-2), basic research (Strategy
2-3), and data collection (Strategy 2-4). The most
ambitious approach would be to combine all four of
these approaches (Strategy 2-5).

Strategy 2-1: Congress Could Create a Locus for a
Strong Federal Role in Addressing Adolescent
Health Issues

Even if Congress acted on many of the sugges-
tions in this Report, specific incremental improve-
ments in and of themselves are unlikely to have very
much impact without some central locus from which
adolescent health efforts can be monitored and either
directed or coordinated. Currently, at least seven
Cabinet-level departments in the U.S. executive
branch (Health and Human Services, Education,
Defense, Labor, Transportation, Justice, and Agri-
culture) and two independent agencies (ACTION
and the Consumer Product Safety Commission)
have a major role in addressing adolescent health
and related issues (see table 2 and figure 13 in
“Major Findings”). Numerous agencies within
DHHS (and to a lesser extent, the other departments)
are involved in adolescent health issues. But no
single Federal agency has the mandate or resources
to oversee the many diverse issues and programs
related to adolescent health. In 1990, the 10lst
Congress enacted the Young Americans Act as part
of the reauthorization of the Head Start program
(Public Law 101-501), Modeled after the “Older
Americans Act,” the legislation aims to create a
coordinated Federal response to the multiple needs
of children.125 Although many of the program areas
mentioned in the legislation are specific to adoles-
cents (e.g., teen parenting support, teen pregnancy
prevention), and others are relevant to adolescents
(e.g., housing and shelter assistance, education and
training services, protective services, recreational
and volunteer opportunities, community referral
services, outreach services), it is still too early to tell
how much adolescent issues will be emphasized in
the implementation of the legislation.

OTA finds that a number of functions that are
related to improving adolescent health are not being
adequately performed. These functions (listed below)

lzs~e  new law establishes sever~ Federal initiatives to promote ‘‘the best possible physical and mental health’ for w children ~d you~ ~clud~:
an office of ‘Commissioner’ within the Administration on Childrem YoutlL and Families of DHHS, to sefve as an advoute  for chfldren aCrOSS
Federal agencies;
a State grant program to assist States with the planning and coordination of services and developing family resource and support programs;
a National Center on Family Resource and Support programs to gather and disseminate information and provide training on family resources and
support programs;
a Federal Council on Children, Youth, and Families to evaluate Federal policies and programs affecting young people and advise the President on
such issues; and
a 1993 White House Conference on Children, Youth, and Families to examine issues affecting children and youth and make recommendations for
further action.



Table 6-Strategies for Major Option 2: Congress Could Take Steps To Restructure and Invigorate the Federal Government’s
Efforts To Improve Adolescents’ Health

lime for Rough estimate of (direct)
Strategy Policy  issue addressed expected impact cost to Federal Government
Strategy 2-1: Congress could create a locus for a strong Federal role in

addressing adolescent health Issues.
2-1 a: Create a new Federal agency at the Cabinet level, with line

responsibilities, to undertake broad efforts related to improving
adolescents’ health.

2-1 b: Create a new Federal agency at the Cabinet level, but without
line responsibilities, to coordinate efforts related to adolescent
health.

2-1 c: Create a new agency within an existing Cabinet department
(e.g., U.S. Department of Health and Human Services) to
address adolescent health issues.

2-1 d: Mandate the creation of a strong interdepartmental, inter-
agency adolescent health coordinating body,

Strategy 2-2: Congress could encourage the U.S. executive branch to
invigorate traditional Federal activities in program development.

2-2a: Encourage the U.S. executive branch to support program
development or demonstration projects in specific neglected or
promising areas related to the prevention and treatment of
adolescemt health problems.a

2-2b: Provide support for multisite rigorous research and demonstra-
ion projects that test and compare suggested new comprehen-
sive and innovative models of education for health.

Strategy 2-3: Congress could encourage the U.S. executive branch to
invigorate traditional Federal activities in research on adolescent
development.

2-3a: Require the U.S. executive branch to establish a permanent
council or counils to provide ongoing advice to Federal
agencies on research directions in adolescent health.

2-3b: Support, or encourage the U.S. executive branch to support, a
symposium or symposia on adolescent research issues.

Strategy 2-4: Congress could encourage the U.S. executive branch to
invigorate traditional Federal activities in data collection.

2-4a: Require the appropriate U.S. executive branch agency to
provide Congress with periodic (e.g., every 2 years) reports on
the health status of U.S. adolescents and require that these
reports be made available to the public.c

2-4b: Support and encourage local efforts to collect adolescent
health information that will be, at least in part, able to be
compared to national evel data.

Strategy 2-5: Congress could create a locus for a strong Federal role In
addressing adolescent health Issues and invigorate traditional
Federal activities in program development, research, and data
collection.

Highest coordination, highest
visibility for adolescent issues

Some coordination, high vis-
ibility for adolescent issues

Coordination, visibilit y for
adolescent issues

Coordination

Provide needed services, en-
hance future policy decisions

Provide needed information to
adolescents, enhance future pol-
icy decisions

Coordination, raise level of re-
search, attention to important
issues, innovation
Coordination, raise level of re-
search, attention to important
issues, innovation

Coordination, visibility, U.S. ex-
ecutive branch accountability,
resource planning

Resource allocation

Depends on specific strategies
selected

immediate

Long term

Medium term

Long term

Immediate and long term

immediate and long term

Short to medium term and
long term

Longer term

Immediate and long term

Longer term

Depends on specific strat-
egies selected

High

Medium

Medium

Low

Depends on number and
type of activities supported

Medium

Lowb

Lowb

High

Could be high

Depends on specific strat-
egies selected

aS@f~  ar~ f~nd  by  OTA  to be h particular need of development are Iiated in takde  7.
b~s not  ind@ the cost of funding actual research.
%ongress  could frame the request in such a way that spedfic  health-related findings for specific age, gender, racial, ethnic, income, regional, and residential groups are highlighted. This would

encourage the collection of appropriate data.

SOURCE: Office of Tbnology  Aaaeaament,  1991.
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could be undertaken by a new adolescent health
agency or coordinating body:

●

●

●

•

●

●

●

●

●

monitoring of trends in adolescent health;
coordination of research;
overseeing the design of, support for, and
evaluations of, adolescent health services;
overseeing and coordinating training for serv-
ice providers who work with adolescents;
providing a focal point for adolescent participa-
tion in policymaking;
providing a focal point for a national advisory
body on adolescent issues;
coordinating the diverse activities of Federal
agencies as they relate to adolescents;
interpreting and overseeing congressional man-
dates; and
advising Congress on adolescent health is-
sues.126     

Congress could take any of several approaches to
the creation of a locus for a strong Federal role in
addressing adolescent health issues: create a new
Federal agency at the Cabinet level with line
responsibilities (Strategy 2-la) or without line
responsibilities (Strategy 2-lb) or create a new
Federal agency within an existing Cabinet depart-
ment (Strategy 2-1c) or create a new interdepartmen-
tal, interagency adolescent health coordinating body
(Strategy 2-id) (see table 6).

With the adoption of any of these strategies, two
issues will remain. One is how to design Federal
policy so that it would be refocused to reflect a new
approach that reflects the guiding principles of
attention to adolescent environments (in addition to
their behaviors and disorders) within a prolonged
sympathetic and supportive context. The mere
existence of a new agency or coordinating body,
even though such a body would raise the visibility of
adolescent health issues, would not be enough to
accomplish this goal; congressional oversight could
ensure that this approach is followed. The recently
enacted Young Americans Act takes an exemplary
approach because it is aimed at improving social
environments for young people and their families by
emphasizing the creation of programs that: support

families, create community referral services, and
provide high-quality educational opportunities (Pub-
lic Law 101-501, Title IX, Chapter 2, Sec. 932).

The second issue is to which congressional
committee(s) a new adolescent health agency or
coordinating body would report in the Congress.
currently, multiple congressional committees have
interests in and jurisdiction over specific adolescent
issues (see table 3 in “Major Findings”). The
variety of congressional mandates is one reason
cited by executive branch agency representatives for
the current lack of coordination on adolescent health
issues in the executive branch.

Strategy 2-la: Create a new Federal agency at
the Cabinet level, with line responsibilities, to
undertake broad efforts related to improving
adolescent health.

The advantages of having a new Cabinet-level
agency with line responsibilities is that such an
agency would be highly visible, would have the
authority to perform many of the functions that are
widely regarded as needed (see above), and, impor-
tantly, would cross current departmental lines. On
the other hand, creating a separate department solely
for adolescent health and related issues might create
an unwanted precedent. Further, it could not fully
resolve redundancies and gaps across topics (e.g.,
highway safety, disabilities, vocational training) or
age groups.

Strategy 2-lb: Create a new Federal agency at
the Cabinet level, but without line responsibili-
ties, to coordinate efforts related to adolescent
health.

A separate office on a level with other Cabinet
departments but without line responsibilities (analo-
gous to the Office of National Drug Control Policy)
would provide more visibility and coordination
across department lines than would a new agency
within a single department. However, policies drawn
up in such an office might not be accepted by other
departments.

Strategy 2-lc: Create a new agency within an
existing Cabinet department (e.g., the U.S. De-

lz~R~ently,  the Fede~ Govemrnenthas  been recognizing thecross-condition  needs of other population groups. primary  examples include  tie Nation~
Institute on Aging (within the Nauonal  Institutes of Health of DHHS), the Qt%ce of Minority Health (in the Public Health Service of DHHS),  and the
Office of Women’s Health Research (within the National Institutes of Health). These efforts are small, generally research- rather than semice-focused,
and at least one (by the DHHS Office of Minority Health) was criticized for its lack of initiative (211). Subsequently, Congress authorized separate
funding for the Office of Minority Health (Public Law 101-527), Nevertheless, these efforts do represent a recognition that disease-focused activities
may not be sufficient to seine the needs of certain groups,
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partment of Health and Human Services) to
address adolescent health issues.

DHHS currently has the broadest mandate and
level of expenditures related to adolescent health
issues (see table 2 and figure 13 in “Major Find-
ings’ ‘). Thus, DHHS seems a likely place within
which to create a new agency with broader responsi-
bility for adolescent health issues. Such an agency
could perform many of the functions suggested
above. A new agency within DHHS could be
situated high enough within the Department to
ensure comparability of standing with other DHHS
agencies with current major, but disparate, roles in
adolescent health issues. Budgets and responsibili-
ties from existing DHHS agencies with major roles
in adolescent health issues could be transferred to
the new agency. Even so, cooperative efforts within
DHHS would still be required because many health
and health care issues affecting adolescents require
strategies that are disease-specific or that cross
population groups (e.g., families, children of all
ages, older adolescents and young adults, racial and
ethnic minorities, rural people). In addition, strong
mandates for collaboration among such a DHHS
agency and both independent agencies and agencies
in other departments, or possibly the moving of
certain of the other agencies’ functions (e.g., those of
the Office of Juvenile Justice and Delinquency
Prevention in the U.S. Department of Justice) to
DHHS, could help to ensure a more consistently
coordinated adolescent effort.

Strategy 2-id:  Mandate the creat ion of  a
strong interdepartmental, interagency adoles-
cent health coordinating body.

Mandating the creation of an interdepartmental,
interagency adolescent health coordinating body
seems the weakest strategy of the four for strength-
ening the Federal role in adolescent health. A
coordinating body similar to some of those that

Photo credit: Office of Technology Assessment

Programs to distribute bicycle helmets or other protective
equipment to adolescents in economic need are an
example of a potentially effective accidental injury

prevention strategy.

already exist would have little visibility and no
accountability. 127 If the creation of a new adolescent
health agency, even within an existing department,
is thought to be unworkable, however, Congress and
the executive branch might be able to structure the
creation and implementation of a coordinating body
so that the coordinating body is visible, accountable,
and potentially effective in strengthening the Fed-
eral role in adolescent health and related issues.

Even without mandating or encouraging the
executive branch to restructure Federal efforts in
improving adolescent health, Congress could act to
invigorate traditional Federal efforts in program
development (see table 6).

127FOr ~xmple,  ~ ~genCy  on ad~l~~n[  re~~ch  issues  w~ cr~t~  ~ 1972  ~ ~ offsh~t  of the ~t~g~rq  Pmel  on Edy Childhwd  Re-h
and Development itself established in 1970 in response to evidence that agencies sometimes “duplicated researeh  and ignored important gaps in
research’ (258). hording to a recent document by the Panel, now known as the Interagency Panel on Research and Developmert4  “For many years
the two panels were supported by a central contractor who developed and ran an information system that tracked salient information on each research
project funded by member agencies. In additio~ special studies were performed on cross-cutting issues that were common to the work performed by
the agencies on selected topics of speciat  interest to member agencies as weIl as reviews of currently funded research. ’ However, the information system
and research activities were eventually discontinued. In 1985, the two panels were combined into a single interagency panel on research and development
on children and adolescents. Now, the panel’s work consists largely of monthly meetings in which information on member  activities is presented and
suggestions for joint research may be made, and an annual conference in which special topics are addressed in depth. Panel members include
representatives of ACTION, and the U.S. Departments of Agriculture, Defense, I?ducatiou  Health and Human Services, Justice, bbor, State, and
Transportation. The panel is chaired by a representative from the Administration on Children, Yout4 and Families in the Family Support Administration
of DHHS.  Other examples of existing and past coordinating bodies with a role in adolescent health can be found inch. 19, ‘‘The Role of Federal Agencies
in Adolescent Health’ in Vol. Ill.
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Photo credit: Benjamin Smith, Washington, DC

There is Iittle systematic information about effective means
of preventing adolescent involvement in violence.
Congress could support demonstration projects

based on promising models.

Strategy 2-2: Congress Could Encourage the
Executive Branch To Invigorate Traditional Federal
Activities in Program Development

One of the traditional missions of the Federal
Government is to provide leadership in the develop-
ment of new and innovative programs to improve the
health of the population. To invigorate Federal
activities in program development related to adoles-
cent health, Congress could encourage the executive
branch to support program development or demon-
stration projects in specific neglected areas of
prevention and treatment (Strategy 2-2a). A second
approach would be to support demonstration proj-
ects that use a comprehensive integrated approach to

Photo credit: Benjamin Smith, Washington, DC

Very often, adolescents have Iittle control over the food
available to them. Congress could support efforts to

provide better nutritional choices to adolescents.

health education within the framework of health
promotion (Strategy 2-2b). This approach would cut
across many specific areas in adolescent health
promotion and problem prevention (and, to some
extent, treatment).

Strategy 2-2a: Encourage the executive branch
to support program development or demonstra-
tion projects in specific neglected areas related to
the prevent ion and t reatment  of  adolescent
health problems.

In addition to facing special barriers in access to
health services, many adolescents have or are at risk
for one or more specific critical health problems.
The level of conclusive evidence for “what works”
in terms of health promotion, disease prevention,
and treatment varies by problem, In some areas (e.g.,
provision of contraceptive services, mental health
services, life-skills training), existing evidence often
provides strong indicators of the kinds of promising
interventions that deserve additional testing and
evaluation. In other areas (e.g., child welfare,
hopelessness prevention), a considerable amount of
additional analysis may be required to determine the
kinds of specific approaches that may be effective
for prevention and treatment.

Table 7 displays examples of selected programs or
approaches that OTAs analysis suggested were
either: 1) innovative and promising (e.g., life-skills
training for adolescents at risk of alcohol, tobacco,
and drug abuse) or 2) in areas that were in serious
need of innovative program development and evalu-
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Table 7—Promising or Neglected Areas of Adolescent Health Promotion, Problem Prevention, and Treatment:
Examples of Program Development Needsa b

Promising or neglected areas of adolescent health promotion and problem prevention: examples of areas in particular need of
program development and accompanying evaluation

● To improve family environments:
—innovative methods for dissemination to parents of accurate and useful information about adolescent development and appropriate

parenting
—interventions to help prevent problems in adolescents from single-parent or stepparent families

● To improve school environments:
—Peer tutoring
—Decentralized decision making
—innovative approaches to parental involvement

● To improve adolescents’ use of discretionary time:
—Recreational facilities and programs (e.g., pools, gymnasiums, parks)
---Community service programs

● To reduce accidental injuries:
—innovative methods for school-based driver education
—Programs to distribute free protective equipment (e.g., football and bicycle helmets) to adolescents in economic need

. To improve nutrition and fitness:
—innovative attempts to provide food widely regarded as healthfui
—Education of physical education teachers, coaches, trainers, etc., about adolescent-specific factors that could influence adolescents’

physical abilities
--Nutrition education

● To improve dental and oral health:
—Preventive education on dental and oral hygiene and health, including information about obtaining access to needed services, when

needed (e.g., for low-income adolescents)
. To prevent AIDS and other sexually transmitted diseases:

--Condom distribution accompanied by education about the prevention and treatment of human immunodeficiency virus (HIV) and
sexually transmitted diseases

—Education on access to clinical preventive and treatment services
● To prevent adolescent pregnancy:

-Contraceptive distribution accompanied by family life education for adolescents particularly likely to be sexually active (e.g., eider
adolescents)

-Sexuality/pregnancy prevention education for young adolescents, before they are likely to be sexually active
—Parent-child communication groups with a focus on sexuality
—Broad-based, intensive programs emphasizing life-options discussions and experience plus discussions of sexuality

. To promote mental health and prevent mental health problems:
--Social competency-based mental health promotion efforts

. To prevent alcohol, tobacco, and drug abuse:
—Additional support for life-skills training

● To prevent delinquency:
-Comprehensive, intensive efforts early in life (e.g., Perry Preschool Program, parent-skill training) and after problems have appeared

(e.g., intensive psychotherapeutic and vocational-education intervention)
--Supervised integration of identified antisocial adolescents into activities with nondisturbed peers
—Violence prevention curricula
—Victimization prevention curricula

. To prevent homelessness:
—Prevention of abuse in families; treatment services for abusive families
—Education for families of homosexual adolescents

Adolescent treatment service delivery: examples of areas in particular need of program development and accompanying
evacuation

. To improve family environments:
—innovative approaches to child welfare services for adolescents
—Family counseling/therapy, especially for abusive or dysfunctional families

. To improve services for chronic physical illnesses:
—Efforts to reduce fragmentation in delivery of health services to adolescents with serious chronic physical illnesses
—Efforts to inform adolescents about the availability of treatments for problems of importance to them (e.g., acne, dysmenorrhea)

. To improve nutrition and fitness:
-See “to improve use of adolescents’ discretionary time” above regarding providing fitness opportunities

● To treat AIDS and other sexually transmitted diseases:
—innovative, sensitive, and flexible approaches to treatment for STDs
-Outreach efforts to bring adolescents into AIDS clinical trials

. To prevent adverse effects of pregnancy and parenting for adolescentsd:
-Outreach and intensive comprehensive services (e.g., housing, child care, transportation) to keep pregnant and parenting

adolescents in school
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Table 7—Promising or Neglected Areas of Adolescent Health Promotion, Problem Prevention, and Treatment:
Examples of Program Development Needsab-Continued

● To treat mental health problems:
—Information to adolescents about when and how to seek mental health services
-Systematic comparisons of processes and outcomes for inpatient v. outpatient treatment
—Innovative approaches to case management and financing (e.g., “wraparound” funding)
—Innovative mental health treatment approaches, such as home-based and therapeutic foster care, compared to traditional

approaches (outpatient therapy, inpatient treatment)
. To treat alcohol, tobacco, and drug abuse:

—Innovations in access to early intervention (e.g., student assistance programs, school-linked health centers)
—Information to adolescents about when and how to seek treatment services

• To treat delinquent adolescents:
—Innovations in the delivery of health services to adolescents in juvenile justice facilities
-Systematic comparisons of outcomes for a broad range of more and less punitive approaches (e.g., private v. public facilities;

community-based v. facilities away from the adolescents’ home community; open v. dosed facilities; “boot camps” v. traditional
approaches)

● To provide services to homeless adolescents:
comprehensive (e.g., for physical health, mental health, substance use), intensive services for homeless adolescents
—Transitional living

aFor  a~l==nt~,  as di~cu~se~  “n&r 1(M~or  findings,” the areas of health  promotion, problem prevention, and treatment Often OVedap.
%otethat  this is not a comprehensive list of adolescent health problems and solutions, but a list that includes: service systems in dire need of innovative and

rigorously evaluated approaches (e.g,,  the child welfare system); specific interventions that are being widely used but have not been adequately evaluated
(e.g., inpatient v. outpatient treatment for mental health problems); interventions that appear promising but have not been widely tested (e.g., violence
prevention curricula; distribution of free or low-cost bicycle helmets, paired with an educational campaign); and types of interventions that appear promising
but have not been tested with adolescents to OTA’s knowledge (e.g., victimization prevention). This list arguably does not include the most imprtant
approaches, which are: 1 ) to develop methods of comprehensively addressing adolesmnt  health issues, wfthin  a cmntext  of health promotion, rather than
splintered efforts to prevent discrete problems, 2) to increase adolescents’ access to health services through changes in health financing, and 3) to improve
adolescent environments through interventions that are already known to be effective (e.g., fluoridated water).

%Iinical preventive services are services that prevent the occurrence (e.g., through contraception) or potential worsening (e.g., through screening for
conditions) of clinical conditions.

*his Report focused on the prevention of adverse effects of pregnancy for adolescents, although, as discussed in the chapter on families, healthy mothers
and fathers are essential to healthy infants and children, An earlier OTA report, /+aMryChi/&en. /nvestingin  fhe  Fufure,  focused on preventive health services
in the prenatal and early infant period to protect the health of young infants and children (224).

SOURCE: Office of Technology Assessment, 1991.

ation (e.g., child welfare, health care in the juvenile
justice system). The examples are listed by goal
(e.g., ‘‘to improve family environments’ ‘).

Issues—In designing and funding programs and
demonstration projects on specific issues and service
delivery systems, it would be important for execu-
tive branch agencies to be mindful of several factors:
critical definitional issues regarding adolescent
health concerns (box A in “Introduction”); the
apparent, but inconstant, interrelatedness of some
adolescent health problems (165); the fact that
interventions can have multiple intended outcomes;
the low base rate of some high-visibility problems;
and the ‘‘partially inconsistent assumptions about
evaluation’ made by the variety of disciplines
involved in adolescent health intervention (41). One
approach to these issues is adequately to conceptual-
ize and measure the problem, the intervention, and
the possible outcomes.

Strategy 2-2b: Provide support for multisite
rigorous research and demonstration projects
that test and compare suggested new comprehen-

sive and innovative models of education for
health such as those suggested recently by the
Carnegie Council on Adolescent Development,
the National Commission on the Role of t he
School and the Community in Improving Adoles-
cent Health, and the Centers for Disease Control.

Another approach to program development in
health promotion and problem prevention is to take
a more broad-based approach to school-based edu-
cational approaches to adolescent health. In the
United States, there is little in-depth understanding
about the way health education is delivered to
adolescents, In but concerns have eventuated in a

consensus that changes in the delivery of health
education are needed. In recognition that most
contemporary health education efforts are neither
appropriate for adolescents nor effective, a task force
of the Carnegie Council on Adolescent Develop-
ment, the National Commission, and the Centers for
Disease Control have recently generated sugges-
tions for change (29,153,279). Their recommenda-

128see,  for example, Ch. 10, “Pregnancy and Parenting: Prevention and Services, ” in Vol. II.
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tions regarding school-based health education are
presented in box C in “Major Findings. ”

Common themes in these groups’ recent recom-
mendations include the need for health-related
education to begin early, be developmentally appro-
priate, involve life-skills training, involve the active
participation of adolescents, and be part of a general
approach to health that includes improved access to
health services (29,153,279). Some have felt the
need to recommend explicitly that information be
honest and relevant (153). Others suggest that health
education be part of an integrated life-sciences
curriculum and, more importantly, that health educa-
tion be integrated into overall school environments
that are health-promoting (29). OTA’s analysis
suggests another consideration: that education for
health include information about gainin g access to
health services, even if such services are not
school-linked. And OTA’s Adolescent Health Youth
Advisory Panel expressed an interest in health
education that was immediately relevant to what
they view as one important aspect of their lives:
interpersonal relations (235). The Youth Advisory
Panel’s concern is consistent with societal interest in
reducing adolescent pregnancy, interpersonal vio-
lence, and, potentially, the high divorce rate among
adults (292,293).129 While these recommendations
seem eminently logical, there is still some inconsis-
tency among them, and none of them have been
tested systematically.

Issues—It is important to note that existing
recommendations on health education are limited to
school-based health education. There are no at-
tempts known to OTA to conceptualize a method of
providing comprehensive health education for ado-
lescents who are not in school.130

A second issue is that school-based prevention
efforts could continue to tend to be didactic and
relatively passive rather than proactive. Proactive
efforts are those that attempt to promote health and
prevent the occurrence of problems by changing
environments rather than merely attempting to
change individual behavior.131 By integrating health

education efforts into the school and community
environments (including, if available, comprehen-
sive health and related services), the danger of
limiting health education to “lectures” on the “four
food groups” (151) can be avoided. Were health
education to be well-integrated into a total school
and community environment, however, evaluation
of the effectiveness of any particular component is
made more difficult.

A fourth issue in attempting to provide quality
health education in the schools is the frequent
political divisiveness encountered when the discus-
sion of morally difficult issues with minors is
proposed.

Further conceptualization and testing of multiple
components of an integrated approach is clearly
needed, but an often effective approach to imple-
menting improvements is to make theoretically
reasonable changes and carefully observe the effects
of those changes (1 17).

Strategy 2-3: Congress Could Encourage the
Executive Branch To Invigorate Traditional Federal
Activities in Research on Adolescent Development

This Report and other recent documents specifi-
cally focused on either adolescent development and
health (62,95,340) or on the Federal role in financing
research on the topic of adolescent development and
health (144) are unanimous in concluding that
Federal efforts in research related to adolescent
development and health have been and continue to
be dismally inadequate and shortsighted.

As mentioned previously, overall Federal re-
search expenditures on adolescent development and
health are small, focused on a relatively narrow
spectrum of problems, and freed on an even nar-
rower set of solutions. Although the problems
typically emphasized may be costly and important,
with potentially disastrous implications for adoles-
cents’ futures (e.g., serious delinquency, unpro-
tected pregnancy and parenthood), there is little
indication in current Federal policy and programs of
concern for the context and entirety of adolescents’

lz~e 1988 DHHS  Natio~  Swvey of Family Growth found that more than OWAhh’d  Of fht marriages among women ages 15 to 44had already ended
in separation divorce, or widowhood, and among women who had been married for the fmt time in 1974 or earlier, the proportion of disrupted fmt
marriages approached half (293). Also see ch. 3, “Parents’ and Families’ Influence on Adolescent Healti ” in Vol. H.

l-e Centers for Disease Control in DHHS is charged with developing h~ immunodeficiency  virus (HIV)-related education prevention for
out-of-school youth. For discussion see ch. 9, ‘‘AIDS and Other Sexually Transmitted Diseases: Prevention and Services, ” in Vol. II.

lslse]~ted  ~jor strate~es  for improving adolewents’  environments are discussed below under Major Option 3 (“congress co~d tie StepS  to

improve environments for adolescents’ ‘).
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lives, a situation that has left informed observers
perennially disappointed with the Federal role in
improving adolescents’ lives and health.

Congress could help to substantially revitalize the
research agenda related to adolescent development
and health. Research on adolescent health and
development issues should be approached in a
consistent, comprehensive, coordinated, sensitive,
and supportive manner. To oversee the development
of a research agenda, Congress could require that the
executive branch establish a permanent council or
councils to provide ongoing advice to Federal
agencies on research directions in adolescent health
(Strategy 2-3a). Alternatively, or in addition, Con-
gress could support a symposium or symposia on
adolescent research issues (Strategy 2-3b).

Strategy 2-3a: Require the executive branch to
establish a permanent council or councils to
provide ongoing advice to Federal agencies on
research directions in adolescent health.132

A permanent council or councils would provide
executive branch agencies the benefit of advice on
adolescent health and development issues from
leading practitioners in the field. This strategy is a
relatively low-cost way to potentially raise the level
of federally funded adolescent development and
health research and would probably have beneficial
repercussions for non-federally funded research.

One hazard to avoid in establishing a Federal
advisory board or boards is domination by a single
professional discipline. In addition, strong adoles-
cent participation in the symposia or advisory
councils and explicit attention to reconceptualiza-
tions of adolescent health issues (e.g., in a sympo-
sium designed for that purpose) would help to
ameliorate any tendencies to remain in the tradi-
tional frameworks.

Alternatively, or in addition to the permanent
advisory council or councils:

Strategy 2-3b: Support, or encourage the exec-
utive branch to support, a symposium or sympo-
sia on adolescent research issues.

Such symposia could address the development of
research agendas in normal adolescent development,
risk and protective factors in adolescent health and

Photo credit: Benjamin Smith, Washington, DC

Congress could encourage the U.S. executive branch to
strengthen traditional Federal activities in research on

adolescent development and health. One strategy would
be to require the establishment of a permanent advisory
council or councils to advise Federal agencies on research
directions; another would be to support a symposium or
symposia on adolescent research issues. Advice from a

range of disciplines and from adolescents would be helpful.

well-being, health promotion and disease preven-
tion, treatment services, and nontraditional strate-
gies for improving adolescent health and well-being.
They could help to energize the research community
and stimulate cross-fertilization of ideas.

Analyses in OTA’s Report, and in other recent
volumes on adolescent development, health, and
health services (8,5 1,62,93,102,153,340), can help
to provide the groundwork for an improved ap-
proach to adolescent health research.

132TMS  council  orcounci]5  could be sitiarto those currentty  advising the National CancerInstitute (within the National institutes of H~ti of D~S)
and the National Institute of Mental Htnlth (within the Alcohol, Drug Abuse, and Mental Health Adrninistmtion  of DHHS).
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If implemented in addition to a permanent advi-
sory council or councils, these symposia could be
guided by, and work in tandem with, the advisory
council(s). Adolescent participation could be en-
couraged in the symposia as well as in the advisory
boards.

Strategy 2-4: Congress Could Encourage the U.S.
Executive Branch To Invigorate Traditional Federal
Activities in Data Collection

National and local information on adolescent
health, health problems, and health services is
typically unavailable or deficient.133 Data for moni-
toring adolescent health status, health and related
services utilization, and barriers to access are
currently insufficient in terms of topics covered,
ages reported on, and ability to disaggregate data for
specific racial, ethnic, income, gender, age, regional,
and residential groups.

To encourage the collection and dissemination of
data on adolescent health, Congress could require
periodic reports to Congress on the health status of
U.S. adolescents (Strategy 24a) and support local
efforts to collect adolescent health information
comparable to national level data (Strategy 2-4b).

Strategy 2-4a: Require the appropriate U.S.
executive branch agency

134 to provide Congress

with periodic (e.g., every 2 years) reports on the
health status of U.S. adolescents and require that
these reports be made available to the public.

The reports should include information on the
following:

●

●

a comprehensive range of health status meas-
ures (e. g., self-reported risk and protective
behaviors, self-perceived emotional status, self-
perceived physical health problems);
utilization of the range of health services
providers and settings likely to be seen by
adolescents (e.g., guidance counselors, school
nurses, teachers (for counseling and guidance),
coaches, mentors, adolescent and adult friends,
psychologists, nurses outside the school, social
workers, nutritionists, and physicians, in
schools, urgent/emergency care centers, hospi-
tals, youth serving agencies, sports facilities,
workplaces, and private offices);

Photo credit: Mark Charette, Washington, DC

Congress could require the appropriate U.S. executive
branch agency to provide Congress with periodic reports
on a comprehensive range of adolescent health status and
health and related services indicators. Such a requirement
would promote the collection of appropriate information.

. availability and utilization of recreational facil-
ities and outlets;

● volunteer and paid work activities; and
● other environmental risk and protective factors

(e.g., family structure, abuse, neglect).

Congress could frame the request in such a way that
health-related findings for specific age, gender,
racial, ethnic, income, regional, and residential
groups are highlighted. This would force the even-
tual collection of appropriate data.

Issues-Clearly, the U.S. executive branch is not
currently equipped to regularly provide Congress
with adolescent related-reports of this broad nature
(260; see app. C). Requiring such reports, however,
would compel the executive branch to begin compil-
ing such data as are available and to determine the
kinds of data not currently available.

A second issue is that national data, while useful
in suggesting broad trends in adolescent health and
access to health and health services, are certainly not
sufficient guides for use in local practice. The
provision of services to adolescents, although it can
be assisted by support from the Federal Government,
is ultimately a local issue. In addition, some Federal

IW3ee app. C, ‘‘Issues Related to the Lack of Information About Adolescent Health and Health and Related Services.’
1~A cen~~  F~er~ locus for ~ole~ent  health issues would provide an appropriate organizational w%@  thu@ which to Wlkt ~d di.$wtite

such data (see Major Option 2, Strategy 2-1 on creating a locus for a strong Fedeml  role in addressing adolescent health issues).
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grant programs relevant to adolescent health issues
are based at least in part on the demonstration of
need in the local community. Answers to questions
such as which adolescents are using alcohol, to-
bacco, and illicit drugs; how many (and which)
adolescents have mental disorders; how many (and
which) adolescents use or need contraception, be-
come pregnant, or are parents cart serve as a guide to
the placement of resources. To assist local commu-
nities with their planning, and potentially make the
Federal grantmaking process more equitable, Con-
gress could consider the following strategy.

Strategy 2-4b: Support and encourage local
efforts to collect adolescent health information
that will be, at least in part, able to be compared
to national level data.135

There are several potential barriers to expansions
in the collection and analysis of information perti-
nent to adolescent health, both at the national and
local levels. First, data collection is expensive and
would almost certainly require additional budgetary
support. ’36

Second, questionnaires relying on self-reports are
the most common means of collecting information
on adolescent health status and health utilization,
perhaps because they are among the least expensive
alternatives. However, there is considerable concern
about the reliability and validity of self-report data.
This may be particularly true for: 1) adolescents,
who as a group may be more likely than other age
groups to respond in a socially desirable, rather than
an objectively true, manner (42,85); and 2) for
tracking trend data in those behaviors that vary over
time in social acceptability (e.g., sex, contraceptive
use, drug use). Alternative means of collecting data
from adolescents, or making concerted efforts to
verify information amassed through self-reports,
will be necessary.

Third, certain topics (e.g., suicide, drug use,
sexual activity) are considered quite delicate. For
economic reasons (e.g., real estate values, school

Photo credit: Education Week

Congress could support and encourage efforts to collect
local data that will be able, at least in part, to be compared

to national data

enrollments), local jurisdictions and specific schools
may be reluctant to collect data suggesting that
adolescents in their communities are troubled or
engaged in behaviors that may meet with social
disapproval. Also, there is typically some concern
that adolescents may be troubled by the asking of
some questions or actually driven to engage in
certain behaviors through the power of suggestion.
There is no hard evidence to support that the raising
of an issue in a questionnaire leads to engagement in

ls~For  ~-pie, ~c youth Wsk Be~vlor~ S-ey, ~~ch w= being designed by a stee~ committ~  Suppfied  by centers  for Disease Control  in
DHHS, will be administered at the National, State, and local levels, Certain core items will be constant across localities, and localities will have the option
to add spedlc  items of particular importance. In this way, a core of information wilt be available nationally, and localities will have information of
importance to them as well as national comparative data (277). Similarly, the Young Americans M called for States wishing to apply for formula grants
for the purpose of improving the coordination of semices provided to childreq youfi  and families, to prepare reports with detailed information gathered
by the State on young individuals and the families of such individuals concerning: 1) age, sex, race, and ethnicity; 2) residences; 3) incidence of
hopelessness; 4) composition of families; 5) economic situations; 6) incidence of poverty; 7) experiences in care away from home; 8) heal~ 9) violence
in homes or communities; 10) nature of their attachment to school and work  11) dropout rates; 12) character of the communities in which they reside
(Public Law 101-501, Title KX, Subtitle A, Chapter 2, Sec. 931).

13~~ ~ditio~  it my ~uire.  IT-  for additional researchers trained to work tith adolescent -ndents.
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a proscribed or dangerous behavior,137 but these
concerns may be a function in part of communities
not knowing how to proceed when they do find they
have a problem. Therefore, it is important that local
data be allowed to be collected anonymously if need
be (so that individuals, individual schools, and
perhaps individual communities are not able to be
identified) and that they not be collected in isolation
from other efforts designed to deal with adolescent
health concerns.138

Strategy 2-5: Congress Could Create a Locus for a
Strong Federal Role in Addressing Adolescent
Health Issues and Invigorate Traditional Federal
Activities in Program Development, Research, and
Data Collection

Restructuring Federal adolescent health efforts so
that there is a more central locus for coordination
would not by itself address current deficiencies in
the traditional Federal activities related to program
development, research, and data collection. Thus, a
more ambitious, and potentially effective, approach
would be to combine Strategies 2-1 through 2-4.

Major Option 3; Congress Could Support Efforts
To Improve Adolescents’ Environments

The Nation’s approach to addressing the health
problems of adolescents is often skewed toward
efforts designed to convince adolescents to change
their own behavior. Teaching adolescents to behave

in ways that are socially acceptable, life-prolonging,
and otherwise health promoting is, of course,
important. But in the Nation’s realization that
behavior affects health (e.g., 260), the importance of
the social environment139 in influencing behavior
and otherwise contributing to health and health
problems has been neglected (230).

To illustrate this point consider the DHHS report,
Healthy People 2000. Healthy People 2000 is the
Nation’s most prominent statement on health objec-
tives for the U.S. population and has numerous
health status and risk reduction goals related to
children, adolescents, and young adults (260). l40 B y
comparison, the report sets forth relatively few goals
for “services and protection” that are specific to
adolescents. Box D presents year 2000 ‘ ‘service and
protection’ objectives related to adolescents.141

Major Option 1 (encouraging efforts to improve
adolescents’ access to health services) and Major
Option 2 (taking steps to restructure and invigorate
the Federal Government’s efforts to improve adoles-
cents’ health) are consonant with a‘ ‘new approach’
to adolescent health concerns, in which adolescents
are provided with a prolonged protective and sup-
portive environment and, it is hoped, adolescents
come to perceive that they are appropriately cared
for. Major Option 3 (supporting efforts to improve
environments for adolescents) requires strategies
outside of areas traditionally regarded as health
services (see table 8); they are designed to improve

i37A  ~o~~lble  ~xcwtion me tie fmd~gs  ffom some ~cide  prevention r~~ch  s~di~  tit mass-orient~  suicide prev~tion  ‘‘intel_Ventiom’ (e.g.,

the showing of films about adolescent suicide on television) have resulted in a d, but statistically signifkant,  increase in adolescent suicide (see ch.
11, “Mental Health Problems: Prevention and Services, ‘‘ in Vol. II) However, these were films and not questionnaires.

lsgFor exmple,  the Natioti  Commission on the Role of the School and the Community in Improving Adolescent H~t.h  =ommmded  tit
communities establish coordinating councils for childreu  yout.1+ and families that develop local  solutions to local problems (153).

13~e phy~i~  env~oment  is ~w  impo~~  but  ~s Repofl  foc~  on tie SOC~  env~nment.  Otier mpofis  by (YIX have focal on POtentid

health effects of the physical environmen~  although they have not focused specifically on adolescents. See for example: Catching Our Breath: Next Steps
for Reducing Urban Ozone (227); Technologies for Reducing Diom”n  in the A4anufacture  of Bleached Wood Pulp (226); Acid Rain and Transported Air
Pollutants: Implications for Public Poliqy  (222); Neurotom”city:Identl fiing  and Controlling Poisons of the Nervous System (23 1) and Complex Cleanup:
The Environmental Legacy of Nuclear Weapons Production (234).

l~e Hea/thy peep/e 2~~ rcw~ ida~l~ 32 ‘‘h~th s~~s’ @ “risk r~uction’  gofi for adolesc~~  ad young ad~ts,  and 34 such gods  for
children (260). A health  status goal is defined in terms of a reduction in dea~ disease, or disability (e.g., ‘‘Reduce deaths among youth aged 15 through
24 caused by motor vehicle crashes to no more than 33 per 1(X),000 people” (Healthy People Objective Number 9.3b)). A n“sk  reduction goal is defined
in terms of prevalence of risks to health or behaviors known to reduce such risks (e.g., ‘‘Increase use of helmets to at least 80 percent of motorcyclists
and at least 50 percent of bicyclists” (Healthy People Objective Number 9. 13)). It is important to note that DHHS  notes that the report Healthy People
2000, although published by DHHS, ‘‘does not reflect the policies or opinions of any one organiza tie% including the Federal Government, or any one
individual’ (260). It is viewed by DHHS as ‘‘the product of a national process” (260). However, in transrm“King  the report to the Secretary of DHHS,
the Assistant Secretary for Health committed the Public Health Service ‘‘to work toward achievement of these objectives [contained in Healthy People
2000] for the coming decade’ (260).

14 l~e &efim M~c~ A5wiation~s  f cH~~ff  you~ by the y= z~ ~oj~t’  pub~catio~  Healthy  Y..wh 2f)00, p~vi@ a tier accounting
of the Healthy People  2000’s national health promotion and disease prevention objectives applicable to adolescents (defined by the American Medical
.4ssociation project as ages 10 through 24) (6). The American Medical Association publication excerpted objectives fi-om the DHHS publication Healthy
People 2000 (260) pertaining to all or part of the age group 10 to 24. In additio~ the American Medicat  Association publication includes “Additional
Objectives” culled from Healthy People 2000, organized according to roles for “professionals in heatth care, educatio~ community, and government
contexts” (6).
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Box D—Healthy People 2000 Service and Protection Objectives That Pertain to Adolescents

Healthy People 2000 is the Nation’s most prominent statement on health objectives for the U.S. population.
This report, published by the U.S. Department of Health and Human Services (DHHS) in 1990, contained a number
of health status and risk reduction goals for adolescents but relatively few service and protection objectives related
to adolescents. Preventive services include counseling, screening, immunization, or chemoprophylactic interven-
tions for individuals in clinical settings, and health protection objectives are those environmental or regulatory
measures that confer protection on large population groups. In its lists of objectives by age group, DHHS combined
services and protection objectives.

Some year 2000 service and protection objectives identified by DHHS as related to adolescents would not
require changes in adolescents’ behavior, among them the following:

•

●

●

●

●

●

●

●

increasing the proportion of school lunch and breakfast services and child care food services with more
nutritious menus;
increasing the number of State and local tobacco-free indoor air laws;
eliminating or severely restricting tobacco product advertising and promotion to which youth are likely to
be exposed;
increasing the number of State laws to restrict minors’ access to alcohol;
increasing restrictions on promotion of alcohol to young audiences;
extending emergency room protocols for identification of suicide attempters, victims of sexual assault, and
child abuse victims;
removing financial barriers to immunizations; and
increasing the proportion of primary care providers who provide age-appropriate preconception care and
counseling.

Other service and protection goals targeted to adolescents would require changes in adolescent behavior,
among them:

● increasing the proportion of children and adolescents who participate in daily school physical education;
● increasing the proportion of school physical education class time that students spend being physically active;

and
● increasing the proportion of 10- to 18-year-olds who have discussed sexuality with their parents and/or

received sexuality information through a parentally endorsed source.

A number of service and protection objectives were not identified by DHHS as targeting adolescents but could
potentially affect adolescents, among them:

●

●

●

●

●

●

●

●

increasing the availability and accessibility in the community of physical activity and fitness facilities;
increasing by 100 percent the availability of processed food products that are reduced in fat and saturated
fat;
increasing the proportion of restaurants and institutional food service operations that offering identifiable
low-fat, low-calorie food choices;
ensure access to alcohol and drug treatment programs for traditionally undersexed people;
increasing driver’s license suspension/revocation laws or programs of equal effectiveness for people
determined to have been driving under the influence of intoxicants;
increasing the proportion of pregnancy counselors who offer positive, accurate information about adoption
to their unmarried patients with unintended pregnancies;
increasing services for human immunodeficiency virus (HIV) infection and sexually transmitted diseases
(STDs);
increasing the proportion of providers of primary care for children who include assessment of cognitive,
emotional, and parent-child functioning, with appropriate counseling, referral, and followup, in their clinical
practices;

IW health promotion and disease prevention ob~ves are organized initially by strategy (e.g., hdh  prOmOdOtL  h~th  protio~
preventive services, and surveillance and data systems), not by population group (m). ~CQ a MP~@  s=tionof  ~ ff~thypeople  2~0 vfi
lists the objectives as tbey pertain to certain‘ age groups (i.e., childrerL  adolesccds  and young adults, adults, and older adults) and “speciai”
populations (i.e., people with low income, blacks, Hispanics, Asians and Pacilic Islanders, American Indians and Native Ameriearm  and people
with disabilities).

Conthed on next page
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I Box D-Healthy People 2000 Service and Protection Objectives That Pertain to Adolescents—

●

●

●

Continued
increasing the number of States in which at least 50 percent of children identified as physically or sexually
abused receive physical and mental health evaluation with appropriate followup;
increasing the number of States requiring safety belt and motorcycle helmet use for all ages;
enacting laws requiring that handguns be made more difficult to discharge by children;
extending to 50 States emergency medical services and trauma systems linking prehospital, hospital, and
rehabilitation services;
performing testing for lead-based paint in homes built before 1950;
extending to to long-term institutional facilities (including juvenile homes and detention facilities) the
requirement that oral examinations and services be provided no later than 90 days after entry into these
facilities; and
extending requirement of the use of effective head, face, eye, and mouth protection to all organizations
sponsoring sporting and recreation events that pose risk of injury.

SOURCE: office Ofmchndogy  Ass txtuneq 1991, batlcd  on U:s. ~t ofllcalth and Human $krvi@& Public Hcnltb Semiq Healthy
Peop!e  2(MO:  National Health Promotion and Disease Prevention Objectives, Cmfacmc edition (w “~ DC: scptember
1990).

the social environment for adolescents, with the
goals of promoting health and protecting adoles-
cents from adverse environments.

One strategy would be for Congress to take steps
to increase support to families so that they can play
their rightful and important role in adolescents’
development and health (Strategy 3-l). Another
strategy would be for Congress to take steps to
reduce the adolescent death and injury toll from
firearms by reducing adolescents’ access to firearms
(Strategy 3-2). A third strategy would be for
Congress to support the expansion of health-
promoting recreational opportunities for adolescents
(Strategy 3-3). A fourth strategy would be for
Congress to monitor the effect on adolescents of the
recently passed National and Community Service
Act (Public Law 101-610) (Strategy 3-4).

Strategy 3-1: Congress Could Take Steps To
Increase Support to Families of Adolescents

Appropriate roles for parents change during
adolescence, but changing relationships between
adolescents and parents should not obscure the fact
that parents remain essential to healthy adolescent
development. 142 Unfortunately, many current poli-
cies provide little support for parents to take an
active and appropriate role in the lives of their

Photo credit: Capitol Hill Arts Workshop, Washington, DC

Many current policies provide little support for parents to
take an active and appropriate role in the lives of their

adolescent children.

adolescent children.143 A recent review found that,
of the four parental functions important for the
socialization, development, and well-being of ado-
lescents (providing basic needs, protection, guid-
ance, and advocacy), existing parental support
programs were most likely to emphasize the guid-
ance function, and none addressed the basic resource
provision function of parents (192). Only a handful
of parental support programs addressed the personal
or developmental needs of adults who are raising
adolescent children (192). Further, OTA has ob-
served that much of the theorizing and planning



Table 8-Strategies for Major Option 3: Congress Could Support Efforts To Improve Adolescents’ Environments

Rough estimate of
Time for cost (direct) to

Strategy Policy issue addressed expected impact Federal Government

Strategy 3-1: Congress could take steps to increase support to
famliles of adolescents.

Strategy 3-2: Congress could take steps to support additional
limitations on adolescents’ access to firearms.

3-2a: Act to place additional limitations on adolescents’ ac-
cess to firearms.

3-2b: Fund a study to determine how to further restrict
adolescents’ access to firearms.

Strategy 3-3: Congress could support the expansion of appropri-
ate recreational opportunities for adolescents.

Strategy 3-4: Congress could monitor the effects on adolescents
of the Implementation of the National and Community Service
Act of 1990.

Parents are legally responsible for their
adolescents, are often needed to accom-
pany adolescents for the receipt of health
services, and play an essential role in
adolescents’ optimal development.

Suicide, infliction of injury and death by
adolescents.
Suicide, infliction of injury and death by
adolescents.
Appropriate use of discretionary time;
potential for adult guidance; possible re-
duction of subjective distress; opportu-
nities for learning life-skills and social
competence; opportunities for work (com-
munity service); possible reduction in
substance abuse, especially among dis-
advantaged adolescents.
Appropriate use of discretionary time;
adult guidance; improved sense of citi-
zenship. Would help to ensure that the
“quantifiable measurable goals” to be
included in local grant applications are
stated and measured for adolescents,
including the economically and educa-
tionally disadvantaged youths targeted in
the legislation; and would thus give a
sense of how well adolescents are
addressed in the implementation of the
legislation.

Depends on strategy
adopted

Medium term

Longer term

Medium to longer term

Immediate

Low to medium, depending
on strategy

Low

Medium

Depends on Federal
contribution

Low

SOURCE: Office of Technology Assessment, 1991.
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about the role of the family and family support has
focused on the needs of younger children.145

Congress could take concrete steps to enhance the
abilities of parents to provide for the basic needs of
their adolescent children (e.g., through child allow-
ances, tax credits, additional support for postsecond-
ary education, and child care appropriate for adoles-
cents l46). In addition, Congress could take steps to
enhance the availability of parents to be involved in
the lives of their adolescent children (e.g., by
promoting flexible worktime so that parents can be
home after school, attend teacher conferences, and
participate in school activities).

The changing developmental status of individuals
during adolescence means that direct application of
the kinds of family support features proposed or
enacted for families with younger children would
not be appropriate for families with adolescents. In
general, the design of appropriate family support
policies for families with adolescents might be
preceded by an analysis of the practices of other
developed countries and should seek the participa-
tion and advice of adolescents and their families.

In addition to concrete support, a clear need for
many parents is for accurate information about the
challenges of parenting adolescents. The need to
develop innovative methods to disseminate informa-
tion about appropriate parenting strategies during
adolescence was noted earlier (see Major Option 2,
Strategy 2-2a and table 7, above), Because the

knowledge base on appropriate parenting is still
slender with respect to nonwhite, non-middle-class,
and nonurban families (192), it would be important
to accompany such information dissemination with
training and evaluation, as well as to expand the
research base on how appropriate parenting of
adolescents may differ for lower socioeconomic
and/or racial and ethnic minority adolescents, and
those in rural areas.

Strategy 3-2: Congress Could Take Steps To Support
Additional Limitations on Adolescents’ Access to
Firearms

Access to firearms for persons of all ages is one of
the most hotly debated issues in the United States
(214). It seems universally agreed, however, that it
is unwise for minors to have unlimited access to
firearms. Despite this recognition, and associated
Federal legal limits on the sale (but not possession)
of firearms to minors,

147 U.S. adolescents do have

access to firearms, which they use for destructive
purposes (e.g., suicide, homicide, other violence) or
to harmful ends (e.g., accidental injuries). l48 I n
addition, adolescents are increasingly the victims of
firearm-related homicides committed by persons of
all ages.149

Much needs to be determined about how adoles-
cents gain access to firearms, particularly those
firearms that are used without parents’ knowledge
and for illegitimate purposes (e.g., see 336).150

Nonetheless, international comparisons of youth

ldsFor e~ple,  tie Ftiy and Medical ~ve AC~ which was passed by the IOlst Congress but vetoed by the Fresident  and IIOt overridden  by tie
Congress (H.R. 770), applied primarily to family leave for newborn or adopted children, although it would have covered unpaid family leave for seriously
ill children.

lqbs~ategles  for r~r=tion~ and  yOUth  service opportunities that are appropriately overseen by adults (Strategim 3-3 and 3-4 bdow) are relevm~ tO

child care for adolescents.
Id?some SUte laws aISO tit tie ownership, purchase, and possession of guns by minors. The laWS vw widely  by State.

148See & 5, ‘‘Accidenti Injuries: Prevention and Services”; ch. 11, “Mental Health  Problems: Prevention and Semices  ”; ch. 13, “Delinquency:
Prevention and Services,” in Vol. II.

ldssee  Ch. 13, 1‘De@uency:  Prevention and Services, ’ in VOI. ~.

l-or exmple,  ~ea/rhy People Z(IOO gave as gods  for reducing violent and abusive behavior 20 percent reductions  in: 1) ~ Proportion  of w~pons
(i.e., not limited to gum) that are inappropriately stored and therefore dangerously available, and 2) the incidence of wtzqxm-carrying by adolescents
aged 14 through 17 (260). DHHS noted, however, that baseline data for the fiist objective would  not be available until 1991, and for the second objective,
1992 (260), (The only apparent objective speciilc  to fmearms  was a ‘‘services and protection” goal related to unintentional injuries (not violent and
abusive behavior) that, by the year 2000, 50 States would have laws ‘‘requiring that new handguns be designed to minimize the likelihood of discharge
by children” (260).)

The National Adolescent Student Health Survey asked only limited questions about adolescents’ access to firearms (10). Even data about the causes
of injuries from hospital emergency rooms are limited (see ch. 5, “Accidental Injuries: I%vention and Services, ’ in Vol. II). ‘I& U.S. Consum erProduct
Safety Commission collects information about adolescents’ emergency room visits associated with numerous consumer products, but not about
emergency room visits related to guns (see ch. 5, “Accidental Injuries: Prevention and Semices, “ in Vol. II). Wright and Rossi noted in their book
summarizing their survey of weapons acquisition among convicted felons doing time in State prisons that ‘‘some of the most important questions [on
weapons, crime, and violence in America] have. . barely been researched” (336). Among these important questions tbey included ‘the question of how,
where, and why crimimd s acquire, carry, and use fuearms. ’ Their own survey could not answer this question regarding juvenile offenders because
relatively few juvenile offenders were serving time in the State prisons for violent offenders that cooperated with the Wright and Rossi researc h pruject
(336).
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homicide rates, and data about the level of access to
firearms by U.S. adolescents, suggest that one or
both of the following strategies maybe warranted.

Strategy 3-2a: Act to place additional limita-
tions on adolescents’ access to firearms.

Strategy 3-2b: Fund a study to determine how
to further restrict adolescents’ access to firearms.

Analysis of specific actions that Congress (and
others) could take to specifically limit adolescents’
access to firearms would require analysis beyond
that which was possible in this Report (e.g., an
in-depth analysis of the ways in which adolescents
legally and illegally gain access to firearms; legal
issues in limiting access).151

Because the sale of firearms to adolescents is
already illegal under Federal law, it can be assumed
that many adolescents obtain access to firearms
purchased by adults. Placing further limitations on
adolescents’ access may affect adults’ access to
firearms, and efforts to limit adult access to firearms
raise constitutional issues and are politically conten-
tious (see, e.g., 214). Half of U.S. adults polled
report that they own at least one gun, and half keep
guns in their homes (217). Further, the issue of
whether the availability of guns is a major or
substantial factor in the violent crime rate152 (or in
ado le scen t  su i c ide1 5 3) has not been settled to
everyone’s satisfaction (214). Steps that could limit
adolescents’ access to firearms, while not unduly
affecting adult access,154 include requirements for
adults with firearrns to keep firearms securely away
from adolescents (and younger children) (e.g.,
locked up in the home, or, for firearms used only for
hunting, locked up in a community facility), penal-
ties for adults whose adolescent dependents are
harmed by firearms, and trainin g and licensing
requirements for adolescent use of firearms (e.g., for
hunting). Adults, as well as adolescents, need to be
educated that ammunition should be stored in a
location separate from guns.

Strategy 3-3: Congress Could Support the
Expansion of Appropriate Recreational
Opportunities for Adolescents

Adolescents need health-promoting recreational
opportunities. Although no national survey has been
conducted on the kinds of recreational opportunities
adolescents would like to have, reasonable options
for recreation include swimming pools, running
tracks, basketball courts, ball fields, gymnasiums,
billiards, ping pong, other indoor sports, music,
dances, and a place to socialize.155

Federal support could be provided through seed
moneys or matching grants to local recreation
departments and private organizations that can
demonstrate a strategy appropriate for adolescents,
including adolescent participation and sufficiently
trained adult supervision.

On the face of it, increasing recreational outlets
for adolescents may seem costly. On the one hand,
supporting additional recreational outlets may rarely
involve the construction of new buildings.156 Rather,
available facilities such as school buildings could be
adapted to be compatible with the needs of adoles-
cents (e.g., remain open at appropriate hours and

Photo credit: Katherine Criss, New York, NY

Adolescents need health-promoting recreational facilities
and activities ranging from swimming pools, gymnasiums,

and ball fields to dances and other social activities.

15 IOTA is cwently developing a background paper on automatic f~~ purchaser checks.

152$ec  ch. 13, ‘ ‘Delinquency: Prevention and Services, ’ in VO1.  ~.

153See  ch. 11, “Mental Health Problems: Prevention and Services, ” in Vol. 11.
1540TA  dld not as~e~s  tie wisdom of or potenti~  heal~  effec~ of ~v~sal gUII  Cotlmol (i.e., fOr all ageS).

155~e  D~S ~ubllcation  Healthy  people 2000  rmomend~  &reaseS  in comm~~  ava~ablli~  and  accessiblli~  of physical aCtiVity and fitieSS
facilities (hiking, biking, and fimess  trails; public swi mrning pools; acres of park and recreation open space) in order to improve the physical fimess of
U.S. citinms (Objective 1.1 1) (260). Data on facility availability per 1,000 population cited in Healthy Peep/e 2000 were not adolescent-specific.

ISbsome  communities, however, may not have adequate facilities.
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install appropriate equipment). On the other hand,
such adaptations, and requirements for appropriate
adult supervision, may involve upfront and continu-
ing costs (e.g., training, continuing education),

Strategy 3-4: Congress Could Monitor the Effects on
Adolescents of the Implementation of the National
and Community Service Act of 1990

As described in this Report,
1 5 7  t h e  l 0 l s t  C o n g r e s s

passed a 1990 law designed to enhance opportunities
for national and community service for all U.S.
citizens, particularly the disadvantaged. In present-
ing the rationale for the legislation, the senatorial
authors of the legislation argued in part that (S. 1430,
101st Congress, 2d session):

(1) service to the community and the Nation is a
responsibility of all citizens of the United States,
regardless of the economic level or age of such
citizens;

(2) citizens of the United States who become
engaged in service at a young age will better
understand the responsibilities of citizenship and
continue to serve the community into adulthood;

(3) serving others builds self-esteem and teaches
teamwork decision making, and problem-solving;

(4) the 70,000,000 youth of the United States who
are between the ages of 5 and 25 offer a powerful and
largely untapped resource for community service;

(5) conservation corps and human service corps
provide important benefits to participants and to the
community;

(6) the Volunteers in Service to America Program
is one of the most cost effective means of fighting
poverty in the United States. . .

Many of the activities and program requirements
authorized by the National and Community Service
Act of 1990 are particularly relevant to adoles-
cents,158 including economically and educationally
disadvantaged adolescents.

159 The legislation also

requires that quantifiably measurable goals be in-
cluded in local grant applications (S.1430, Title I,

Photo credit: Youth Services of America, Washington, DC

It is likely that adolescents who serve others can build
self-esteem and learn teamwork, decisionmaking, and

problem solving.

S u b t i t l e  B ,  S e c .  1  l o ) .  W h i l e  t h e  t o t a l
amounts authorized for programs with a consider-
able emphasis on adolescents are not very large, l60

the legislation does begin to address many of the
concerns about adolescent rolelessness and prepara-
tion for the future expressed by numerous observers

ISTSee  ch. 4, ‘‘Sch~ls and Discretionary Time, h VOI.  H.

158 Ages oro~errelevmt  ~ge-relatedc~ctefistics  ~ere~c]ud~  tie Schml ad Commtity  B~~ S-ice pofion  ~ifle I, Subtitle B), forelemenUwy
and secondmy  school students and out-of-school youti  the American Conservation and Youth Corps (Title I, Subtitle C), for 15- to 25-year-olds;  and
the National and Community Service Program (Title I, Subtitle D), for ages 17 and older. Youth Community Semice  programs are required to include
an age-appropriate learning component.

159$ ‘T. be Cllglble t. remlve a ~at [under Tifle I, subdue  B, School ad comm~i~  B~ed  Service] a s~te, . .M1 prqwe  md 5ubMi~ to the
Commission [on National and Community Service, established under section 190 of the act], an application. . including a description of the manner in
which. .econornically  and educationally disadvantaged youths, including individuals with disabilities, youth with limited basic skills or learning
disabilities, and youth who are in foster care, are assured of service opportunities” (S. 1430, Title I, Subtitle B, Sec. 113).

l~or Cxmp]e, tie fo]lo~g ~o~~ wme  au~ori~d  to be appropriated for fiscal year 1991: $10 million for the Schwl md comm~ty  Bu~
Service provisiou  $14 million for the American Conservation and Youth Corps; and $14 million for National and Community Service. Fifty pereent
increases for each program were authorized to be appropriated for fiscal year 1992.


