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Foreword 

Adolescence, the poet suggested, "is the one age [that] defeats the metaphor." In many respects, such 
as legal and financial dependence, adolescents are still children; in other respects, such as physical 
development, they approach and then reach adult status. In part because they experience profound biological, 
emotional, intellectual and social changes, adolescents as a group--and some adolescents more than 
others-are uniquely vulnerable to the impact of many of the Nation's social policies. For numerous reasons, 
policymakers and the public have long struggled with the establishment of appropriate health-related policies 
and programs for adolescents. 

OTA's report responds to the request of numerous Members of Congress to review the physical, 
emotional, and behavioral health status of contemporary American adolescents, including adolescents in 
groups who might be more likely to be in special need of health-related interventions: adolescents living in 
poverty, adolescents from racial and ethnic minority groups, Native American adolescents, and adolescents in 
rural areas. In addition, OTA was asked to: 1) identify risk and protective factors for adolescent health problems 
and integrate national data in order to understand the chstering of specific adolescent problems, 2) evaluate 
options in the organization of health services and technologies available to adolescents (including accessibility 
and fmancing), 3) assess options in the conduct of national health surveys to improve collection of adolescent 
health statistics, and 4) identify gaps in research on the health and behavior of adolescents. 

Senator Daniel K. Inouye, Chairman of the Senate Select Committee on Indian Affairs, and Senator Nancy 
Landon Kassebaum, Ranking Minorjty Member of the Subcommittee on Education, Arts, and Humanities of 
the Senate Committee on Labor and Human Resources, were the lead requesters of OTA' s adolescent health 
study. Requesters included Chairmen or Ranking Minority Members of the Senate Appropriations Committee, 
the Senate Commerce, Science, and Transportation Committee, the Senate Finance Committee, the Senate 
Labor and Human Resources Committee, the Senate Small Business Committee, the Senate Veterans' Affairs 
Committee, and the House Interior and Insular Affairs Committee; and the Chainnan and six senatorial 
members of the congressional Technology Assessment Board. A letter of support was received from the House 
Select Committee on Children, Youth, and Families. 

This OTA assessment is being published in three volumes: Volume I, Summary and Policy Options; 
Volume II, Background and the Effectiveness of Selected Prevention and Treatment Services; and Volume ill, 
Crosscutting Issues in the Delivery of Health and Related Services. Volumes IT and ill will be available later 
in 1991. Two related reports have already been issued as part of this study (see appendix A). 

This assessment was greatly assisted by an advisory panel, chaired by Felton Earls, Professor of 
Behavioral Sciences at the Harvard University School of Public Health. Michael I. Cohen, Chairman of the 
Department of Pediatrics at the Albert Einstein College of Medicine in New York, served as vice chairman. 
In addition, many individuals from academia, the Federal Government, the private sector, and the public 
provided information and reviewed drafts of the assessment. OTA would like to especially thank Carnegie 
Corporation of New York, and its operating program, the Carnegie Council on Adolescent Development, for 
their generous and diverse assistance throughout the course of this assessment. Finally, the members of our 
Youth Advisory Panel-a group of 21 individuals ages 10 through 19, who met often with OTA staff, with 
OTA's advisory panel, and with workshop participants-were essential to the study. These young people 
provided the adolescent perspective on health concerns of importance to young people, and made valuable 
suggestions for improving health services and health policy. The final responsibility for the content of the 
assessment rests with OTA. 

~HN~l~~ 
Director 
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Volume I 

SUMMARY AND POLICY OPTIONS 

Thirteen's anomalous-not that, not this: 
Not folded bud, or wave that laps a shore, 
Or moth proverbial from the chrysalis. 
Is the one age defeats the metaphor. 
Is not a town, like childhood, strongly walled 
But easily surrounded; is no city. 
Nor, quitted once, can it be quite recalled­
Not even with pity. 

-Phyllis McGinley, "Portrait of a Girl With 
a Comic Book" 

Excerpt from "Portrait of a Girl willi a Comic Book" copyright 1952 by Phyllis McGinley, from TIME') THREE by Phyllis McGinley. 

Reprinted by permission of Viking Penguin, a division of Penguin Books USA Inc. 
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Introduction 
Adolescents are commonly regarded as among the 

healthiest of Americans, and those least in need of 
health services. l Perhaps as a consequence, adoles­
cent health has not been a national priority. Yet 
OTA's analysis, requested by numerous members of 
Congress,2 suggests that perhaps one out of five of 
today's 31 million adolescents (245) have at least 
one serious health problem.3 Even more disturbing, 
U.S. adolescents often face formidable barriers in 
trying to obtain basic health care. 

Particularly at risk are those adolescents who are 
both poor and members of racial or ethnic minority 
groups, because they are most likely to be without 
the necessary safety nets that help many adolescents 
through the second decade of life. But today's white, 
middle-class adolescents are also at high risk of 
developing problems and not having access to 
needed health services and other sources of support. 
Unique income, insurance, informational, legal, 
physical, and social-psychological barriers all can 
interfere with the development of appropriate health 
promotion, problem prevention, treatment, and envi­
ronmental support strategies for adolescents. 

Today's adolescents are America's future work­
force, and OTA's analysis of American adolescents' 
health needs suggests that changes in the Nation's 
approach to adolescent health would be well worth 
ma1cing. Three major options that OTA believes 
Congress4 may want to consider are: 

• improving U.S. adolescents' access to health 
services, 

• restructuring and invigorating Federal ef­
forts to improve adolescent health, and 

• improving adolescents' environments. 

Adjustments in these areas would both signal and 
hasten a needed sea-change in other aspects of the 
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Adolescents are commonly regarded as the healthiest of 
Americans, yet OTA's analysis suggests that 

adolescents do have health problems and 
problems gaining access to services. 

Nation's approach to adolescent health, in particu­
lar, the development of a more sympathetic, 
supportive environment for adolescents. 

OTA's analysis suggests, however, that no matter 
how worthwhile changes to the Nation's approach to 
adolescents can be, the changes will not all be easy 
to make. Some approaches to the prevention and 
treatment of the health problems of adolescents are 
relatively straightforward, although they may re­
quire considerable effort and increases in funding at 
a time when resources seem especially scarce. 
Unfortunately, though, other solutions may be 
difficult to implement. The reasons are themselves 
complex but primarily include shortcomings in the 
knowledge base; the fact that the beneficiaries of 
change would be adolescents; and intense ideologi­
cal differences within the United States on issues of 
importance to adolescents. Further, the relationship 
between adolescents and their parents is compli­
cated, in that at the same time the relationship should 
be preserved and enhanced, the health needs of some 
adolescents may conflict with their parents' right to 
exert parental authority and control. 

lA previous OTAreport,Heaithy Children: Investing in the Future, examined several health issues related to prenatal care, infants, and young children 
(224). 

:!Congressional requesters of OTA's Adolescent Health Report, with current committee chair or ranking minority assignments, are listed in app. A, 
"Method of the Study." 

3Health problems were defmed broadly in this Report (see below). Examples of serious health problems and their prevalence among U.S. adolescents 
are presented below and in app. B, "Burden of Health Problems Among U.S. Adolescents," in Vol. m. 

4()TA is IIiilIldated to provide advice to the U.S. Congress; thus, the focus of this Report is on the role of the Federal Government. 
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Scope of the Report 

This Report, requested by numerous members of 
Congress, reviews the physical, emotional, and 
behavioral health status of contemporary American 
adolescents, including adolescents in groups consid­
ered to be in special need: adolescents living in 
poverty, adolescents from racial and ethnic minority 
groups and Native American adolescents, and ado­
lescents in nITal areas. In addition, it identifies risk 
and protective factors for adolescent health prob­
lems and integrates national data in order to under­
stand the clustering of specific adolescent problems. 
It also evaluates options in the organization of health 
services and technologies available to adolescents 
(including accessibility and fmancing), assesses 
options in the conduct of national health surveys to 
improve collection of adolescent health statistics, 
and identifies gaps in research on the health and 
behavior of adolescents. 

What is adolescent health? There is no easy 
answer to this question, and OTA's analysis was 
plagued throughout by issues of problem definition 
(see box A). How adolescent health and adolescent 
health problems are defined (e.g., broadly or nar­
rowly, in biomedical, behavioral, or subjective 
terms) and who defines them (e.g., legislators, health 
providers, adolescents) have implications for assess­
ing the extent of adolescent health problems in the 
population, and whether one takes an approach that 
is oriented to the promotion of well-being, or the 
prevention or treatment of problems. The defmition 
of adolescent health also has implications for the 
assignment of responsibility for designing appropri­
ate solutions to problems. 

OTA did not definitively define healthfor adoles­
cents I but generally considered adolescent health in 
broad terms. It has long been apparent that adoles-

cent health in particular involves much more than 
the absence of physical disease (93). The majority of 
adolescents who die, for example, die not from 
physical diseases but from injuries due to motor 
vehicle accidents, suicide, or homicide. Some of 
these, and other, adolescent health problems stem 
from involvement in risk-taking behaviors (e.g., 
driving under the influence of alcohol, engaging in 
unprotected sexual activity) to which adolescents 
are sometimes prone.5 Adolescent health is also 
affected by family and school influences and various 
other social and environmental factors. Thus, a 
broad defmition of adolescent health could include 
aspects of the most traditional defmitions of health 
(i.e., the presence or absence of physical disease and 
disability); adolescent problem behaviors (e.g., de­
linquency, drug use, sex); positive components of 
health (e.g., social competence); health and well­
being from the perspectives of adolescents them­
selves (e.g., perceived quality of life); and social 
influences on health (e.g., families, schools, conrrnu­
nities, policies). 

For a variety of reasons, OTAfocused its analysis 
of adolescent health on adolescents ages 10 through 
18. Defmitions of adolescence vary, and many 
observers agree that a definition based on age alone 
is not sufficient because of significant individual 
variation in the processes of adolescent develop­
ment.6 OTA decided to focus on 10- through 
18-year-olds, because by the age of 10, many 
individuals have begun puberty. At the age of 18, the 
majority of adolescents (though certainly not all) are 
still in high school and are more or less emotionally, 
fmancially, or otherwise dependent on their par­
ents'? The fact of high school graduation or legally 
becoming an adult creates a whole new set of 
contingencies and opportunities for addressing 
health issues. OTA felt that attempting to address 

5 Adolescence is widely believed to be a stage during which one is more prone to take risks than at other age levels (73). However, two recent reviews 
of empirical evidence on risk-taking have found mixed results regarding the degree to which adolescents take more risks than do individuals at other 
age levels (73,125). Michael Males' analysis of incidence rates for behaviorally related health outcomes for the period 1950 to 1985 found, for eltample, 
higher rates of violent death (except for motor vehicle deaths), and higherrates of unwed pregnancy among adults ages 20 to 44 than among adolescents 
ages 15 to 19 (125). Furby and Beyth-Marom remark upon the dearth of research on ado1esc("~t risk-taking from a cognitive-developmental perspective, 
and also question whether societal concern is with adolescent' 'risk taking per se, or with th,; particular activities in which [adolescents] choose to engage 
[e.g., sex; alcohol, tobacco, and drug use; driving under the influence]" (125); Males concl'Jdes that' 'youth do indeed act like their parents' and society's 
children" (125). Irwin offers a related perspective, suggesting that adolescents' behaviors and health outcomes can be viewed as just beginning to 
resemble those of their adult contemporaries (94). 

6See ch. 2, "WllietIs Adolescent Health?" in Vol. II. 

7Currently, the age of majority (the age at which individuals are considered adults) is set at age 18 in every State but Alaska, Nebraska, and Wyoming, 
where the age is 19. As discussed in ch. 17, "Consent and Confidentiality in Adolescent Health Care Decisionmaking," in Vol. ill, some minors (e.g., 
emancipated. minors and other minors on whom States have conferred special rights) Imve rights that are normally reserved for adults. On the other hand, 
individuals who have reached the age of majority are subject to some age-related restrictions on their behavior. In all States, for example, it is illegal 
to purchase beverage alcohol for one's own use until age 21. 
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Box A-Issues of Definition in the Assessment of Adolescent Health 

Although analyses by OTA and others certainly suggest a need for attention to the health of U.S. 
adolescents, it is important to note that what is meant by adolescent health is still not all that clear (93,143). 
Consideration of the way the health of adolescents is conceptualized is important, because such conceptions 
have significant consequences for: 

• judgments aoout 'how healthy adolescents are; 
• judgments about which adolescent health problems are most important; 
• judgments about what health-related policies are justified; and 
• decisions about the development and support of measures of health and health services utilization that :'.se 

in tum used to help judge the need for changes in services and policies. 

Attempts to define adolescent health can be informed by appraisals of the developmental gc" Irs of the 
adolescent period as well afi by notions of what life is like during adolescence. Examination of these issues 
leads to support for a broad definition of adolescent health. However, existing quantitative assessments of 
adolescent health, and even attempts to further develop definitions of adolescent health have. :..at caught up with 
the conclusion that adolescent health needs to be thought of broadly (93,143). Additional issues relating to the 
definition of adolescent health include who defines health and health problems, th{; social context of the 
definition of health problems, difficulties in operationalizing well-being, and the: potential consequences 
of broadening the definition of adolescent health. 

What Is Adolescence? 

Adolescence can be viewed, as can all other periods of hwnan development, in terms of the execution of 
an individual's "developmental tasks"! as well as in terms of an indiVIdual's contemporaneous sense of 
well-being. Thus, an important consideration in framing a definition:Ji' adolescent health is the matter of the 
developmental goals of the adolescent period, socially defined. Although one difficulty in gaining the attention 
of policymakers for some adolescent health concerns is that ad"]} ~scence is often viewed solely as a transitional 
period between childhood and adulthood (93), it would be almost impossible to construct a new definition of 
adolescent health without considering what it is an indivi0lJal should be like as she or he leaves adolescence. 

The elements of a healthy and successful young PI Alit hwnan being are, of course, open to question, but 
in late 20th century United States, one could har.!!J argue with the notion that, as individuals reach 
adulthood, they should optimally be beginnin~ ~{} be productive, contributing members of society, who 
meet commitments to families and friends mid the responsibilities of citizenship (28). Further, even as 
they meet essential social obligations, life should generally be satisfying, and individuals should have 
the potential to continue to grow. 

But as important as the goals of the developmental period called adolescence are, the adolescent period 
in the contemporary United StatClJ: can itself encompass one-seventh of the life span or more.2 So, an 
important issue to consider, ~n addition to £onsiderations of health related to the transition into 
adulthood, is the parameter~. of health during adolescence.3 

Do Existing Definitions of Health and Indicators of Health Status 
Correspond to an OpFen-al Definition of Adolescent Health? 

For quite som':';. lime, the concept of health was limited to physical health (251). This view was 
understandable as lCiJ1g as the causes of death and disability were largely physical in nature (251,288). An 

1 The tem', ,. development," and the notion that there are "stages" of development, each with developmental "tasks," should be viewed 
with caution. Ulvels of human development have been somewhat arbitrarily fIXed according to chronological ages (e.g., infancy, childhood. 
adolesceDr.'"young adulthood). Development "tasks" are skillS, levels of achievement, and social adjustment considered important at certain 
ages for the successful adjustment of the individual, and for the individual to progress to the next "stage." 

;1lI>uberty can begin at age 10 or even somewhat earlier and, because of educational goals or other social factors, some individuals delay 
t1~~';}n1Iy into adult roles until their mid-twenties (62). (As noted elsewhere, however, CTA's assessment focused on the period ages 10 through 
18.) 

3As discussed elsewhere in this Report, the formerly popular notion that for adolescents to be normal is abnormal has been diSCredited 
(see. e.g., 62). Such notions led to the view that poor health, in particular, poor mental health, odd behavior, and subjective distress, were to be 
expected during adOlescence. 

Continued on next page 
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Box A-Issues of Definition in the Assessment of Adolescent Health-Continued 

advance in the conceptualization of health was made when individuals' engagement in health-related 
individual behaviors were added to physical problems as indic<!tors of the health status of the population 
(143,25J.). This change was made in recognition of the fact that many persistent physical health problems (e.g., 
heart disease, lung cancer, and the trauma resulting from "accidental" injuries) were associated, at least in part, 
with factors related to behaviors apparently freely chosen (251,289).4 

In no sense, however, have widely published measures of health status approached the increasingly 
accepted World Health Organization definition that health should be defined as "complete physical, mental, 
and social well-being" (86). In the United States, the health status of the population is still measured primarily 
in tenns of mortality or is inferred from tlle extent to which individuals seek care from physicians (289).56 
Many observers agree that traditional measures of health status such as overall mortality rates and utilization 
of physicians are inappropriate to assessing the health of adolescents. Most of the health problems experienced 
by adolescents do not result in death, at least not immediately (96,107),7 and, as discussed at length in this 
Report, there are reasons other than the absence of health problems for adolescents not to use the mainstleam 
health services system.s One of the reasons adolescents may not use the mainstream health services system 
is that it is oriented primarily toward the treatment of physical disease; mental, behavioral, and social problems 
tend to be addressed by other systems of care.9 A broader view of health-emphasizing mental and social, 
as well as physical, aspects and a sense of well-being as well as the absence of problems-can be said 
to fit the period of adolescence much better than does a narrow focus on the absence of physical health 
problems. lO 

Other Issues 

Other issues affecting the way adolescent health is defined include the extent of adolescent participation 
in defIDing health and health problems, broader social influences on defining adolescent problems, difficulties 
with operationalizing well-being, and the impact on existing systems of redefining health. 

As a generally (legally) powerless group, adolescents have very little say in the way health and health 
problems are defined and measured, but the way that adolescent health and health problems are defined and 
measured greatly influences adolescents' lives. The evidence is scarce on this point, but adolescents have been 
found to see discrepancies between issues of concern to them and issues likely to be discussed by health care 
providers and others who have the potential to affect adolescent health and make referrals to health care 
services (89,126,193). Clearly, if there is disagreement on what adolescent health and health problems are, 
there is likely to be disagreement on appropriate approaches to promoting health and to addressing problems. 

It is further important to recognize that some things that are regarded as adolescent health problems are 
problems only in the context of the contemporary social environment. Possibly, for example, dropping out of 

4nIe presence of a mental health problem is also considered an aspect of health (143), although Federal ovenriews of the health status 
of the population rarely include information on mental health status measures (e.g., 289). Further, many adolescent mental disorders are defined 
in behavioral terms (9). 

5Relatively recent efforts to make measures of mortality more relevant to younger populations, such as estimates of premature mortality 
(e.g., years of potential life lost (289», constitute an important advance, however. 

6 Additional issues concerning the information available about adolescent health status, even using Widely accepted indicators as measures, 
are discussed in app. C, "Issues Related to the Lack of Information About Adolescent Health and Related Services." 

7In the longer term, life expectancy may be shortened by use of alcohol, tobacco, an.d drugs, and other behaviors during adolescence. 

8See this Volume and cbs. 15, "Major Issues Pertaining to the Delivery of Primary and Comprehensive Health Services to Adolescent~, " 
16, "Financial Access to Health Services," 17, "Consent and Confidentiality in Adolescent Health Care Decisionmaking," and 18, "Issues in 
the Delivery of Services to Selected Groups of Adolescents," in Vol. m. 

9See Vol. IT of this Report, "Background and the Effectiveness of Selected Prevention and Treatment Services." Even dental and nutrition 
serviccs, Which apply to the body, are separate from the so-called primary health care system. 

10 Although adolescents do have physical health problems, they are relatively free of the kind~ of life-threatening physical diseases that 
affect the very young or very old. 
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high school (or not going on to college) might not be so terrible for some adolescents if jobs at living wages 
or other alternatives were available (330) or if academic paths were more flexible. The social environment is 
the product of longstanding cultural and philosophical roots in this country that are not about to be changed 
in a wholesale manner (25), but it is important to recognize the social environment's impact on the way 
adolescent health problems are defined. . 

A further social dilemma concerns operationalizing the concept of "complete ... well-being" (86). Although 
broadly acceptable deftnitions of complete well-being could be socially constructed, they would be difficult to 
devise because to a large e~tent complete well-being is inherently a subjective notion. 

Finally, it is important to note certain potential barriers to changes in the way adolescent health is 
conceptualized. One is that adopting broader deftnitions of health could lead to either a broadening of what is 
considered the health care system (e.g., to include the mental health, substance abuse, social services, nutrition, 
recreation and fttness, and other systems of care for adolescents) or the broadening of skills of medical providers. 
Enlarging the definition of the health care system might be expected to upset current hierarchical arrangements 
among caregivers. On the other hand, given the range of expertise required to address all the health needs of 
adolescents under an expanded conceptualization of adolescent health, multiplying the number of skills required 
of a single type of practitioner seems unrealistic. 

A second potential effect of expanding the deftnition of health for adolescents is related to the expanded notion 
of a health care system and is important because it can have cost implications. If a broader deftnition of health is 
adopted, the range of "health-related problems" amenable to possible intervention (i.e., ~ealth services) becomes 
larger. If an intervention is defined as a health-related service, it becomes a potential target for the commitment of 
public funds (e.g., under Medicaid) or private third-party reimbursement. Such a conse~uence is not inevitable, but 
it is worth considering as an explanation for why an expanded definition of adolescent health may be resisted. 
Conclusions 

Definitional issues in adolescent health will undoubtedly persist as the fmdings of OTA's report, and 
others related to adolescent health (e.g., 6,29,51,52,137,148,150,152,153), are considered by local and national 
policymakers, parents, researchers, and adolescents themselves. Further, many of these issues are re1evant to 
populations other than adolescents. However, a broader definition of health is especially important for 
adolescents because adolescence is a critical transitional period (62,84) and because narrower definitions of 
health can lead to the neglect of important health issues during adolescence,u 

New constructs and theoretical perspectives, OTA believes, should probably include consideration of the 
specific individual involved, the specific health concern, and the individual's social environment. In addition 
to traditional measures of physical health and the newer behavioral measures, a broad range of indicators of 
optimal functional status (emotional and social, including perceived quality of life) should be considered by 
researchers, health care providers, and policymakers. 

A broad definition of health would therefore include aspects of the most traditional definitions (Le., the 
presence or absence of physical disease and disability); consideration of adolescents' health-compromising 
behaviors; positive components of health (e.g., social competence, health-enhancing behaviors); and health 
and well-being from the perspectives of adolescents themselves (e.g., perceived quality of life ). A fully realized 
view of adolescent health would also consider the impact of social (e.g., families, schools, communities, 
policies) and physical (e.g., fluoridation, automobile and highway design and construction) influences on 
health and would be sensitive to the developmental changes that occur during adolescence. 

However desirable new constructs are, the possible consequences of explrP.ding the definition of health 
for adolescents should be considered. 

11 This consequence was noted in the materials announcing the World Health Organization meetings on the health of youth (334a). 

SOURCE: Office of Thchnoiogy Assesbment, 1991. 
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these issues as well as those affecting younger 
adolescents was probably too ambitious an under­
taking. 8 

In many cases, data on adolescents ages 10 
through 18 are not available. Where necessary, OTA 
relied on data aggregated for age groups that 
included some or all of the ages that are the focus of 
this Report. 

Organization of the Report 
OTA's Adolescent Health Report has three vol­

umes: 

• Volume I, "Summary and Policy Options," 
e Volume II, "Background and the Effectiveness 

of Selected Prevention and Treatment Serv­
ices," and 

• Volume ill, "Cross-Cutting Issues in the De-
livery of Health and Related Services." 

This volume, Volume I, summarizes the findings of 
OTA's Report and presents the policy options 
arising from OTA' s analysis. First it presents the 
major [mdings and policy options. Then it summa­
rizes specific [mdings and additional policy options 
from chapters in Volumes II and ill of the Report. 
Finally, it presents a discussion of selected barriers 
to and opportunities for change. Extensive biblio­
graphie citations and data sources for health prob­
lems and utilization of specific services are cited in 
the individual chapters in Volumes II and ill. A table 
of contents listing the chapters and appendixes in 
each volume is included in appendix A, "Method of 
the Study." 

Major Findings 
Are American Adolescents Healthy? 

OTA's analysis is based on a broad range of 
measures of adolescent health and a correspondingly 
wide variety of sources of data. OTA's analysis, 
described below, as well as analyses by other groups 
(8,29,148,150,153), suggests that the conventional 
wisdom that American adolescents as a group are 
so healthy that they do not require health and 
related services is not justified. On the other hand, 

Figure 1-Growth Spurts During Adolescence 
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the seemingly contradictory conventional wis­
dom that adolescence is and should be a problem 
period--that to be normal is abnormal-is also 
unjustified. 

Adolescence--roughly the second decade of life-­
is a period of profound biological, emotional, 
intellectual, and social transformation, unmatched 
perhaps by any other period in life. The physical 
changes are dramatic. One sees not only changes in 
height, weight, and head size (see figure 1), but also 

SOne should not interpret OTA's decision to limit its focus to 10- through 18-year-olds as an indication that young people of college age have no 
health-related problems deserving of attention. Young people of college age have a number of concerns. For example, the health insurance status of 
individuals of college age is often ambiguous (159); employment opportunities for non college youth are minimal (330); and new health problems may 
begin to emerge (263). 
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Adolescence is a period of profound biological, emotional, 
intellectual, and social transformation. 

changes in facial structure and facial expression and 
the "spectacular development of the reproductive 
system" (202). There may be emotional upheavals. 
Intellectual capacity deepens, and adolescents grad­
ually become capable of higher order thinking and 
reasoning. The expectations of the larger society and 
of family members, teachers, friends, and others in 
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Years 

Figure 2-0verall Death Rates Among the U.S. 
Population by Five-Year Age Groups, 1987B 
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aAlthough this OTA roport focuses on adolescents ages 10 to 18, the data 
here are for 5-year age groups and therefore Indude 19-year-olds. 

SOURCE: U.S. Department of Health and Human Services, Public Health 
Service, Centers for Disease Control, National Centerfor Health 
Statistics, unpublished mortality data, Hyattsville, MD, 1990. 

the adolescent's immediate environment chtL}ge, 
sometimes leading to confusion about issues of 
independence, conformity, and responsibility. These 
extraordinary events, though perhaps related, are 
typically discontinuous-they do not occur smoothly, 
predictably, or simultaneously. Furthermore, some 
adolescents are early and others are late' 'bloomers" 
(62). 

If, as an overview of adolescent development 
suggests, adolescence is often a somewhat turbulent 
period, it may be surprising that adolescents appear 
by some traditional measures-i.e., mortality rates­
to be among the healthiest of Americans. Adoles­
cents as a group have among the lowest overall death 
rates of allAr.;.~ricans in the United States (see figure 
2).9 The leading -:-.auses of death among adolescents 
are somewhat different from those of other age 
groups, however, with adolescents being more likely 
than younger and older Americans to die of injuries 

9 Adolescents also have the lowest number of outpatient visits to office-based physicians per person per year and are among the least likely to be 
hospitalized, but the implications that can be drawn from those statistics about adolescents' needs for services are not entirely clear. v.uious factors may 
affect adolescents' utilization of mainstream health services, and many of them are discnssed below and in several chapters in Vol. m, specifically, ch. 
IS, "Major Issues Pertaining to the Delivery (If Primary and Comprehensive Health Services to Adolescents"; ch. 16, "Financial Access to Health 
Services"; ch. 17, "Consent and Confidentiality in Adolescent Health Care Decisionmaking"; and ch. 18, "Issues in the Delivery of Services to Selected 
Groups of Adolescents. " 
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Figure 3-Death Rates Among U.S. Adolescents 
Ages 10 to 19,a by External Causes of Death, 1987 
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aAlthough this OTA report focuses on adolescents ages 10 to 18, the data 
here are for 5-year age groups and therefore Include 19·year-olds. 

b"AlI causes" includes injuries and diseases. The rates at which causes of 
death other than injuries occurs inthe adolescent popUlation are relatively 
small-e.g., malignant neoplasms, the next highest cause of death after 
Injuries, occurs in 10- to 19-year-olds at a rate of 3.7 per 100,000 
adolescents ages 10 to 19. 

c"AIi injuries" includes accidents, suicide, homicide, and other injuries. 

SOURCE: Office of Technology Assessment, 1991, based on U.S. Depart­
ment of Health and Human Services, Public Health Service, 
Centers for Disease Control, National Center for Health Statis­
tics, unpublished 1987 mortality rates, Hyattsville, MD, 1990. 

(including accidental injuries,10 suicide, and homi­
cide11) (see figures 3 and 4). 

Up-to-date infonnation on U.S. adolescents' 
health is often unavailable or deficient. This problem 
is discussed further in appendix C, "Issues Related 

to the Lack of Infonnation About Adolescent Health 
and Health and Related Services." Nevertheless, 
available data indicate that American adolescents 
have a number of health problems that should 
be-and many have been--of intense national 
concern. 

• Family problems--Some adolescents come 
from homes with high levels of stress or 
conflict and have experienced physical, sexual, 
or emotional abuse. In 1985, an estimated 
120,000 adolescents were in foster care (330). 
The rate of maltreatment (defined as physical, 
emotional, or educational neglect, or physical, 
emotional, or sexual abuse) is believed to be 
higher among adolescents than among younger 
children (8,259). Data from the U.S. Depart­
ment of Health and Human Services (DHHS) 
National Center on Child Abuse and Neglect's 
national incidence study suggest that between 
620,000 and 700,000 adolescents ages 10 to 17 
were maltreated in 1986 (259). The conse­
quences of abuse include depression and other 
psychological difficulties during adolescence 
and adulthood and may include delinquency 
(329) and homelessness (259). 

• School problems--On average, 12.6 percent 
of 16- to 24-year-olds living in households 
report not having completed a high school 
education (the so-called status dropout rate 
(250»; the proportion is higher among Hispan-

10<Jb make this Report more accessible to the lay reader and for other reasons, OTA has chosen to use the term accidental injllry in this Report. The 
term preferred by those in the injury prevention community, however, is unintentional injury (e.g., 184). Those who prefer the term unintentional injury 
believe that the term accidental injury implies that injuries cannot be prevented, whereas the term unintentional injury implies that while an individual 
may not have consciously intended to hurt him or herself, some action taken or not taken may have prevented the injury. Perhaps to overstate this 
perspective somewhat, all injuries are thus avoidable. The position that true "accidents" do not occur (that is, by chance, entirely without cause) correctly 
brings attention to injuries as a public health problem to which additional preventive interventions can and should be applied, but it seems to be 
unprovable. Use of the term "unintentional" also may have the unfortunate effect of placing the onus of causation (and responsibility for precautions) 
exclusively on the person who is injured, although in fact unintentional injuries may be caused, although unintentionally, by persons, organizations, or 
systems other than the victim. 

liThe balance between injury-related deaths (often called" external" causes) and deaths resulting from "natural" causes changes over the life span. 
(It has also changed over time (288).) For Americans ages 1 to 4, "natural" causes of death (28.5 per 100,000 population in 1985) are somewhat greater 
than "external" causes of death (23.0 per 100,000 population in 1985) (288); by ages 5 through 9, "external" causes (13.0 per 100,000 population in 
1985) begin to account for slightly more deaths than "natural" causes (11.8 per 100,000 population in 1985) (288). In the age group 10 to 14, the ratio 
of "external" to "natural" causes of death is greater (16.5 deaths per 100,000 population for "external" causes v. 11.4 deaths per 100,000 population 
for "natural" causes, in 1985), mud by ages 15 to 19, "external" causes of death (63.5 deaths per 100,000 population) clearly predominate over "natural" 
causes (17.7 deaths per 100,000 population (288). (In the analysis relied on for the foregoing comparisons, "external" causes of death include those 
from motor vehicle injuries, lIre and flames, drownings. homicide and suicide; "natural" causes of death include those from malignant neoplasms 
(cancer), congenital anomalies, and heart disease (288).) In contrast, the leading causes of death for persons ages 25 to 64 are cancer (133 deaths per 
100,000 population in 1987) and coronary heart disease (135 deaths per 100,000 population in 1987), followed by accidental injuries (approximately 
30 deaths per 100,000 population in 1987), stroke (approximately 22 deaths per 100,000 population in 1987), and suicide (approximately 20 deaths per 
100,000 population in 1987) (260); for persons 65 and over, heart disease, cancer, stroke, chronic obstructive lung disease, and pneumonia and influenza 
pred01ll.iImte (289). 
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Figure 4-Trends in Death Rates for the Five leading Causes of Death Among U.S. Adolescents 
Ages 10 to 14 and Ages 15 to 19, 1970-87 
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of Health and HUman Services, Public Health Service, Centers for Disease Control, National Canter for Health Statistics, VdaI Statistics oflha United 
Slates 1985, Vol. I/-Mortallty, Pub. No. (PHS) 88-1102 (Washington, DC: U.S. Government Printing Office, 1987); and U.S Departmont of Health 
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ics, blacks, and persons living in central cities 
(see figure 5),12 According to one observer, 
high dropout rates are one indication of the 
failure of schools to meet their students' 
educational or social growth needs (74). Ado­
lescents drop out of school for a variety of 
reasons-boredom or academic failure, health 
problems (e.g., mental health problems, sub-

stance abuse problems, pregnancy), and family 
financial or other problems. Whatever their 
reasons for their dropping out, however, ado­
lescents who do not complete high school will 
likely be unable to realize their potential in the 
U.S. labor force and are likely to be at increased 
risk for a wide variety of health, economic, and 
social problems (e.g., underemployment, un-

12Jt is important to note that calculations of successful school completion (and conversely, school problems) are highly dependent on the definition 
used, the data source, and the level of detail to which the data are pursued. Shown here is the average proportion of those individuals ages 16 to 24 living 
in households (and thus responding to the household-based t.iJrrent Population Survey) who have not completed high school (including the completion 
of the general educational development (GED) test). However, if the same data source is used, but high school graduates as a proportion of 17~year-olds 
in the population is used as the indicator of successful school completion, then an average of ouly 74 percent of 17-year-olds have successfully completed 
high school (249). Another indication is the graduation mte defined as the percentage of 9th graders who have graduated 4 years lat,,";!' {71.2 percent in 
1989 (250a». Graduation mtes differ considerably by State and, within States, by school district and race, ethnicity, and socioeconomic status of the 
school population (e.g., 29; and see ch. 4 in Vol. IJ, "Schools and Discretionary Time"). However, all sources are consistent in that school problems 
tend to be more prevalent among Hispanic, black. and central city adolescents. 
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Figure 5-Hlgh School Dropout Rates In the 
United States, 198911 b 
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aDropout rates shown In this figure are status dropout rates (the proportion 
of Individuals of a specified age who are not enrolled In school and have 
not finished high school at any given point In time) among individuals ages 
16 to 24 as of October 1989. 

brhedata on which this figure Is based are Current Population Survey data 
from the U.S. Department of Commerce, Bureau of the Census. 

cHlspanlcs may be of any race. 

SOURCE: Office ofTechnology Assessment, 1991, based on U.S. Depart­
ment of EdUcation, Offi:;e of Education Research and Improve­
ment, National Center for Education Statistics, Dropout Rates in 
!he UnIted States, NCES 90-659 (Washington, DC: September 
1990). 

employment, welfare dependency, and home­
lessness) (79).13 

• Lack of recreational opportunities-Oppor­
tunities for adolescents to engage in recrea­
tional or other activities that are attractive, 
satisfying, conducive to health, and acceptable 
to the adult community during their discretion­
ary (nonschool) time are often perceived by 
adolescents and other informed observers to be 
inadequate . 

• Chronic physical illnesses-Many adoles­
cents experience acute physical problems, such 
as acute respiratory illnesses, which are the' 
leading cause of school-loss days, but an 
estimated 5 to 10 percent of adolescents experi­
ence a serious chronic physical condition, for 
e,xample, hay fever or allergic rhinitis without 
asthma (9.1 percent of adolescents), chronic 
sinusitis (9.0 percent), asthma (5.8 percent), a 
"deforming or orthopedic impairment" (5.4 
percent), chronic bronchitis (3.9 percent), mi­
graine headaches (2.9 percent), heart disease 
(2.2 percent), hearing impairments (2.1 per .. 
cent), and visual impairments (1.9 percent)14 
(291 ).15 Another indication of the prevalence of 
serious chronic conditions among adolescents, 
but which includes emotional disorders, is the 
finding that approximately 5 percent of 10- to 
18-year-olds in 1988 had a limitation in a major 
activity (Le., were not able to attend school16) 

130TA did not consider how adolescents' involvement in work: affects their health. According to the W.T. Grant Foundation, about olle-third of all 
high school students hold part-time jobs in any given week, and three-quarters of all high school seniors work an average of 16 to 20 hours a week (79). 
Some evidence suggests that the income (and, perhaps, peer and adult associations) associated with work are a risk factor for illicit drug use 
(64,80,135,182,197). On the other hand, the opportunity for adolescents to participate in work or other constructive activity may have positive effects 
on adolescents' health such as increased self-esteem resulting from the gaining of competency. 

14Thesemost prevalent conditions are not necessarily the causes of the major limitations inactivity noted below; the calculations of activity limitations 
and prevalence of conditions were done separately (291). Further, the fact that the National Health Interview Survey sample of adolescents is so small 
(and the fact that the sample is drawn solely from the noninstitutionalized population) means that the extent of lower prevalence of very serious chronic 
conditions such as muscular dystrophy, Down's syndrome, cystic fibrosis, hemophilia, seizure disorders, autism, and arthritis is not known. Another 
important point is that drawing the information from an informant rather than from the adolescents themselves may limit the reporting of some cOl'illtions. 
Further details on the prevalence of chronic physical conditions, and discussions of variations in definitions of chronic and serious, can be found in ch. 
6, "Chronic Physical Illnesses: Prevention and Services," in Vol. II. 

15Gortmaker and Sappenfield's comprehensive review can also be used to support the estimate of 5 to 10 percent prevalence in chronic problems, but 
also with the caveat that the conditions included in the Gortmaker and Sappenfield review varied in severity (78). Based on a variety of sources, 
Gortmaker and Sappenfield calculated that 13.3 percent of individuals ages 0 to 20 had a chronic condition, with the most prevalent conditions being 
asthma (3.8 percent; 1 percent of which was moderate to severe), visual impairments (3 percent), mental retardation (2.5 percent), and hearing 
impairments (1.6 percent) (78). If, as Gortmaker and Sappenfield estimated, 90 percent of the individuals with a chronic disorder survived until age 20, 
and assuming that all chronic disorders listed by Gortmaker and Sappenfield persisted into adolescence, 12 percent of 19-year-olds would have a chronic 
disorder. Assuming that asthma is not as severe a problem for adolescents as for younger children (and to make a rough adjustment, excluding tile 1.8 
percent of asthma that is not moderate to severe), and excluding mental retardation (2.5 percent of 0- to 20-year-olds), autism (0.04 percent), and Down's 
syndrome (0.1 percent) from the total (in order to be comparable to OTA's estimate based on National Health Interview Survey data and because children 
and adolescents with such disorders are served by a distinct service system), would reduce the proportion of adolescents with a chronic physical condition 
to approximately 8 percent. Perhaps not all of these conditions would be considered "serious" Under the conventional defmition. Conditions are typically 
deemed serious if they result in a limitation in a major activity. 

16In surveys such as the National Health Interview Survey, persons are classified in terms of the major activity usually associated with their age group; 
attending school is considered the major activity for the age group 5 to 17. ,Persons are not classified as having a limitation in a major activity unless 
one or more chronic condition is reported as the cause of the activity limitation (286). 



due to a chronic condition (291). However, 
fewer than 1 percent were completely unable to 
carry on a major activity (291). 

Two problems that may not be considered 
serious in and of themselves, but are of concern 
to many adolescents, are acne and menstrual 
distress (dysmenorrhea). About 9 percent of 
adolescents experience serious, chronic acne 
(291), and perhaps 50 percent oftemale adoles­
cents have missed school or work because of 
menstrual distress (100,331). These problems 
are noteworthy because they suggest a wide 
gulf between what adolescents and what adults 
feel are important issues to be addressed by the 
health service delivery system. 

• Nutrition and fitness problems-Adolescent­
specific data on nutrition and fitness, aside 
from average nutrient intake information, are 
limited, but if one accepts the conventional 
wisdom concerning nutrition and fitness needs, 
it appears that many adolescents experience 
some nutritional or fitness problem (usually 
mineral deficiencies, imbalanced diets, or over­
weight or obesity). According to data from a 
variety of sources, female adolescents are 
especially prone to nutritional deficiencies. 
Those female adolescents who are pregnant 
(e.g., 275) or athletes are particularly prone to 
nutritional problems. National information on 
the nutritional and fitness problems of poor 
adolescents and of many racial and ethnic 
minority adolescents is not available . 

• Dental and oral health problems-Adoles­
cence is a pivotal period with respect to oral and 
dental health, in part because of the physical 
changes of adolescence and in part because of 
the transition from childhood to increasing 
personal responsibility for oral hygiene. Some 
adolescents do not have access to fluoridated 
water supplies or are unable to afford regular 
dental care, and for these adolescents and 
others (e.g., those with rampant caries), dental 
caries remains a significant problem. In addi­
tion, many U.S. adolescents need moderate 
tre';ltmellt for gum disease, and some groups of 
adolescents (e.g., American Indians) have more 
serious periodontal problems. I? 
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• Acquired immunodeficiency syndrome (AIDS) 
and other sexually transmitted diseases (STDs) 
-Many U.S. adolescents are sexually active 
and at risk for problems associated with involve­
ment in unprotected sexual intercourse. IS In 
1988, more than half of 15- to 19-year-olds 
reported having had sexual intercourse in the 
last 3 months (68), but only 22 percent of 
sexually active female adolescents ages 15 to 
19 reported current use of condoms (141). 
Condoms are the only known protection against 
AIDS, human immunodeficiency virus (HIV) 
infection and STDs for the sexually active. 
Recent data from the Centers for Disease 
Control suggests that, in 1989, 30 percent of 
newly reported gonorrhea cases, and 10 percent 
of newly reported syphilis cases in the United 
States occurred among 10- to 19-year-olds (12). 
The percentages of U.S. adolescents estimated 
to have specific STDs vary, depending on the 
disease and population on which the data are 
based (see figure 6). 

• Pregnancy and parenting-About 1 million 
U.S. adolescents become pregnant each year; 
about half of these adolescents obtain abor­
tions, and about half of them give birth (see 
figure 7). U.S. adolescents are having children 
out of wedlock at dramatically higher rates than 
in the past. About 65 percent of births to U.S. 
adolescents in 1988 were out-of-wedlock births 
(294). Adolescent mothers and their infants are 

Photo credit: March of Dimes Birth Defects Foundation 

About half a million U.S. adolescents give birth every year. 

17By the end of adolescence. for example. two out offive American Indian dental patients have destructive periodontal disease with bone loss (295). 

18Unprotected sexual intercourse refers to sexual intercourse without the use of condoms to prevent the transmission of AIDS and SlUs and without 
the use of contraception to prevent pregnancy. 



1-12 • Adolescent Health-Volume I 

Figure 6-U.S. Adolescents With HIV Infection or Sexually Transmitted Diseases (STOs): 
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SThe Centers for Disease Control (CDC) In the U.S. Department of Health and Human Services collects national data on syphilis and gonorrhea, but national 
data on other STOs are not available. CDC recommends that States report particular STOs, but has no authority to require such reporting (48,274). Thus, 
there Is no uniformity In State reporting requirements for STDs. Even In the States that do report STDs, there are Incomplete reporting requirements for STOs, 
differences In reporting by public and private health sources, and limitations In the specificity of diagnostic tests (17,123). 

bLocaI data are obtained from different studies using varying sample sizes. The studies and selected pertinent details of each study are ilsted In footnotes 
below. 

CThls is a population Incidence rate, which Is the measure of the number of new cases of a particular disease or condition occurring In a population during a 
given period of time. 

dSyphlHs Is caused by the bacterium Treponema palladium. 
eGonorrhea Is causad by the bacterium Neisseria gonorrl!oeae. 
frhls figure Is from a study conducted on 51 0 runaway and homeless youth, age 18 or under, who were residing In Covenant House In New York City In 1987-88 
(200). 

9Th Is figure Is from a study conducted on 12,344 adolescent mothers (age 18 or under) of newborns, who were age 20 or less, In upstate New York In 1987-88 
(162). The same study tested 12,871 adolescent mothers (age 18 or under) of newborns In New York City and found a clinical prevalence percentage of 0.72. 

hthls Is a clinical prevalence rate, which Is a measure of the number of Individuals In a given clinical population who have a specific disease or other condition 
at a designated time (or during a particular period). 

IHIV (human Immunodeficiency virus) Is the virus associated with acquired Immunodeficiency syndrome (AIDS). 
trhls figure Is from astudy conducted on 11510w-lncome, pregnant, predominantly black females, ages 13 to 19, who were receiving prenatal care In the Johns 
Hopkins Adolescent Pregnancy Program (69). 

kThese data are from a study condUcted on 948 sexually active asymptomatic adolescent males, ages 13 to 19, who were attending teen or detention clinics 
In San Francisco, CA (188). 

IChlamydla Infection (formal name, "nongonoccal urethritls'~ Is caused by the bacterium Chlamydia trachomatis. 
'"This figure Is from a study conducted on 2,521 adolescent males and femalas, agGs 9 to 18, Who were In the New York City Juvenile Detention Center (4). 
"This figure Is from a study l.."Onducted on 567 adolescent males and females who were visiting the Adolescent arid Young Adult Clinic of the Children'S National 
Medical Center In Washington, DC (45). 

orhls figure Is from a study conducted on 100 low- and middle-Income, sexuaily active, adolescent females from urban areas, who were attending the 
Adolescent Clinic of the Children'S Hospital Medical Center In Cincinnati, OH (185). 

PThls figure Is from a study conducted on 376 Inner-city, low-Income females, ages 12 to 18, who were seeking contraceptive counseling at the Teen AtiCent 
Clinic In Birmingham, AL (163). 

QHerpes Is caused by the herpes simplex virus (HSV). 
rCandldlasls Is caused by the bacterium Candidiasis alblcans. 
BThls figure Is from a study conducted on 89 low-Income, sexually active, primarily black females, ages 13 to 19, Who were attending an adolescent clinic of 
the University of Maryland Hospital In Baltimore, MD (128). 

!condyloma acumlnatum Is caused by human paplilomavlrus. 
SOURCE: Office of Technology Assessment, 1991, basad on the sources noted above. 
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Figure 7-Overvie'w of U.S. Adolescent Pregnancy and Parentlnga 
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apercentages of sexual Intercourse, pregnancies, and out-of-wedlock births were tabulated from 1988 data. Percentages of abortions, miscarriages, and births 
were tabulated from 1984 data. Percentages of adoptions were tabulated from 1982 data. 

SOURCE: Office of Technology Assessment, 1991, besed on data from the following sources: Adolescent meles ever hed sexual Intercourse: F.L. 
Sannestein, J.H. Plack, and L.C. Ku, "P'a\tgrns of Sexual Activity Among Adolescent Males," paper presented at the annual meeting 01 the 
Population Assoc!a.tlon of America, Toronto, Ganada, May 1990. Adoillscent females ever had sexual Intercourse: J.D. Forrest and S. Singh, 
"The Sexual and Reproductive Behavior of American Women, 1982·1988," Family Pfannlng Perspectives 22(5):206-214,1990. Pregnant In the 
paut year: U.S. Congress, Congressional Budget Office, Sources of Support for Adolescent Mothers (Washington, DC: September 1990). Had an 
out-of·wedlock birth In the past year: U.S. Department of Health and Human Services, Public Health Service, Centers for Disease Control, 
National Centerfor Health Statistics, Division of Vital Statistics, "Advance Report of Final Natality Statistics, 1988," Monthly Vital Statistics Report 
39 (No.4, suppl.), DHHS Pub. No. (PHS) 9()'1120 (Hyattsville, MD: Aug. 15, 1990). All others: National Academy of Sciences, National Research 
Cour.cll, Commission of Behavioral and Social Sciences and Education Committee on Child Development Research and Public Policy, Panel on 
Adolescent Pregnancy and Childbearing, RIsking the Future: Adolescent Sexu(J/ity, Pregnancy and Childbearing, Vol. I, C.D. Hayes (ed.) 
(Washington, DC: National Academy Press, 1987). 
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Adolescents at one forum expressed their belief that 
alcohol use is the most prevalent drug problem among U.S. 
students. This belief is supported by national survey data. 

typically in need of substantial services, rang­
ing from child care to housing. 

• Mental health problems-According to a 
survey of Minnesota students, an average of 
one-quarter of adolescents report being "sad, 
discouraged, and hopeless," experiencing ex­
treme stresses and strains, dissatisfied with 
their personal lives, or "tired, worn out, ex­
hausted" (209). A national survey of 8th and 
10th graders found that 34 percent of female 
students and 15 percent of male students 
reported feeling" sad and hopeless" during the 
month before the survey; 21 percent of female 
students and 11 percent of male students 
reported that it is "very hard" for them to deal 
wiLlJ. stressful situations at home and at school; 
and 18 percent offemale students and 9 percent 
of male students reported that they often felt 
that they had nothing to look forward to (10). 
Diagnosable mental disorders,19 ranging from 
anxiety and depression to schizophrenia (but 

primarily including conduct disorders), are 
experienced by 18 to 22 percent of adolescents 
(e.g., 43). In 1987, 15 percent of 10th graders 
reported having made a suicide attempt (10). 
Although many adolesc~nts with mental health 
problems do not get treatment, psychiatric 
hospitalizations of adolescents have recently 
been increasing (26,326) . 

• Alcohol, tobacco, and illicit drug abuse2o-

The consumption of alcohol places adolescents 
at risk of immediate health problems (e.g., 
motor vehicle accidents) (315). In recent sur­
veys of U.S. students, about one-third reported 
that they had had five or more alcoholic drinks 
on at least one occasion in the previous 2 weeks 
(10,252). Adolescent participants at one forum 
expressed their belief that alcohol use is the 
most prevalent drug problem among U.S. 
students (7), and that belief is supported by data 
from a 1988 household survey on drug abuse 
conducted by the National Institute on Drug 
Abuse in DHHS (see figure 8) (263).21 

Nicotine, most commonly in the form of 
cigarettes, is used by a substantial number of 
U.S. adolescents. The 1988 household survey 
conducted by the National Institute on Drug 
Abuse found that 11.8 percent of 12- to 
17-year-olds living at home had smoked ciga­
rettes in the last month (see figure 8). It has 
been well documented that cigarette smoking 
over time places individuals at risk for lung 
cancer and other life-threatening health prob­
lems later in life. The use of smokeless tobacco 
also has significant health consequences (296), 
but national surveys such as the household 
survey conducted by the National Institute on 
Drug Abuse do not request information about 
smokeless tobacco use.22 

The use of illicit drugs such as marijuana, 
COCainl~, inhalants, hallucinogens, heroin, or 

19Diagnosable mental disorders are disorders included in the American Psychiatric Association's Diagnostic and Statistical Manl<al of Mental 
Disorders, 3ed ed., revised, commonly known as DSM-ill-R (9). 

20Wbat constitutes adolescent substance abuse-any use at all or "problem" use-is a matter of controversy. The Office of Substance Abuse 
Prevention in DHHS is of the view that any psychoactive substance use by adolescents should be prevented (272). The American Psychiatric Association 
distinguishes between substance use, substance abuse, and substance dependence but these categories apply primariJy to adults (9). These distinctions, 
and laws prohibiting the sale of alcohol to adolescents in aU States, and tobacco to adolescents in many States (see ch. 12, •• Alcohol, Tobacco, and Drug 
Use: Prevention and Services," in Vol. II), also lead to other concerns about terminology. In this Report, OTA uses the terms' 'illicit" or' 'illegal" drugs 
to characterize only those substances that it is illegal for U.S. individuals of all ages to use (e.g., cocaine, marijuana). 

21The household survey on drug abuse conducted by the National Institute on Drug Abuse sampled about 3,000 12- to 17-year-olds living at home. 
Homeless and institutionalized adolescents have not been systematically surveyed. Local surveys and clinical experience have found that adolescents 
who are homeless or institutionalized typically have higher rates of psychoactive substance use than do adolescents living at home. 

(IO~ ,"~"m' N •• ""'" Adol~=' S_I ~lh S="fo~d <bot '" ,,=.' of 44 po=n' of 10th grnd, moO' ~"" 'molre"~ to"""'" doly J 
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Figure 8-Overview of U.S. Adolescents' Use of 
Alcohol, Cigarettes, and Illicit Drugs, 1988ft 
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acata are from the 1988 Household Survey on Drug Abuse conducted by 
the Nationallnslitute on Drug Abuse (NIDA) for 12-to 17-year-olds. The 
NIDA Household Survey on Drug Abuse measures the prevalence of drug 
use among the American household population age 12 and over and 
therefore does not include homeless or Institutionalized adolescents. The 
sample of adolescents in the 1988 NIDA survey was quite small (3,095 in 
1988,Including 747 blacks, 763 Hispanics, and 67 other nonwhites). 

bAny Illicit drug Includes marijuana, Inhalants, cocaine, hallucinogens, 
heroin, and nonmedical uses of psychotherapeutics. 

SOURCE: Office of Technology Assessment, 1991, based on data from 
U.S. Department of Health and Human Services, Public Health 
Service, Alcohoi, Drug Abuse, and Mental Health Administra­
tion, Nalionallnstltute on Drug Abuse, 1988 NaUonaJ Household 
Survey on Drug Abuse (Rockville, MD: 1989). 

nonprescription use of psychotherapeutics (sed­
atives, tranquilizers, stimulants, or analgesics) 
appears to be far less common among U.S. 
adolescents living at home than the use of 
alcohol or tobacco (see figure 8). The problems 
that illicit substances pose for the adolescents 
who abuse or sell them, however, can be 
substantial. 

• Delinquency-In 1988, there were 1.6 million 
arrests of adolescents (301), and in 1987, about 
700,000 adolescents were confmed to public or 
private juvenile justice facilities (306,308). In 
recent years, the number of U.S. adolescents 
confined to public and private juvenile facili­
ties for delinqmmt acts23 has been increasing 
(305,306). Most of the increase has apparently 
been due to an increase in the number of 
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U.S. adolescents are more likely to be victims of violent 
crimes than Individuals from other age groups. 

adolescents commed for minor offenses24 (in­
cluding status offenses25) rather than serious 
offenses (306,310).2627 Adolescents confined 
to public juvenile justice facilities are dispro­
portionately black males (310). Many adoles­
cents confined in juvenile justice facilities have 
serious health problems upon entering the 
facilities and have been found to lack adequate 
health care while incarcerated. 

It is important to note that adolescents 
(especially black and male adolescents) in this 
cOtmtry are more likely to be victims of violent 
crimes than individuals from other age groups 
(see figure 9). Violence by adolescents and by 
individuals from other age groups is a major 
cause of injury and death among young people 
(307). 

.. Homelessness--Some adolescents are home­
less, either with their families or on their own. 
In 1984, DffiIS estimated (on the basis of 1976 
dauL) that there are as many as 1 million 
homeless and runaway adolescents each year 
(256). Homeless and runaway adolescents are 

23Delinquent acts are acts that are committed by minors that would be considered crimes if committed by an adult or are offenses only because they 
are committed by minors (e.g., truancy, running away from home). 

2AMinor offenses are Federal Bureau ofInvestigationPartn offenses, which include acts that would be crimes if committed by adults (e.g., drug abuse 
violations, weapons violations, assaults without weapons, disorderly conduct, and driving under the influence) and status offenses (299). 

25Status offenses arc offenses that are considered offenses only because they are committed by a person under the age of majority (e.g., running away 
from home, truancy). 

26Serious offenses are Federal Bureau of Investigation Part I offenses and include specified violent offenses (murder and nonnegligent manslaughter, 
forcible rape. robbery, and aggravated assault) and specified property offenses (burglary, larceny theft, motor vehicle theft, and arson). 

27In 1989, the number of adolescents held in public facilities for serious violent offenses increased for the first time since 1983 (311). 
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Figure 9-Victimizatlon Ratesa for Rape, Robbery, and 
Assault by Age and Sex, 1988 
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B"fhe victimization rate Is the number of offenslls experienced by a given 
population per some population base during a giver time period. 

SOURCE: U.S. Department of Justice, Office of Justice Programs, Bureau 
of Juslfce Stalfstics, Crimfnaf VICtim(zatfon in the United States, 
1988 (Washington, DC: forthcoming). 

at increased risk for a wide variety of mental 
and physical health problems. 

Further information on the prevalence of selected 
health problems and an indication of which adoles­
cents are most at risk are summarized in appendix B, 
"Burden of Health Problems Among U.S. Adoles­
cents," in Volume III of this Report. 

Not all of the news is bad. One positive change is 
the decline since 1970 in accidental injury death 
rates among U.S. adolescents, for reasons that may 
include successful prevention efforts such as in­
creased use of safety belts, safer car construction, 
and designated driver programs (158). Death rates 
for some other serious physical health problems 
(e.g., some types of cancer and major cardiovascular 
disease, as shown in figure 4) have decreased, 
largely as a consequence of medical advances. Also, 
water fluoridation efforts have dramatically reduced 
the prevalence of dental caries among the U.S. 
adolescent population in the last decade (112). 
Pregnancy rates for sexually active U.S. adolescents 
ages 15 to 19 declined be~een 1970 and 1985 
suggesting that at least some sexually active adoles-

cents are making effective use of contraceptives.28 

The percentage of U.S. adolescelhs living at home 
and in school who report using illicit drugs has 
recently decreased (252,263). 1"\rrestrates for serious 
violent and serious pr(';r.er~y offenses in the aggre­
gate among individuals under age 18 have been 
dec1in1ng since the mid-1970s. 

Nonetheless, the prevalence of health pro DIems 
among U.S. adolescents is disturbingly high, and 
many hea~th problems have been shown to be costly 
in bo\.:-'. human and economic terms. Available 
infotiiUltion concerning the cost of various adoles­
cent health problems is limited, but some of the 
figures that have been cited are shown in box B. 

Which Adolescents Experience 
the Worst Problems? 

The burden of health problems is not borne 
equally by all U.S. adolescents, as shown in appen­
dix B, "Burden of Health Problems Among U.S. 
Adolescents," in Volwne m. Nationally aggregated 
data for all adolescents obscure important age, sex, 
race, and income-related differences in the extent of 
specific problems. Unfortunately, reliable population­
based information about the health status of adoles­
cents from specific age, racial, ethnic, socioeco­
nomic, regional, a~:d residential groups is generally 
not available.29 Most available information on 
adolescents focuses on older adolescents rather than 
younger ones. 

Age Differences in Selected Adolescent 
Health Problems 

As a general matter, older adolescents (roughly 
ages 15 to 18) are more likely than younger 
adolescents (ages 10 to 14) to experience health 
problems. The implications when a young adoles­
cent experiences a health problem such as drug use 
or pregnancy, however, may be much more serious 
than the implications when an older adolescent 
experiences such a problem. 

• Older adolescents (15- to 18-year-olds) are 
more likely than younger adolescents (10- to 
14-year-olds) to be reported to be limited in a 

28There appeared to be an increase between 1985 and 1987, however (see "Specific Findings and Policy Options, It below). Problems in estimating 
adolescent pregnancies are discussed in ch. 10, "Pregnancy and Parenting: Prevention and Services," in Vol. II. 

29 Age, sex, race, and income differences do not in themselves explain why certain adolescents are at high risk of certain problems. 
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The Implications when a young adolescent experiences 
a health problem may be much more serious than the 

Implications when an older adolescent experiences 
the same problem. 

major activity30 due to any chronic3I condition 
(S.3 percent v. 4.4 percent), to have a chronic 
orthopedic impairment (7.1 percent v. 3.9 
percent), to have chronic sinusitis (9.7 percent 
v. 8.3 percent), to have acne (9.3 percent v. 3.S 
percent), and to have a disease of the female 
genital organs (1.3 percentv. prevalence so low 
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as to be undetectable among younger adoles­
cents by the National Health Interview Survey 
conducted by DHHS). 

• Younger adolescents (10- to 14-year-olds) are 
more likely than older adolescents (15- to 
18-year-olds) to be reported to have chronic 
asthma (6.2 percent v. S.4 percent), heart 
murmurs (2 percent v. 1.3 percent), and speech 
impairments (1.1 percent v. prevalence so low 
as to be undetectable in the National Health 
Interview Survey) (291).32 

Gender Differences in Selected Adolescent 
Health Problems 

• Female adolescents are reported to experience 
more days of restricted activity33 due to acute 
conditions34 than adolescent males (770.7 days 
per 100 lS- to 18-year-old adolescent females; 
664.7 days per 100 10- to 14-year-old females; 
629.2 days per 100 10- to 14-year-old adoles­
cent males; and 580.6 days per 100 IS-to 
18-year-old adolescent males). These differ­
ences are due in part to pregnancy-related 
conditions, but there are also more reported 
days of restricted activity among females due to 
respiratory conditions (291). 

• Male adolescents are reported to experience 
more days of restricted activity due to acute 
injuries than females (133.S days per 100 
adolescent males v. 104.9 days per 100 adoles­
cent females), and are more likely to be 
reported to be limited in carrying on a major 
activity due to a chronic condition (5.4 percent 
of males v. 4.3 percent of females)35 (291). 

30Inciudes physical conditions and mental (including emotional and behavioral) disorders. 

31For purposes of the National Health Interview Survey, a condition is considered "chronic" if: 1) the respondent indicates it was first noticed more 
than 3 months before the referenr.e date of the interview and it exists at the time of the interview, or2) it is a type of condition that ordinarily has a duration 
of more than 3 months. Examples of conditions that are considered chronic regardless of their time of onset are diabetes, heart conditions, emphysema, 
and arthritis (286). 

32Differences were not tested for statistical significance. 

33In general, the National Center for Health Statistics defmes a "restricted activity day" as one of the following four types of days in which a person's 
activity is restricted: 1) a bed day, during which a person stayed in bed more than half a day because of illness or injury or was in a hospital as an inpatient; 
2) a work-loss day, during which a currently employed person 18 years of age and over missed more than half a day from a job or business; 3) a school-loss 
day, during which a student 5· to 17-years-old missed more than half a day from the school in which he or she was currently enrolled; and 4) a cut-down 
day, during which a person cuts down for more than half a day on the things he or she usually does. Work-loss, school-loss, and cut-down days refer 
to the short-term effects of illness or injury. Bed days are a measure of both long-or short-term disability, however, because a chronically ill bedridden 
person and a person with a cold could both report having spent more than half a day in bed due to an illness. It may be important to note that national 
surveys often rely on proxy respondents (e.g., parents, guardians) for individnals under age 17. 

34Por purposes of the National Health Interview Survey, a condition is considered' 'acute" if: 1) it was first noticed no longer than 3 months before 
the reference date of the interview, and 2) it is not one of the conditions considered chronic regardless of the time of onset. However, any acute condition 
not associated with either at least one doctor visit or at least 1 day of restricted activity is considered to be of minor consequence and is excluded from 
the fmal data produced by the survey (286). 

35Reasons for not being able to carry on a major activity were not distinguished between physical conditions and mental (including emotional and 
behavioral) disorders. 
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Box B-Economic Costs oj Selected Adolescent Health Problems 

Available infonnation on. the economic costs of adolescent health problems in the United States is presented 
below. The infonnation is incomplete but clearly demonstrates that the societal costs of adolescents' health 
problems are not insignificant. A deeper understanding of the full cost impact of adolescent health problems on the 
health care system and on society as a whole is impeded by data limitations. 

The cost estimates presented below are expressed solely in monetary tenns. Some costs (e.g., years of healthy 
life lost) are difficult to measure in terms of dollars. Alternative strategies that might be considered by policymak.ers 
were discussed in a 1980 OTA report on cost-effectiveness analysis (219). 

Estimated Costs of Selected Adolescent Health Problems 
Health problem 

• Injuries 

• Severe and chronic mental, 
emotional, and physical 
disabilities2 

• Families begun when parents were 
adolescents 

• Mental health problems 

• Delinquency 

Estimated cost and source 
$39.4 billion in lifetime costs 
associated with injuries sustained in 
1985 by 12.5 million adolescents 
and young adults ages 15 to 241 

$3.9 billion in health care costs 
(1986 dollars)3 

$16.65 billion in public costs for Aid 
to Families With Dependent 
Children (AIDC), Medicaid, and 
food stamps (1985 costs)4 

$3.5 billion in treatment costs for 
adolescents ages 10 to 18 in 19865 

$2 billion or more a year on 
confinement in public and private 
juvenile facilities forperbaps 700,000 
adolescents.7 

Important notes 
Applies to individuals ages 15 to 24. 
Data not available for adolescents 
ages 10 to 18. 

Applies to all individuals under age 
21, not just to adolescents ages 10 to 
18. 

Note this is 1 year's estimated costs 
for all families begun when parents 
were adolescents, not just costs for 
adolescent-headed families in I year. 

These are direct costs for treatment 
provided only.6 
These data also include juveniles 
under age 10, but these constitute a 
small fraction of the total. 

Cost estimates for other problems experienced by adolescents, such as alcohol and substance abuse, g AIDS or STDs j 

are not readily available. 

Caveats 
Primarily because of the limitations of available data, the costs noted above are not comparable. The costs are 

inconsistent regarding the entity that incurs the cost (e.g., society, the entire health care system, a specialty health 
care service system, publicly funded programs) and regarding the time during which the problems occurred (e.g., 
injuries sustained in 1985) or the costs were incurred (mental health treatment during 1986). The costs of injury, 
for example, reflect lifetime costs, while the costs of mental health treatment include only estimates of resources 
expended directly for the treatment of adolescents' mental health problems. Also, various ages are represented in 
the cost figures, from adolescents and young adults ages 15 to 24 (cost of injuries) to all individuals under age 21 
(cost of disabilities). 

The populations experiencing these problems may overlap (e.g., the costs of injuries includes adolescents with 
disabilities) or be excluded (e.g., the institutionalized population is not included in the estimates on disabilities) from 
the costs presented. 

The costs of treatment and prevention noted above may not represent a level appropriate for adolescents' needs 
(26). Further, the appropriateness of the services represented in these costs is not evaluated here. 

lAccording to Rice and MacKenzie, lifetime costs associated witb injuries represeut the monetary burden on society of injury-related 
illness and premature death (179). The $39.4 billion estin1ate shown here includes both direct costs (e.g., expenditures for hospital care, physician 
SerVices, prescriptions, etc.) and indirect costs (e.g., long-term morbidity costs, such as reduced productivity, and costs associated with premature 
mortaIity, such as lost productivity) resulting from injuries sustained by individuals ages 15 to 24 in 1985 (129). Overall, adolescents and young 
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adults ages 15 to 24 accounted for 22 percent of the injuries and 25 percent of the total cost of injuries experienced by the total U.S. population 
in 1985. The estimate of lifetime costs was calculated by the authors using data from the National Health Interview Survey, the National Hospital 
Discharge Survey, the National Medical Care Utilization and Expenditure Survey, the National Mortality Detail File, the National Council on 
Compensation Insurance's Detailed, Claim Infonnntion data base, and the National Nursing Home Survey. The authors did not differentiate 
between accidental injuries and intentional injuries (e.g., homicide or suicide). 

2In 1986, the leading reported causes of disability among children and adolescents under age 21 (accounting for over half of reported 
disabilities in this group) were mental and nervous system disorders (7.3 per 1,000 children and adolescents under age 21); respiratory diseases 
(6.0 per 1,000), musculoskeletal and connective tissue diseases (4.3 per 1,000), and eye and ear diseases and disorders (3.7 per 1,000) (159). 

3Newacheck and McManus amved at this estimate using data on disabilities collected as part of the 1980 National Medical Care 
Utilization and Expenditure Survey, a household-based survey of the noninstitutionalized civilian population (159). Cost figures were adjusted 
by the authors up to 1986 levels using the medical care component of the Consumer Price Index. Because the survey's definition of disability 
included only those people with a long-term limitation in usual activity, the "disabled" population represented in the survey may include a more 
severely disabled subset of the population with chronic conditions. The data are also limited by the small sample size (so that few children with 
low prevalence chronic conditions are represented in the sample) and by the timing of the sample (in that the data were collected in 1980-81 when 
more children were hospitalized, usually a more expensive treatment site). 

4Burt's estimate includes direct payments to service providers, as well as the admi¢strative costs of these three programs, but no indirect 
costs (such as morbidity and mortality due to maternal mortality among adolescents under age 15,low birthweight babies, loss of productivity 
associated with school dropouts, etc.). Also, the estimate does not include other services more likely to be used by families begun by an adolescent 
birth than by other families, such as publicly supported social services, housing, special educational services, and child protective services and 
foster care. To calculate the costs to AFDC and to Medicaid, Burt used estimates for 1985 expenditures (including administrative expenditures) 
from the U.S. Budget, 1986. For estimates of food stamp expenditures, Burt used information from the Committee on Ways and Means, U.S. 
House of Representatives (27). 

5Burns and Thube used data from the National Institute of Mental Health to calculate this estimate (see ch. 11, "Mental Health Problems: 
Prevention and Services," in Vol.ll). Between 18 and 22 percent of U.S. adolescents have mental health problems requiring treatment; OTA 
estimates that perhaps 6 percent actually receive treatment. 

&rhe total costs of adolescent mental health problems for society (including indirect costs, such as losses in productivity or the burden 
on public services) have not been quantified. 

7Co~t e~timates of juveniles in facilities are calculated by the Department of Justice, Office of Juvenile Justice Delinquency Prevention 
(306). 

8 Although it is estimated that about 272,000 adolescents are treated over the course of a year for alcohol or substance abuse (267), there 
is no information on the type of treatment (e.g., residential v. outpatient) those adolescents receive or its duration which makes estimates of the 
total cost of these services for adolescents unreliable. (The costs of treatment are highly variable, with estimates ranging from $15,000 to $50,000 
for medically intensive intermediate rehabilitation to $1,000 to $2,000 for low-intensity outpatient alcoholism programs to $150 to $300 for 
alcohol education programs [335].) 

SOURCES: Office of Thchnology Assessment, 1991, compiled from data from the following sources: Injuries: D. Rice and MacKenzie & 
Associates, Cost of Injury in the United States: A Report to Congress 1989 (San Francisco, CA: Institute for Health, and Aging, 
University of California and the Injury Prevention Center, The Johns Hopkins University, 1989); W. Max, D.P. Rice, and EJ. 
MacKenzie, "The Lifetime Costs of Injury," Inquiry 27:332-343, Winter 1990. Disabilities: P. Newacheck and M McManus, 
"Financing Health Care for Disabled Children," Pediatrics 81(3):385-394, March 1988. Pregnancy: M.R. Burt with F. Levy, 
"Estimates of Public Costs for Thenage Childbearing: A Review of Recent Studies and Estimates of 1985 Public Costs," inNational 
Research Council, Commission on Behavioral and Social Sciences ~d Education, Committee on Child Development Research and 
Public POlicy, Panel on Adolescent Pregnancy and Childbef.rlng, Volume II: Risking the Future: Adolescent Sexuality, Pregnancy, 
and Childbearing, SL. Hofferth and C.D. Hayes (eds.) (Washington, DC: National Academy Press, 1987). Mental health: BJ. 
Burns and CA. Thube "Mental Health Services," contract ~aper prepared fOf' the Office ofThchnology Assessment, U.S. Congress, 
Washington, DC, 1990. Delinquency: U.S. Department of Justice, Office of Justice Programs, Office of Juvenile Justice and 
Delinquency Prevention, Children in Custody, 1987, prepared by B. AIlen-Hagen (Washington, DC, 1988). 

Female adolescents are obviously the only adoles­
cents at risk of pregnancy. In addition, they are more 
likely than males to be the victims of rape or sexual 
abuse. They are also more likely to report subjective 
distress and to make suicide attempts than males. 
Male adolescents (especially older ones) are more 
likely than females to die as a result of accidental 
injuries, homicide, or suicide. Males are also more 
likely to be victims of robbery or assault (307). 

RaCial, Ethnic, and Socioeconomic Status 
Differences in Selected Adolescent Health 
Problems 

There appear to be a number of racial and ethnic 
differences in health and related outcomes. 

• White and black adolescents are about equal in 
being reported to be limited in a major activity 
due to a chronic condition (4.9 percent of white 
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Figure 1D-Percent Mortality Due to Seven Leading Causes of Death for Black and White U.S. Adolescents 
Ages 10 to 14 and 15 to 19, 1987 
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adolescents and 5.1 percent of black adoles­
cents), but white adolescents are more likely to 
be reported to incur school-loss days36 as a 
result of an acute condition (399.9 days per 100 
white adolescents v. 302.8 days per 100 black 
adolescents) (291). 

.. Black, Hispanic, and American Indian/Alaska 
Native adolescents drop out of high school at 
higher rates than other adolescents (34,74). 

• Black male adolescents are in double jeopardy, 
being more likely than white males to die as a 
result of homicide (as shown in figure 10) and 
also more likely than white males to commit 

violent crimes and be arrested and incarcerated 
for delinquent offenses (74). 

• White male adolescents are more likely than 
black males or other adolescents to die from 
motor vehicle and certain other accidents and 
suicide (see figure 10). 

• Black and Hispanic females have high adoles­
cent pregnancy and birth rates (61,74,320); 
however, pregnancy rates of white adolescents 
have been increasing faster than those of black 
adolescents (146). In 1988,0.5 percent of black 
10- to 14-year-olds and 10.6 percent of black 
15- to 19-year-olds gave birth, compared with 
0.06 and 4.4 percent of white adolescents in 

36A school-loss day is a day in which a student missed more than half a day from the school in which he or she was currently enrolled. 



those age groups37 (294). Comparable population­
based data on births to adolescents for other 
racial and ethnic groups are not available 
separately because of shortcomings in pre-1990 
Census data (294). Available data from 30 
States and the District of Columbia suggest that 
one-sixth of the Hispanic-origin births (476,082 
babies) in 1988 were to females under age 20, 
with wide variations in the incidence of adoles­
cent childbearing among Hispanic groups (e.g., 
Mexicans, Puerto Ricans, Cubans, Central and 
South Americans); in 1988, there were 8,455 
American Indian and Alaska Native babies, 
1,181 Hawaiian babies, and 5,394 Asian babies 
born to females under age 20 (294). 

• Black non-Hispanic adolescents account for 36 
percent of all adolescent (13- to 19-year-old, by 
the Centers for Disease Control's definition) 
AIDS cases; Hispanic adolescents (all races) 
account for almost 20 percent of adolescent 
AIDS cases (280). 

• Mexican-Americans have high rates of obesity, 
increasing their risk of eventually developing 
'IYPe II (adult-onset) diabetes (133). 

• American Indian adolescents are at high risk for 
a number of health problems, in particular, 
suicide, alcohol abuse, motor vehicle accidents, 
mental health problems, substance use, preg­
nancy, and periodontal problems. 

What accounts for these racial and ethnic differ­
ences is not entirely clear. While some of the 
differences may be related to cultural factors, many 
of them are more likely to be attributable to 
differences in socioeconomic status. The proportion 
of U.S. adolescents living in poor or near-poor 
families varies considerably by race and ethnicity 
(see figure 11). Differences in health status by 
socioeconomic status are difficult to separate from 
those of racial and ethnic differences, because there 
is very little information collected that relates 
adolescents' socioeconomic: status to their health. 
One indicator of health differences by socioeco­
nomic status is that in 1988, adolescents whose 
family incomes were under $10,000 (7.8 percent) 
were more than twice as likely as those whose family 
incomes were $35,000 or above (3.5 percent) to have 
a limitation in a major activity as a result of a chronic 
condition (291). Other problems found more fre­
quently among poor adolescents include poor physi-
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Figure 11--Number of u.s. Adolescents Ages 10 to 18 
and Number Living In Poor or Near-Poor Families, 

by Race and Ethnlcity, 1988& 
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apoor and near-poor families are those with Incomes at or below 150 
percent of the Federal poverty level. Because 1988 population data are 
not available disaggregated by Hispanic and non-Hispanic, yet poverty 
statistics have been calculated for Hispanic and non-Hispanic, there Is a 
slight overcount for the white and black adolescent populations. 

blncludes both Hispanic and non-Hispanic. 
cPersons of Hispanic origin may be of any race. 
drhe Census Bureau Is unable to calculate the numberof Asian and Pacific 
Islanders who are ages 10 through 18 for periods beyond 1980. OTA's 
rough estimate that there are approximately 1.100 million Asian and 
Pacific Islanders ages 10 to 18 Is made by applying the estimated 
proportion of Asian and Pacific Islanders who were ages 10\0 181n 1980 
(15.9 percent, derived by taking 9/17ths olthe proportion olthe Asian and 
Pacific Islander population who were under 18 In 1980 (30.2 percent)) to 
the estimated total population of Asian and Pacific Islanders as of July 1, 
1989. Better estimates of the 10-to 18-yearo()ld Asian and Pacific: Islander 
population of the United States will be available from 1990 Census 
statistics. Asian and Pacific Islanders include Filipinos, Chinese, Vietnam­
ese, Koreans, Japa!'lese, Asian-Indians, and "others." 

SOURCE: Office of Technology Assessment, 1991, based on data from the 
following sources: Adolescent population counts: U.S. De­
partment of Commerce, Bureau of the Census, U.S. Population 
Estimates, by Age, Sex, Race, and HIspanic OrIgIn: 1989 
Current Population Reports, Series P-25, No. 1057, by F. W. 
Hollmann (Washington, DC: U.S. Government Printing Office, 
March 1990); S. Sue and N. Zane, "Health and Related Services 
for Asian American Adolescents," contract paper prepared for 
the Office of Technology Assessment, U.S. Congress, Wesh­
Ington, DC, November 1989; F. Hollmann, Demographer, 
Bureau ofthe Census, U.S. Department of Commerce, personal 
communication cited In F. Butterfield, "Asians Spread Across a 
Land, and Help Change It," The New York Times, Sunday, Feb. 
24, 1991, p. 22. Number of adolescents living In poor or 
near-poor families: R. Kronick, Adjunct Professor, University of 
California, San Diego, CA, calculations based on U.S. Depart­
ment of Commerce, Bureau of the Census, March 1989 Current 
Population Survey public use flies, 1990. 

cal health, depression, pregnancy, and criminal 
victimization. For further discussion of socioeco­
nomic differences in adolescent health, see chapter 
18, "Issues in the Delivery of Services to Selected 
Groups of Adolescents," in Volume ill. 

37These percentages are derived from rates of birth presented by race of the baby, and may not truly reflect the race of the mother (294). 
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Figure 12-Use of Illicit Drugs by Different Adolescent Populations 
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blncludes young adults over 18 as well as adolescents. 

SOURCE: Office of Technology Assessment, 1991, based on data from the following sources: 12- to 17-year-olds living In households, 1988: U.S. 
Department of Health and Human Services, Public Health Service, Alcohol, Drug Abuse, and Mental Health Administration, Natlonallnstftute on 
Drug Abuse, National Housshold Survey on Drug Abuse, 1988 (Rockvllle, MD: 1989). Incarcerated juvenile offenders, 1987: U.S. Department 
of Justice, Office of Justice Programs, Bureau of Justice Statistics, Report to the Nation of Crime and Justice, 2d ed., NCJ-1 05506M (Washln9ton, 
DC: March 1988). Homeless adolescents and young adults, 1988: G. Yates, R. MacKenzie, J. Pennbridge, et al., "A Risk Profile Comparison 
of Runaway and Non-Runaway Youth," American Journal of Public Health 78:820-821, 1988. Unrepresentative student samples, 1988: U.S. 
Department of Health and Human Services, Public Health Service, Centers for Disease Control, "HIV-Related Beliefs, Knowledge, and Behaviors 
Among High School students," Morbidity and Mortality Weekly Repor137:717-721, Dec. 2, 1988. 

Other Factors Associated With Differences in 
Adolescent Health Problems 

In addition to cultural factors and socioeconomic 
factors, a number of other factors may affect 
adolescents' health (rural v. urban, neighborhood, 
lack of legal or financial access, and, of course, the 
occurrence of another health problem). As an 
example of how problems vary by populations, see 
figure 12, which illustrates differences in levels of 

illicit and intravenous drug use as reported by 
adolescents living in different locations and life 
circumstances (e.g., adolescents living in house­
holds, incarcerated juvenile offenders, homeless 
adolescents in a clinic, different States and cities). 

One admittedly rough set of estimates by Dryfoos 
suggests that 10 percent of adolescents ages 10 to 17 
have mUltiple serious behaviorally based problems 
(i.e., they have committed multiple serious offenses, 



used multiple drugs, and have been sexually active) 
(50,51). There is some evidence that these (and 
other) multiple-problem adolescents are at some­
what higher risk for other problem behaviors such as 
truancy and dangerous driving behaviors (49~9,99, 165). 
On the basis of their involyement in minor offenses, 
marijuana and/or alcohol use, or sexual activity, 
Dryfoos estimated that another 40 percent of 11- to 
17-year-olds (and 62 percent of 15- to 21-year-olds) 
were at moderate risk of multiple health problems 
(50). Other evidence such as that accumulated by 
OTA suggests that adolescents with multiple prob­
lems are at particular risk of lack of access to health 
services (e.g., in juvenile justice facilities, for drug 
abuse problems3S). There is no one single source that 
has evaluated the prevalence of the entire range of 
possible health problems among adolescents (Le., 
including emotional and physical, as well as behav­
ioral, problems) or covariation among problems.39 

What Causes Adolescent Health Problems? 

In part because of uncertainty in the definition of 
adolescent health and health problems, and in part 
because of a lack of support for longitudinal and 
other intensive and innovative research strategies, it 
is difficult to pinpoint the factors leading to well­
being or poor health. As the specific findings of this 
Report indicate, even the causes of many long­
standing problems remain largely elusive.40 

For example, why do some adolescents engage in 
potentially health-compromising' 'risky behaviors' , 
such as riding in cars without using safety belts or 
with drunk: drivers, having unprotected sexual inter­
course, or using ftrearms in an unsafe way? What 
causes some adolescents to be violent? ~Why have so 
many adolescents attempted suicide? Why do so 
many feel depressed and hopeless? Why do so many 
drop out of school? Alternatively, why do some 
"resilient'! adolescents appear to do well in the face 
of what seem to be seriously adverse family or other 
circumstances? Likewise, the causes of some physi­
cal problems are unclear (e.g., leukemia, acne, 
dsymenorrhea). 
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Photo credit: Education Week 

Adolescents who do well seem to have strong and 
developmentally appropriate social support, preferably 

from their families, but if not from their families, from some 
other adult or adults. 

Having the answers to both the problem-oriented 
and success-oriented questions is essential to the 
design of effective preventive and treatment strate­
gies. Although systematic, problem-!Jpecific evi­
dence is scarce, some general themes emerged 
throughout OTA's analysis, some from analyses of 
risk factors, and others from evaluations of change 
interventions. Put positively, adolescents who do 
well seem to have strong and developmentally 
appropriate social support, preferably from their 
families, but if not from their families, from some 
other adult or adults. Similarly, schools that are 
sman, comfortable, safe, and intellectually engag­
ing and emotionally intimate communities can 
also make a difference in adolescent health and 
well-being. Interactions with healthy peers, guided 
by a caring and trained adult, have been shown 
to prevent adqitional delinquent behavior. 

3BSee ch. 12, "Alcohol, Tobacco, and Drug Abuse: Prevention and Services," in Vol. n. 
39Covariation is the tendency of health problems to occur in the same individual at about the same time. Most of the evidence on covariation of 

adolescent problems is based on ::ross-sectional studies, so it is still unclear for many problems whether one problem leads to another or the problems 
occur together, due to a single cause or set of causes (165). Another limitation of the evidence on covariation is that most of the evidence is limited to 
co variation in adolescent behaviors and does not consider emotional or physical problems. 

4O"fhe limitations of the knowledge base on particular adolescent health problems nre discussed in a section below entitled "Specific Findings and 
Policy Options." 
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Health care providers who are perceived as being 
attentive to adolescent concerns ensure greater 
compliance with treatment regimens. Evidence 
about the potential positive impact ofthese kinds 
of interactions suggests guidelines for changes in 
adolescent environments, including the design of 
services in a wide variety of areas.41 

What Should Be Done To Prevent and Treat 
Adolescent Health Problems? 

Interventions currently in place for adolescents 
have been characterized as either prevention or 
treatment. In general, prevention services are in­
~nded to prevent the occurrence of a problem (e.g., 
disease or condition). Conventional epidemiologic 
definitions of prevention differentiate preventive 
efforts as: 1) primary prevention (aimed at reducing 
the incidence of a disease or other health problem), 
2) secondary prevention (aimed at reducing the 
prevalence of a problem by shortening duration 
among those who already have the problem), and 3) 
tertiary prevention (aimed at reducing complica­
tions) (114). With some exceptions, OTA's analysis 
of prevention services focuses most often on primary 
and secondary prevention intervention efforts deliv­
ered to adolescents during their adolescence. Treat­
ment services are intended to cure or ameliorate the 
effects of a problem (e.g., disease or condition) once 
the problem has occurred.42 

Although the distinction between prevention and 
treatment services is used throughout this Report, it 

is important to point out that in the case of 
adolescents in particular, the line between preven­
tion and treatment is not always clear. Adolescents 
may have health concerns (e.g., problems in school, 
need for family planning counseling or contracep­
tive services, subjective distress) that would not be 
considered full-blown clinical problems (e.g., a 
learning disability, a conduct disorder, a pregnancy, 
clinical depression) by the mainstream health serv­
ices treatment system but that could benefit from 
el!.l'ly clinical intervention. Perhaps more important, 
interventions for these subclinical issues are not 
typically financed by health insurers or public 
clinics.43 

Further, an appropriate concern regarding adoles­
cent health services is the extent to which they 
address the promotion of either specific aspects of or 
overall adolescent health as opposed to being 
focused on specific problems (39,137). 

In no case--health promotion, problem preven­
tion, treatment-does the evidence give comfort that 
adolescent health problems are in general being 
appropriately addressed by current health policies 
and service delivery systems. There are numerous 
examples of promising health promotion, problem 
prevention, and treatment interventions, but they 
have been implemented only sporadically. These 
promising interventions can provide considerable 
guidance for program implementation and the con­
tinuing design of more effective approaches. 

41They cannot, of course, be used to prevent such problems as leukemia, asthma, and acne, but they can serve as a guide to interpersonally appropriate 
treatment of adolescents with such problems. 

42Prevention efforts can also be differentiated in various other ways. One way is in terms of prevention strategy: empowerment, health promotion, 
health protection, and preventive education (all forms of primary prevention) and screening and early clinical services (often considered forms of 
secondary prevention). Still other ways of differentiating prevention efforts are by intervention target (e.g., parents, teachers, individual adolescl;nts, 
peers, entire communities, or all of the above) and, especially for primary prevention, by the age at which the intervention takes place (e.g., infancy, early 
or middle childhood, adolescence). 

43An example encountered by an OTA staff member illustrates the problem. lason was an lS-year-ot "rom a very disadvantaged family and 
neighborhood who said he wanted to graduate from high school and join a branch of the military service so that he could travel and get a college education 
or learn a trade. His mother was a long-time alcoholic who had had her fIrst child at age 15, and had her first five children taken away by various child 
protective services. 1 ason himself had been placed temporarily in foster homes a number of times, but was still living with his mother as he neared age 
lS.lason, his mother, and his teenaged sister lived in a one-bedroom apartment in a neighborhood riddled by drugs and violence. Conflict betweenlason 
and his mother grew, and he went to live with a family who had befriended him over the years. It quickly became apparent to the family that if 1 ason 
was to complete his senior year in school and have any hope of a normal, productive life, he would need intensive counseling as well as an evaluation 
for a possible learning disability. 1 ason fought with his peers in school, talked back to teachers, and had trouble concentrating. He had never read an entire 
book; most nights he did not bring home any schoolwork, claiming he had none. When the school f1Ill!Uy found his records, it turned out he still had 
to take 2 years of English if he was to graduate; the school had him recorded as a sophomore, despite the fact that he was IS years old. 

Unfortunately,lason had no health insurance other than Medicaid. Efforts to get him assistance through the local department of mental health were 
met with claims, probably true, that, compared to other young males in his city, Jason was doing well. He did not seem to be using or selling drugs, and 
he was not under arrest. So no publicly funded counseling was available; and neither lason's mother nor his "adoptive" family could afford private 
counseling. Similarly, lason had apparently never received assistance through Education for All Handicapped Children Act programs because no one 
had ever identified him as having a learning or mental health problem. lason was referred solely to an, Alateen program (group discussion sessions for 
children of alcoholics). He became disenchanted with the group because it consisted primarily of mu·!:h younger children and, for this and other reasons, 
he soon dropped out. 



Prevention of Adolescent Health Problems 

A great number of efforts to prevent specific 
adolescent health problems or (less commonly) 
promote adolescent well-being have been designed 
and implemented. Conclusions about their effective­
ness are often difficult to draw, in large part because 
few prevention interventions have been rigorously 
evaluated. The performance of methodologically 
sound evaluations appears to have been impeded by 
a number of factors, primarily a lack of funding and 
sensitivities concerning the discussion of some 
subjects (e.g., sexual behavior, suicide) with adoles­
cents. ill addition, there are some important prob­
lems for which there has been little concerted 
attention to prevention (e.g., violence). Further, 
many preventive efforts consist of standardized 
curricula, designed to be deliver~d by classroom 
teachers, or other relatively passive measures such 
as fIlms, videos, brochures, and posters. While these 
may provide important health-related information to 
adolescents, it is unrealistic to expect these measures 
alone to either engender much behavior change or 
address the nonbehavioral aspects of adolescent 
health concerns (e.g., subjective distress, physical 
pain, family problems, school problems). Finally, 
there has been relatively little specific attention to 
efforts to promote well-being. For example, few 
adolescents--especially those living in poor com­
munities-appear to have adequate access to recrea­
tional and other opportunities to make developmen­
tally appropriate and healthful uses of their discre­
tionary time (37,61a,62,204,206,255). 

There is a growing consensus (in some cases 
accompanied by evidence from evaluations) about 
the following: 

• Preventive efforts that change environments 
(e.g., safety belts and airbags that provide 
automatic protection in auto accidents), pro­
vide some form of concrete aid (e.g., contracep­
tion), or improve competencies (e.g., life-skills 
training) are more effective primary prevention 
strategies than are strictly didactic, education­
based interventions. 

• Preventive efforts that use comprehensive ap­
proaches involving multiple systems and ad­
dressing multiple issues may be more effective 
than traditional single-issue, single-focus ap­
proaches. 

• ill many cases (e.g., suicide, chug abuse), early 
intervention with appropriate clinical services-
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sometimes, but not always (189), termed sec­
ondary prevention-may be both more feasible 
and more effective than primary prevention. 
These too can be considered preventive inter­
ventions. 

Education about the nature of health, health 
problems, and health-related interventions is, of 
course, important. Promising educationally based 
preventive interventions appear to be those that are 
both appropriate to the developmental and experien­
tial level of the individual and participatory (i.e., 
encouraging guided discussion among adolescent 
participants) rather than didactic. In addition, to be 
consistent with fmdings from research on behavioral 
change, it is important for health education efforts to 
include explicit information about how adolescents 
can secure health and related services. \fu'ious 
groups' recommendations concerning health educa­
tion for adolescents are summarized in box C. Not 
surprisingly, the promising elements of prevention 
interventions are consistent with fmdings about the 
elements of positive family life during adolescence: 
that it provide a prolonged protective and supportive 
environment, in which power is gradually shared, 
with the ratio between parental control and chil­
dren's autonomy slowly becoming weighted in the 
direction of autonomy. It is possible to reorient 
existing prevention efforts so that they reflect these 
important principles. 

Treatment of Adolescent Health Problems 

If adolescent health problems cannot be pre­
vented, then treatment services to cure or ameliorate. 
the adverse effects of problems should theoretically 
be accessible, appropriate, and effective. To be 
accessible, treatment services must be available, 
approachable, and affordable. To be appropriate, 
the services must be delivered in a manner appropri­
ate to the developmental and experiential status of 
the individual to be served. To be effective, services 
must accomplish what they are intended to accom­
plish. Many U.S. adolescents in need of health and 
related treatment services are likely to face problems 
related to access and appropriateness. ill addition, 
treatment approaches for some highly visible prob­
lems-and for comprehensive approaches to health 
care delivery-have not yet been demonstrated to be 
effective. 

Accessibility of Treatment-Access to basic 
health and related services is a critical problem for 
adolescents and appears· to be related to the occur-
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Box C-Key Groups' Recommendations on Health Education for Adolescents 

Recognizing that most contemporary health education efforts are neither appropriate nor effective, several 
different groups have generated suggestions for change. These include the Carnegie Council on Adolescent 
Developme;nt TaskForce on Education of Young Adolescents (29), the Centers for Disease Control within the U.S. 
Department of Health and Human Services (153); and the National Commission on the Role of the School and the 
Community in Improving Adolescent Health (153). 

The different groups' suggestions for change overlap a great deal, but each group emphasizes somewhat 
different elements of a model strategy for health education. Furthermore, although none of the groups appears to 
have made a concerted effort to setect or reject specific topics in health education, each group does mention 
somewhat different topics.1 It is important to note that all three groups' recommendations pertain to school-based 
health education. To OTA's knowledge, there have been no attempts to conceptualize comprehen3ive health 
education for adolescents who are not in schooI.2 

The recommendations of the Carnegie Council on Adolescent Development Task Force on Education of 
Young Adolescents emphasize the following elements of a model strategy for health education: 

• integrating health education into school environments that are health-promoting; 
• integrating health education into the core instructional program as an element of the life sciences3; and 
• training in the so-called life skills that help adolescents to resist interpersonal or media messages to engage 

in specific negative behaviors, increase self-control and self-esteem, reduce stress and anxiety, gain in the 
ability to express apprehension and disapproval, and become assertive (29).4 

The Centers for Disease Control supports the concept of comprehensive school health, dermed as follows: 

1. a documented, planned, and sequential program of health education for students in grades kindergarten 
through 12; 

lThe Carnegie Council Task Force specifically mentions grov.th and function of adolescent bodies during adolescence; the value of a 
healthful diet and exercise; the dangers of illicit drugs, alcohol, and t'Jbar,co; and the avoidance of other ri:lk behaviors (29). The Centers for 
Disease Control supports education on "a range of categorical health problfJms ll!ld issues" and mentions as specific topics for health education 
human immunodeficiency virus (IllV) infection, drug abuse, drinking anti driving, emotional health, and environmental pollution (153). The 
National Commission on the Role of School and Community in Improving Adolescent Health mentions disease and accident prevention, family 
life and sex education, drug and alcohol abuse, violence, mental health, and nutrition (15:3). Overall, however, the primary concern of the three 
groups seems to be the approach to health education I1!ther than specific topics in health education. 

2The Centers for Disease Control are charged with developing mV-related education prevention for out-of-school youth. 

3Carnegie Corporation of New York is funding Stanford University to adapt for the middle grades its interdisciplinary approach to the 
postsecoIldary teaching of human biology; thus, a model curriculum will be available for implementation and testing. 

4Students can learn these essentia1life skills through systematic instruction and role-playing (29.83). 

rence of many serious adolescent health problems. 
Some adolescents are more likely to be without 
access to health care than others: 

.. the one out of seven adolescents without access 
to health insurance (including the one out of 
three poor adolescents without access to Medi­
caid44); 

• adolescents whose health insurance benefits do 
not cover the services they need (e.g., adoles­
cents who do not yet manifest full-blown 
clinical mental health problems); 

• adolescents who are not aware of the existence 
of services; 

• adolescents whose only access is to urban 
public health clinics that appear unapproach­
able; 

• adolescents in actual or potential conflict with 
their parents about the receipt of health services 
for which they must have parental consent; 

• adolescents incarcerated in juvenile justice 
facilities; . 

II homeless adolescents, living in families or on 
their own; 

• adolescents with multiple problems, who al­
most inevitably face gaps among service sys­
tems; 

44Poor adolescents' access to Medicaid was changed by the Omnibus Budget Reconciliation Act of 1990 (OBRA-90, Public Lpw 101-508), which 
required that beginning July I, 1991, children born after Sept. 30, 1983, with family incomes up to 100 percent of the Federal poverty level, are to be 
phased in to the Medicaid program. This change will not, therefore, affect the current generation of adolescents. 
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2. a curriculum that addresses and integrates education about a range of categorical health problems and issues 
(e.g., human immunodeficiency virus (HIV) infection, drug abuse, drinking and driving, emotional health, 
environmental pollution) at developmentally appropriate ages; 

3. activities to help young people develop the skills they will need to avoid: a) behaviors that result in 
unintentional and intentional injuries; b) drug and alcohol abuse; c) tobacco use; d) sexual behaviors that 
result in IllV infection, other sexually transmitted diseases, and unintended pregnancies; e) imprudent 
dietary patterns; and t) inadequate physical activity; 

4. instruction provided for a prescribed amount of time at each grade level; 
5. management and coordination in each school by an education professional trained to implement the 

program; 
6. instruction from teachers who have been trained to teach the subject; 
7. instructions of parents, health professionals, and other concerned community members; and 
8. periodic evaluations, updating, and improvement (153). 
The National Commission on the Role of the School and Community in Improving Adolescent Health, a joint 

project of the National Association of State Boards of Education and the American Medical Association, 
recommended that young people receive a "new kind of health education-a sophisticated, multifaceted program 
that goes light years beyond present lectures ,)11 'personal hygiene' or the four food groups" and includes the 
following elements: 

• provides honest, relevant infonnation about disease and accident prevention, family life and sex education, 
drug and alcohol abuse, violence, mental health, and nutrition; 

• teaches skills and strategies needed to make wise decisions, develop positive values, generate alternatives, 
deal with group pressure, work cooperatively, and avoid fights-skills that are better learned through 
role-playing and other small group participatory activities than through lectures; 

• includes participation in physical activity programs that foster lifelong exercise habits; and 
• begins before students are pressured to experiment with r;sky behaviors and continues throughout 

adolescence. It should begin in kindergarten and continue in a planned, sequential manner through grade 
12 (153). 

SOURCES: Carnegie Council on Adolescent Development Task Force on Education of Young Adolescents: Carnegie Corpomtion of New 
York, Carnegie Council on Adolescent Development, Task Force on Education of Young Adolescents, Thrning Points: Preparing 
American Youth for the 21st Century (Washington, DC: June 1989); Centers for Disease Control and National Commission on 
the Role: of t!!!l S<:)1()01 and the Community in ImprOving Adolescent Health: National Commission on the Role of the School 
and the Community in Improving Adolescent Health, Code Blue: Uniting for Healthier Youth (Alexandria, VA: National 
Association of State Boards of Education, 1990). 

• adolescents in rural areas; 

• Black, Hispanic, American Indian, and Alaska 
Native adolescents, because half of them live in 
families with incomes below 150 percent of the 
Federal poverty level (approximately $13,000 
for a family of three in 1989). 

Some of the major problems affecting adoles­
cents' access to health and related services are listed 
in table 1. Barriers to access include poverty, lack of 
insurance, lack of trained providers, limitations in 
coverage, lack of information about the availability 
of services, lack of parental availability to accom­
pany adolescents, and requirements for parental 
consent or notification. Some adolescents are af­
fected by more than one of these barriers. Adoles­
cents in juvenile justice facilities are typically not 

eligible for Medicaid, because most juvenile justice 
facilities are public institutions under the Medicaid 
definition, and Medicaid is prohibited from paying 
for health care provided in publicly funded institu­
tions. Many American Indian adolescents are urban 
(and thus do not have access to the reservation-based 
Indian Health Service's services) and poor (and thus 
most likely without private health insurance and 
perhaps without Medicaid). Homeless adolescents 
are particularly likely to be affected by fmancial and 
legal restrictions on access. 

Appropriateness of Treatment-Even if ado­
lescents do gain access to treatment services, the 
services may not be appropriate to their develop­
mental and experiential levels. Despite a long­
standing recognition by medical professionals that 

.. 



Table 1-Major Problems That Affect U.S. Adolescents' Access to Health and Related Services 

Problem 

Lack of financial access to services 
Lack of health insurance: 

Estimated proportion and/or number 
of U.S. adolescents affected 

• Living in poverty without Medicaid About 30 percent of poor adolescents do not have Medicaid 
(approximately 2.76 million). 

• No private health insurance 

Limitations in coverage: 
• Limitations in coverage provided 

by Medicaid 

About 30 percent of all adolescents do not have private health 
insurance coverage, but some (15 percent) have Medicaid or 
other public (e.g., the Civilian Health and Medical Program of 
the Uniformed Services) coverage. In 1988, 2.926 million 
adolescents whose parent(s) worked were uninsured.a 

Unknown. An estimated 3.70 to 4.58 million adolescents had 
Medicaid coverage at !:ome point in time during fiscal year 
1988.b How many are affected by coverage limitations de­
pends on the service needed, type of provider, setting, 
adolescent's State of residence, and whether service is sought 
under Medicaid's Early and Periodic Screening, Diagnosis, 
and Treatment (EPSDT) program. 

Adolescents most at risk 

Poor adolescents in Southern and, to a lesser extent, Western 
States are less likely to be Medicaid-eligible than poor 
adolescents in other regions. 
Adolescents in Southern (65 percent have private coverag&) 
and Western (54 percent have private coverage) States have 
less private health insurance coverage than adolescents in 
other regions. 

A number of services are optional under Medicaid, and 
adolescents in States that do not provide the service could 
experience a barrier to access. Services that are optional fer 
States to provide to Medicaid beneficiaries include case 
management; dental services; some diagnostic, screening, 
preventive, and rehabilitative services; prescription drugs; 
eyeglasses, prosthetic devices, dentures, and orthopedic 
shoes; phYSical, occupational, and speech, hearing, and 
language disorder therapies; services of psychologists, chiro­
practors, optometrists, and podiatrists; private duty nursing; 
clinic services; intermediate care facility services; home and 
skilled nursing facility care for children; inpatient psychiatric 
facility care for children under age 21; an:! other medical or 
remedial care recognized under State law. In 1989, however, 
Congress passed EPSDT reforms that significantly expand 
adolescents' and other children's access to Medicaid-covered 
services by requiring States to periodically screen Medicaid­
eligible adolescents for any illnesses, abnormalities, ortreata­
ble conditions and refer them for definitive treatment. States 
also must cover treatment for conditions identified during an 
EPSDT screen. 

aln 1988, about 2.926 million uninsured U.S. adolescents had parents who worked sometime during the year; 2.645 million uninsured U.S. adolescents had 'Jarents who worked for an employer 
26 weeks or more during !he year. 

b-rhis estimate was developed forOTA by the Office of the Actuary within the Health Care Rnancing Administration (HCFA) of DHHS (253). HCFA estimates that the average period of duration of 
Madicaid coverage is 9 months. In contrast, data from the March 1989 Current Population Survey, a household-based survey of non institutionalized persons, found that 2.96 million adolescents 
had Medicaid coverage only in calendar year 1988 (109). An additional 740,000 (23 to 25 percent of the 2.96 million) had both Medicaid and private coverage in 1988, according to the Current 
Population Survey. (See ch. 16, "Financial Access to Health Services," in Vol. 111.) 
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Table 1-Major Problems That Affect U.S. Adolescents' Access to Health and Related Services-Continued 

Problem 

• Limitations in the coverage 
provided by a private health 
insurance plan 

Lack of parental availability 

Lack of independent legal access 
to services 

Lack of information about the availability 
of health services 

Lack of perceived approachabilityl 
appropriateness 

Lack of appropriate care for adolescents 

Estimated proportion and/or number 
of U.S. adolescents affected 

Unknown. Approximately 21.7 million adolescents (70 percent 
of adolescents) are covered by private health insurance. How 
many are affected by coverage limitations depends on the 
service needed, type of provider, the limitations in any 
particular insurance plan, and, to some extent, the adoles­
cent's State of residence. 

About 60 percent (17.5 million) of adolescents ages 10 to 17 
live in households where both parents (or their single parent) 
work full time. 
Unknown. How many are affected depends on combination of 
age, health problem, type of service sought, and State of 
residence. 
Unknown, but available estimates indicate that the proportion 
of adolescents affected is high (or that adolescents are in fact 
correct that services are not available). For example, the 
majority of adolescents in a national survey either were not 
sure or did not believe they could obtain confidential treatment 
for a sexually transmitted disease (STD) (when almost all 
States allow services for STDs to be provided confidentially) 
(10). 
Unknown, but available estimates indicate the proportion of 
adolescents affected may be high. Adolescents disagree with 
health care providers about what the most important health 
problems are, about what should be discussed during health 
care visits, and fear that private office-based physicians may 
breach confidentiality. 
Depending on the problem and the specialty, from 4d to 749 

percent of health care providers surveyed in the 1980s 
perceive themselves insufficiently trained to treat specified 
adolescent health problems. Primary care physicians appear 
to have difficulty in identifying adolescents who have behav­
ioral, emotional, and substance abuse problems.' 

Adolescents most at risk 

Adolescents in need of mental health care (especially those 
adolescents without a diagnosable mental disorder), sub­
stance abuse treatment services, prenatal care (see below), 
home health care, extended care facilities, preventive screen­
ing procedures, including contraceptive services, general 
dental care, vision services, immunizations and inoculations, 
routine physical exams, hearing, orthodontia, and abortion 
services.c 

Adolescents below the age of majority (age 18 in most States) 
and in actual or potential conflict with their parents about thlOi 
need for particular health services. 

Unknown. 

cFor example, at least eight states and the Federal Employees Health Benefits Plan have mandated some restriction of private health insurance benefits for abortions. Four states require thatcovered 
abortions be provided but only on an optional basis and at extra cost. 

din one study of Midwestern physicians, 96 percent of obstetrician-gynecologists felt comfortable addressing adolescents' sexual concerns (com pared to 54 percent of pediatricians and 50 percent 
of psychiatrists) (164). 

eln one national mall survey of primary care physicians (pediatricians, internists, and family practitioners), 74 percent of internists reported training deficiencies in all 19 health problem areas 
listed in the study. In contrast, greater proportions of family practitioners and pediatricians perc9ived having received adequate training, although there were seven topic areas for which at least 
50 percent of family practitioners felt insufficiently trained to handle, and similarly, eight topic areas for pediatricians. Six of the seven topic areas for family practitioners, and six of the eight 
topic areas for pediatricians, consisted of psychosocial, behavioral, and mental health concerns (21,22). 

fThe number of phYSicians trained specifically In adolescent medicine is not known, but is prcbably around 1,400 to 2,000, not all of whom are frontline health care providers; in addition, another 1,500 
psychiatrists, 1,500 psychologists, and 370 obstetrician-gynecologists have expressed specific interest in adolescent health issues. Except for training of adolescent medicine specialists, criteria 
for training in adolescent health care are vague, although improving (1,53). 

Continued on next page 
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Table 1-Major Problems That Affect U.S. Adolescents' Access to Health and Related Services-Continued 

Problem 

Specific groups of adolescents or types of 
adolescent problems 

• Adolescents with private health 
insurance In need of prenatal care 

• Adolescents in juvenile justice 
facilities 

• Homeless adolescents 

• Adolescents with or at risk of multiple 
problems, who almost inevitably face 
gaps among service systems. 

• Racial and ethnic minority adoles­
cents 

• Rural adolescents 

Estimated proportion andlor number 
of U.S. adolescents affected 

One-third of privately insured adolescents are not covered for 
maternity-related services by their parents' employment­
based health insurance plan. This problem affects about 3.6 
million adolescent females.9 

2 percent of adolescents (about 700,000). 

Unknown, but DHHS estimated in 1984 (on the basis of 1976 
data) that there were 1 million homeless and runaway 
adolescents each year (256). 
Unknown, because a complete assessment of the overlap of 
health problems (especially environmental, phYSical, and 
emotional, as opposed to behavioral) has not been conducted 
(50,51,165).h Nevertheless, documented clinical experience 
suggests that numerous adolescents who seek health serv­
ices have more than one problem, and typically could receive 
services from more than one health care or related "system" 
(e.g., primary health care, mental health services, substance 
abuse services, child welfare, shelters for the homeless) 
(54,95,199). 
Ukely to be poor, and thus likely to be without health insurance. 

More likely to be poor, and thus more likely to be without heal th 
insurance.' More likely to try to solve problems on their own 
rather than seek help) More likely to have problems gaining 
physical access to health services because of lack of health 
and mental health care providers as well as transportation 
problems. 

Adolescents most at risk 

Homeless adolescents who are not emancipated, whose 
parents cannot be reached, or whose parents will not give 
permission for access. 
Adolescents with one problem who are likely to have other 
health problems include: adolescents with problem use of 
substances (may have a mental health problem); adolescents 
adjudicated to be delinquent (likely to have multiple health 
problems); homeless adolescents (likely to have multiple 
health problems); adolescents falling or misbehaving in school 
(likely to become pregnant, delinquent, andlor drop out of 
school before graduation). 

Black adolescents, Hispanic adolescents, American Indian 
and Alaska Native adolescents, ASian-American adolescents. 
But Hispanic adolescents are much more likely than others to 
be uninsured regardless of family income (109). 

Adolescents living on farms less likely to have help available 
to them and more likely to try to solve problems on their own 
rather than seek help, even though they are more likely to be 
troubled. 

gApproxlmately 21.7 million adolescents are covered by private health insurance. Approximately half of these (10.85 million) are estimated to be females (based on the malelfemale adolescent 
population distribution). 3.6 million represents one-third of 10.85 million adolescents. 

hOne admittedly rough estimate is that 1 In 10 adolescents ages 10 to 17 (3 million) is "in dire straits, delinquent, In trouble in school, and prone to other high-risk behaviors (e.g., unprotected sexual 
Intercourse, substance abuse), and that another group of 4 million was "extremelyvulnerabie tothe negative consequences of [though not necessarily engaging in] multiple high-risk behaviors such 
as school failure, substance abuse, and early unprotected Intercourse ••• " (50). The 1 0 percent in the "direst straits" were initially Judged to be so on the basis of having committed serious mUltiple 
offenses, been multiple drug users, and been sexually active (50). Those behaviors are also associated, to some degree, with the other problem behaviors mentioned by Dryfoos (e.g., trouble in 
school) (165). 

~Uke almost all other differences, rural-urban-suburban differences in health insurance disappear when differences In family Income are taken into account (109). 
lit Is not known whether rural adolescents who did not seek help were extremely self-reliant, undesirous of help, or unable to go and get help (323). 

SOURCE: Office of Technology Assessment, 1991. 
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special skills and knowledge are required to treat 
adolescents, there are few health care or youth 
services professionals who have been specially 
trained to treat adolescents. Approximately 1,400 
primary care physicians are specialists in adolescent 
medicine and only 1,400 psychologists express a 
special interest in adoiescents (less than one of each 
of these professionals for every 1,000 persons ages 
10 to 18); and there are approximately 5,000 
psychiatrists specially trained to treat both children 
and adolescents (8,60,194,228). There is an Ameri­
can Society for Adolescent Psychiatry (1,500 mem­
bers), and a North American Society for Pediatric 
and Adolescent Gynecology (370 members) (142,191). 
Other health professionals do not have SpeCIal 
interest sections or keep track of members especially 
interested in adolescent health care. Unfortunately, 
while the need for adolescent-specific training is 
almost universally recognized, there are few training 
programs, and the effectiveness of current training 
criteria has not been systematically evaluated. 

The most promising recent innovation to ad­
dress the health and related needs of adolescents 
is the school-linked health or youth services 
center. Several private foundations, States, and 
local governments have provided considerable re­
sources to initiate comprehensive school-linked 
health and/or youth services centers in which 
adolescents are offered confidential services without 
cost to the adolescents. Parental consent is usulilly 
obtained on a blanket basis before the adolescent 
seeks services.45 A concerted effort is made at such 
centers to select health professionals capable of 
meeting the health and interpersonal needs of 
adolescents. 

A number of barriers-in particular, inadequate 
funding, lack of trained personnel, community and 
provider resistance, and lack of systematic data on 
effectiveness-may interfere with successful imple­
mentation of comprehensive school-linked health or 
youth services centers. There are, in fact, several 
respects in which many school-linked health centers 
can be improved upon, as is well recognized by those 
who have worked closely with the centers (e.g., 
115). Currently, for example, many school-linked 
health centers are similar to the mainstream health 
care system in that they do not meet the needs of 
students on holidays, weekends, and after school. 

Summary and Policy Options • /-3" 

Photo credit: Office of Technology Assessment 

The most promising recent Innovation to address the 
health and related needs of adolescents Is the 
comprehensive school-linked health ,or youth 

services center for adolescents. 

Some centers also are similar to mainstream health 
services in that they do not conduct the kinds of 
outreach that would attract more students (e.g., 
males (105» or adapt services to the simultaneous 
needs of students and the centers' financial con­
straints (e.g., emphasize mental health promotion 
and group cOlIDseling for students in addition to 
individual counseling (2». School-linked health 
centers are limited by the inadequate numbers of 
health care providers specially trained to work with 
adolescents (see above), in multicultural settings, 
and in an interdisciplinary fashion (15). Further, 
adolescents who have dropped out of school typi­
cally do not have access to school-linked health 
centers. 

These shortcomings are not insurmountable. Ac­
cumulating evidence, and increasing levels of sup­
port, suggest that the second generation of school­
linked health and youth services centers may be able 
to go much further than either the mainstream health 
services system or the first generation of such 
centers in meeting the health (and, perhaps, related) 
needs of adolescents. Community-based health cen­
ters that provide confidential care appropriate to the 
needs of adolescents could help meet the needs of 
adolescents who cannot or do not choose to use 
school-linked services. 

Effectiveness of Treatment-Although it was 
beyond the scope of this Report to conduct a 

45See ch. 15. "Major Issues Pertaining to the Delivery of Primary and Comprehensive Health Services to Adolescents." in Vol. m. Consent forms 
often allow for parents to refuse permission for specific services to be performed. 
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full-scale evaluation of the effectiveness of treat­
ment for every adolescent health problem, OTA 
found that treatment for some of the more highly 
visible problems--e.g., treatment for alcohol, to­
bacco, and drug abuse and treatment for problems 
associated with delinquency and homelessness­
has not been adequately assessed for effectiveness. 
Some services (e.g., prenatal care for pregnant 
adolescents, mental health care) may be known to be 
efficacious under ideal conditions of use, but there 
is little information about their effectiveness under 
average or actual conditions of use. 

What Is the Federal Government's Role in 
Improving Adolescent Health? 

U.S. Executive Branch Agencies 

U.S. executive branch agencies' activities related 
to adolescent health are numerous and varied: 

• monitoring adolescents' health status and the 
provision of services to adolescents; 

o supporting research; 
• helping to build the capacity to provide services 

to adolescents; 
• fmancing services; 
• directly providing prevention and treatment 

services46; 

• protecting adolescent health through the regu­
lation of environmental risks to health; and 

• using the leverage of existing programs to 
implement change. 

Many executive branch agencies-from the U.S. 
Department of Agriculture to the U.S. Department of 
Transportation-play an important role in address­
ing adolescent health and related issues. The major 
functions of some of these agencies are briefly 
summarized in table 2. 

Taken together, Federal agencies and the Nation 
as a whole appear to spend considerable resources on 
issues related to adolescent health and well-being. It 
is difficult to defme "considerable resources" and 
particularly difficult to determine whether Federal 
agencies are spending "enough" on adolescents or 
any other group. As a percent of specific Federal 
agency budgets, however, the amounts devoted 
specifically to adolescents are typically small. Esti­
mated adolescent-specific expenditures by Federal 
agencies responding to a survey conducted by OTA 
in 1989 are shown in figure 13. Within DHHS, it is 
rare for an agency to devote more than 10 percent of 
its expenditures specifically to adolescents.47 In 
some Federal agencies outside DHHS, adolescent 
issues may tend to receive a larger proportion of 
appropriated funds, although the total dollar amounts 
are small (see figure 13).48 

The Federal Government is widely acknowledged 
to play an essential role in research and health 
monitoring, but relatively few research and health 
monitoring efforts focus on adolescents. The Na­
tional Institute on Child Health and Human Devel­
opment, the lead agency for basic research in 
adolescent health and development, estimated that it 
devoted 6.6 percent of its fiscal year 1988 expendi­
tures to adolescent issues.49 Little information about 
the health status of adolescents is collected by the 
Federal Government, and what is collected is 
difficult to obtain and use. For further discussion of 
these problems, see appendix C, "Issues Related to 
the Lack of Information About Adolescent Health 
and Health and Related Services." 

Four other critical issues with respect to the 
Federal role in adolescent health may be as im­
portant as the proportion of funds that the Federal 
Government spends on adolescent health issues. 
One is that most of the health spending related 
to adolescents is on entitlement programs 

46Generally speaking, the Federal Government does not currently playa major role in directly providing prevention or treatment services (sce, for 
example, C.D. Brindis and P.R. Lee, "Public Policy Issues Affecting the Health Care Dclivery Systems of Adolescents" (25». One exception is the 
provision of services to American Indians and Alaska Natives by the Indian Health Service (in DHHS) and the Bureau of Indian Affairs (in the U.S. 
Department of the Interior). However, the role of these agencies in adolescent health is small (228; see ch. 18, "Issues in the Delivery of Services ro 
Selected Groups of Adolescents," in Vol. ill). 

47The Centers for Disease Control's Division of Adolescent and School Health, the National Institutes of Health's National Institute of Allergy and 
Infectious Diseases, and the Alcohol, Drug Abuse, and Mental Health Administration's National Institute of Mental Health are the exceptions (with 100 
percent, 15 percent, and 12 percent, respectively, of expenditures estimated to be for adolescents). 

48Total Federal outlays in 1988 werc $1.1 trillion (318). Of this, $533 billion was for the "human resources" programs that account for the 
preponderance of the adolescent-health-related expenditures of the Federal Government (318). Figure 13 suggests that perhaps 2 percent of the $533 
billion was spent on adolescent-specific issues. 

49'fhe National Institute on Child Health and Human Development devoted similar percentages from 1979 to 1988 (297). In late 1990, however, the 
agency began to design a separate adolescent program (3). 



Table 2-Primary Function~. of U.S. Executive Branch Agencies With a Role in Adolescent Healtha 

Agency Primary function(s) 

U.S. Department of Health and Human Services (DHHS) ....•..... Administers a wide range of programs related to health, welfare, and income security. 
1. Family Support Administration (FSA) .•.....................•..... Administers various programs intended to strengthen the American family. 

A. Office of Family Assistance ..........•.............. _ ........ Administers the Aid to Families With Dependent Children (AFDC) program and the Job Opportunities 
and Basic Skills Tralning (JOBS) program. 

B. Office of Child Support Enforcement ......................... Supports State efforts to enforce support obligations owed by absent parents to their children. 
C. Office of Community Services ........................••..... Administers the community services block grant and discretionary grant programs, which assist poor 

people. 
2. Health Care Financing Administration (HCFA) ......••........•... Administers the Medicaidb and Medicare programs. 
3. Office of Human Development Services (OHDS) ....•............. Oversees various human services programs for the elderly, children and youth, families, Native 

Americans, persons living in rural areas, and people with disabiiities. 
A. Administration for Native Americans ..•..•...............•... Advises the Assistant Secretary for Human Development Services on matters related to American 

Indians and other Native Americans. Administers a grant program and provides technical 
assistance to Native American organizations to help then' implement locally determined social 
and economic development strategies. 

B. Administration on Development Disabilities ................... Administers the Development Disabilities Act and SUPPOj·ts the development and coordination of 
programs for developmentally disabled persons of all ages. 

C. Administration for Children, Youth, and Families .............. Funds comprehensive services for young children and their families through the Head Start program. 
Administers provisions ofthe Child Abuse Prevention and Treatment Act and manages anational 
clearinghouse on child abuse and neglect. Provides Federal support for child welfare services 
(including Federal funds for foster care maintenance). Administers the Runaway and Homeless 
Youth Act and a drug abuse prevention program for runaway and homeless youth. 

4. Public Health Service ..............•..••..•..•................... Supports a wide variety of efforts to improve the physical and mental health of Americans. 
A. Alcohol, Drug Abuse, and Mental Health Administration 

(ADAMHA) ..•..•.•..............••......................... Supports efforts to increase knowledge about and to prevent and treat alcohol and drug abuse and 
mental health disorders In the United States. 

• National Illstitute on Alcohol Abuse and Alcoholism ......... Conducts and supports research on alcohol abuse and alcoholism. 
• National Institute on Drug Abuse ...•....................... Conducts and supports research on drug abuse. 
• National Institute of Mental Health .......................... Conducts and supports research on mental health and the prevention and treatment of mental 

illness. 
• Office for Substance Abuse Prevention ..................... Supports innovative prevention demonstration projects for individuals at high risk for drug or alcohol 

abuse; supports an information clearinghouse with drug and alcohol abuse prevention materials; 
provides technical assistance to States; supports training for substance abuse counselors. 

• Office for Treatment Improvement .................•........ Supports efforts by States and communities to improve drug and alcohol abuse treatment programs; 
administers the alcohol, drug abuse, and mental health services block grant program. 

B. Centers for Disease Control ...•...•........................ Administers national programs for the prevention and control of communicable diseases; chronic 
diseases; and environmental health problems. 

• Center for Chronic Disease Prevention and Health 
Promotion •...............•.•.••..............•........... Directs a national program aimed althe prevention of premature mortality, morbidity, and disability 

due to chronic illnesses. 
-Division of Adolescent and School Health ........••....... Administers programs to reduce health risks to adolescents through comprehensive school health 

education and other means. 
-Division of Reproductive Health •............•............. Administers programs and conducts research In areas related to contraception, pregnancy, human 

reproduction, and Infancy. 
• Center for Environmental Health and Injury Control •...•..... Directs a national program almed at promoting a healthy environment and preventing premature 

death, avoidable illness, and disability caused by environmental and related factors. 

aThe Federal agencies listed in this table are primarily agencies that responded to asurvey conducted by OTA in August 1989 to determine the scope and level of adolescent·health-related activity 
at the Federal level. For further discussion, see ch. 19, "The Role of Federal Agencies in Adolescent Health," in Vol. III. 

bMedlcaid was established In 1965 under litle XIX of the Social Security Act to assist States In providing health care (e.g., inpatient and outpatient medical services, family planning services, 
prenatal care) to the poor. 

Continued on next page 
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Table 2-Primary Functions of U.S. Executive Branch Agencies With a Role in Adolescent HealthB-Continued 

Agency Primary function(s) 

-Division of Injury Control ............•................... Administers and directs programs on the prevention and control of intentional and unintentional 
injuries. 

-Division of Birth Defects and Developmental Disabilities .... Administers programs directed toward determining the environmental causes of selected adverse 
reproductive outcomes and perinatal and childhood disabilities. 

• Center for Infectious Diseases ............................. Directs a national program aimed at improving the identification, investigation, diagnosis, prevention, 
and control of infectious diseases. 

-Division of HIVIAIDS ...••.................. , ............. Conducts studies, develops guidelines, evaluates programs and disseminates information on the 
prevention of human immmunodeficiency virus (HIV) infection and acquired immunodeficiency 
syndrome (AIDS). 

• Center for Prevention Services .............•.. " ..........•.• Directs national programs of assistance involving preventive health services to State and local health 
agencies. 

-Division of STDs and HIV Prevention ...........•..•...... Administers programs, in cooperation with other CDC components, forthe prevention and control of 
sexually transmitted diseases (STDs), including HIV infection. 

-National AIDS information and Education Program .......• Disseminates information about HIV infection and AIDS to the public through various means (mass 
media, national information hotline, and clearinghouse). 

• National Center for Health Statistics ........................ Collects, analyzes, and disseminates health statistics on activities that relate to health status, needs, 
and resources. 

C. Health Resources and Services Administration (HRSA) ....•.. Oversees a number of programs on general health services and resource issues relating to access, 
equity, quality, and cost of care; helps coordinate government and private efforts on behalf of rural 
health facilities. 

• Bureau of Health Care Delivery and Assistance ............. Supports States and communities in their efforts to plan, organize, and deliver health care services 
to medically underserved populations, and to special services populations such as migrants and 
homeless people. Administers the National Health Service Corps Program. 

• Bureau of Health Professions ..........•................... Undertakes efforts to improve the education, distribution, and quality of health care professionals in 
the United States. 

• Bureau of Maternal and Child HealthC •••••••••••••••••••••• Supports States and communities in their efforts to plan, organize, and deliver health care services 
to mothers and children. Awards maternal and child health block grants to States and 
discretionary grants for developing models of health care delivery to mothers and children, 
including adolescents. 

D. Indian Health Service (lHS) .•................................ Provides health services for American Indians and Alaska Natives. 
E. National Institutes of Health (NIH) ...•.......•................ Conducts and supports biomedical research into the causes, prevention, and care of diseases. 

• National Cancer Institute .............................•.... Conducts and supports research on the (',auses, prevention, diagnosis, and treatment of cancer. 
• National Eye Institute ....•....••.......................... Research on the eye and visual disorders. 
• National Heart, Lung, and Blood Institute ...........•....... Conducts and supports research on the causes, diagnosis, prevention, and treatment of heart, blood 

vessel, lung, and blood diseases. Conducts educational activities related to the prevention of 
these diseases. 

• National Institute of Allergy and Infectious Diseases ........• Conducts and supports research on the causes, characteristics, prevention, control and treatment 
of a wide variety of diseases believed to be attributable to infectious agents, to allergies, or to 
other deficiencies or disorders in the responses of the body's immune mechanisms. 

• National Institute of Arthritis and Musculoskeletal and 
Skin Diseases •............•.......•....................•.. Research on arthritis (including juvenile arthritis) and musculoskeletal and skin disorders (e.g., 

muscular dystrophies, acne). 
• National Institute of Child Health and Human Development .. Conducts and supports multidisciplinary behavioral and biomedical research on child health and 

maternal health, on problems of human development (e.g., mental retardation) and on family 
structure. Supports research on new contraceptives and AIDS. 

• National Institute of Dental Research ....•.•...•......•..... Research aimed at eliminating tooth decay and an array of other oral-facial disorders. 

Cln 1990, the Bureau 01 Maternal and Child Health and Resources Developmentsplit into two separate bureaus: 1) the Bureau olM ate mal and Child Health, and 2) the Health Resources Development 
Bureau. 
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Table 2-Primary Functions of U.S. Executive Branch Agencies With a Role in Adolescent HealthB-Continued 

Agency Primary function(s) 

• National Institute of Diabetes and Digestive and 
Kidney Diseases ....•........•...........•............... Conducts and supports research into the causes, prevention, diagnosis, and treatment of various 

metabolic and digestive diseases (e.g., juvenile diabetes, cystic fibrosis, sickle-cell anemia, 
hemophilia). 

• National Institute of Environmental Health Sciences ...•..... Conducts and supports research to understand the effects of chemical, biological, and physical 
factors in the environment on health. 

• National Institute of Neurological and Communicative 
Disorders and Stroke (NINCDS}d . ' ........................ Conducts and supports research on neurological disorders (e.g., head and spinal cord injury) and 

stroke. 
• National Center for Nursing Research ...................... Administers programs and research training programs aimed at promoting the quality of research in 

nursing and patient care, including care for adolescents. 
F. Office of the Assistant Secretary of Health (OASH) ............ Aids the Secretary of Health with management responsibilities of the department. 

• Office of Disease Prevention and Health Promotion ......... Supports and coordinates prevention programs within the Alcohol, Drug Abuse, and Mental Health 
Administration, the Centers for Disease Control, the Food and Drug Administration, the Health 
Resources and Services Administration, and the National Institutes of Health. 

• Office of Minority Health ..•................................ Ensures that DHHS funds are used to address minority health problems by organizing, and 
assessing current programs for minority health problems; provides technical assistance to States 
and local governments with respect to their efforts to address minority health issues.s 

• Office of Population Affairs ...................•............. Carries out Public Health Service ActTitle X and Title XX programs related to adolescent pregnancy, 
family planning, and population research. 

ACTION ...................................................•...•. Administers several Federal domestic volunteer service programs, including VISTA, the Foster 
Grandparents Program, and Student Community Service Projects.' 

National Science Foundation (NSF) ............................... Supports research in science and engineering through grants to universities and other research 
organizations. 

U.S. Consumer Product Safety Commission ................. , .... Collects information on consumer-product related injuries, promotes research on the causes and 
prevention of such injuries, develops voluntary or mandatory standards for consumer products, 
and sometimes bans hazardous products. 

U.S. Department of Agriculture (USDA) ....••..•.•............... Administers a wide range of programs related to farms, nutrition, food, hunger, rural development, 
and the environment. 

1. Office of the Assistant Secretary, Food and Consumer Services 
A. Food and Nutrition Service ................................. Administers several programs to make food assistance available to needy people, including the Food 

Stamp Program, the School Breakfast Program, the Food Distribution Program, and the Special 
Supplemental Food Program for Women, Infants, and Children. Also gives grants to States fer 
disseminating nutrition information to children. 

B. Human Nutrition Information Service .........•............... Performs research in human nutrition; monitors food and nutrient consumption in the United States; 
and disseminates information on nutrition. 

2. Office of the Assistant Secretary, Science and Education 
A. Extension Service ......•..........•......•.....•....••...... Serves as USDA's educational agency and is the FeQeral partner in the Cooperative Extension 

System, a nationwide educational network that provides access to food- and agriculture-related 
research, science and technology. Recent initiatives include programs on human nutrition, youth 
at risk, building human capital, and family and economic well-being. 

din 1990,the National Institute of Neurological and Communicative Disorders and stroke split into two separate Institutes: 1) the National Institute of Neurological Disorders and Stroke, and 
2) the Nationallnstilute on Deafness and other Communication Disorders. 

9These were ils functions prior to the passage of Public Law 101-527, which established separate funding for an Office of Minority Health in DHHS. 
trhese were ils furtCtions prior to passage of lIie National and Community Service Act (Public Law 101-610). 
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Table 2-Primary Functions of U.S. Executive Branch Agencies With a Role in Adolescent HealthS-Continued 

Agency Primary function(s) 

U.S. Departrn':lnt of Commerce ......•.•......•.•..........•....• Administers a wide range of programs to promote the Nation's international trade, economic growth, 
and technical advancement. 

1. Bureau of the Census ........••....••.......•................•.. Collects, tabulates, and publishes or otherwise makes available a wide variety of statistical data on 
the U.S. population and the economy. 

U.S. Department of Defense (DOD) .......•...................... Oversees U.S. military forces and various civilian defense agencies. 
1. Office of Civilian Health and Medical Program of the 

Uniformed Services (CHAMPUS) ................................ Administers acivilian health and medical program for retirees and spouses and dependents of active 
duty, retired, and deceased members of the military. 

U.S. Department of Education (DOE) .....•....................... Establishes policy for, administers, and coordinates most Federal assistance for education. 
1. Office of the Assistant Secretary for Elementary and 

Secondary Education .................•........................ FOimulatespoliciesfor, directs, and coordinates programs for elementary and secondary education. 

2. Office of the Assistant Secretary for Educational Research 

Administers grants to States and local school districts for Indian and migrant education, as well 
as grants to help schools meet the educational needs of educationally disadvantaged children 
(e.g., neglected or delinquent children under State care). 

and Improvement .......•.............•..•..................... Administers functions concerning research, statistics, demonstrations, and assessment. Adminis· 
ters discretionary grants to improve health education for elementary and secondary students. 

3. Office of the Assistant Secretary for Special Education and 
Rp.habilitative Service ..........................................• Administers programs in special education and provides services designed to meet the needs and 

develop the full potential of handicapped children. 
4. Office of Bilingual Education and Minority Languages Affairs ......• Provides support for programs to meet the special educational needs of minority languages 

populations. 
5. Office of the Assistant Secretary for Vocational and 

Adult Education ....•.....•...................................... Administers programs of grants and assistance for vocational and technical education and 
coordinates rural education programs. 

U.S. Department of the Interior .............•...•...•...•.•....... Has responsibility for the stewardship of nationally owned lands and natural resources; has trust 
responsibilities for American Indian reservations. 

1. Bureau of Indian Affairs •...•................................•.... Works with American Indian and Alaska Native people to develop and implement educational, social, 
and community development programs. 

U.S. Department of Justice ........•...•.......................... Has broad responsibilities related to law enforcement, including oversight of the Federal Bureau of 
Investigation, the Drug Enforcement Administration, the Bureau of Prisons, the U.S. Marshals 
Service, the Immigration and Naturalization Service, and the Department's Civil Rights Division, 
Antitrust Division, Tax Division, Civil Division, Criminal Division, Environment and Natural 
Resources Division, etc. 

1. Office of Justice Programsg 

A. Bureau of Justice Assistance ......•...•...................•. Provides financial and technical assistance to States and local governments to control drug abuse 
and violent crime and improve the criminal justice system. 

B. Bureau of Justice Statistics •...•.............•.......•....... Collects, analyzes, and disseminates information about crime, and the operation of the criminal 
justice system at alileveis of government. 

C. National Institute of Justice •..•.•............................ Works to improve the criminal justice system, address crime prevention and control, and enhance 
community safety and security. 

gTheOffice of Justice Programswas established by the Justice Assistance Act of 1984 and reauthorized in 1988 to help foster cooperation and coordination needed to make the criminal justice system 
function effectively. 
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Table 2-Primary Functions of U.S. Executive Branch Agencies With a Role in Adolescent HealthB-Continued 

Agency Primary function(s) 

D. Office of Juvenile Justice and Delinquency Prevention ..•...•. Administers programs and policies intended to improve the juvenile justice system; assists 
communities in responding to the needs of juveniles; assesses the factors that contribute to 
juvenile delinquency; and informs practitioners about research findings and successful 
interventions. 

E. Office for Victims of Crime •••.•.••.....•..•.•••.•.••••••...... Carries out activities mandated by the Victims of Crime Act of 1984. 

U.S. Department of Labor .••.•...•......•••...•••.•.•........... Fosters U.S. workers' welfare, improves their working conditions, and promotes opportunities for 
employment. 

1. Employment and Training Administration •.••.••....•.........•.•. Has responsibilities related to employment services, unemployment insurance, and job training. 
Administers the Job Training Partnership Act, which authorizes block grants to States for job 
training programs for economically disadvantaged individuals and provides authority for the Job 
Corps. 

U.S. Department of Transportation ••...............•.••••.•...... Develops coordinated national transportation policies and oversees a wide variety oftransportation 
programs carried out by nine operating administrations (aviation, highway, railroad; highway 
traffic safety; urban mass transportation, etc.). 

1. Federal Highway Administration ..•...•......•........•.•......•. Administers the Federal-aid highway program of financial assistance to the States for highway 
construction and improvements, such as highway repairs and maintenance, which improve the 
safety of the roads; exercises jurisdiction over commercial motor carriers in interstate commerce. 

2. National Highway Traffic Safety Administration .............•••..• Carries out programs and research related to the safety and performance of motor vehicles, and 
related equipment. 

SOURCE: U.S. Congress, Office of Technology Assessment, 1991, based on: National Archives and Records Administration, Office of the Federal Register, The United States Government 
Manual 1990191 (Washington DC: U.S. Government Printing Office, July 1, 1990). 
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Figure 13-Estimated Adolescent-Specific Expenditures by U.S. Executive Branch Agencies Responding to 
OTA's 1989 Survey (dollars are In millions) 

NIAAA $6.1 

NIMH $55.9 ~ 

\ 

CDC $61.4b 

OSAP $32.8 

"" / BHCDA/HRSA $67.5' 

~~'"'T'T.-.." ~ / d 
/NIH $269.8 

- OHDS 
$530 

HCFA 

OESE $4,000· OSERS $18.9 

(medicaid only) 
$3,322 U.S. Department 

of Education r 
$4,018.90 

U.S. Department of 
Health and HUman Servlce8' 

$4,400.35 

CJ PHS 
D ADAMHA (In PHS) 
IS§! Other DHHS 

NOTE: Graphs are not drawn to scale. Differences In size are designed to provide rough estimates of dlfferonces In adolescent-specific expenditures only. 

Key to abbrevations: 
ADAMHA-Alcohol, Drug Abuse, and Mental Health Administration NIAAA-Natlonallnstilute on Alcohol Abuse and Alcoholism 
ASPE-Assistant Secretary for Planning and Evaluation )-1IDA-Natlonallnstltut", on Drug Abuse 
BHCDA-Bureau of Health Care Delivery and Assistance NIH-Natlonallnstltutes of Heollth 
BMCH-Bureau of Maternal and Child Health NIJ-Natlonallnstltute of Justice 
CCDPHP-Center for Chronic Disease Prevention and Health Promotion NIMH-Natlonallnstltute of Mental Health 
CDC-Centers for Disease Control NHTSA-Natlonal Highway Traffic and Safety Administration 
CEHIC-Center for Environmental Health and Injury Control OASH-Offlce of the Assistant S&cretary for Health 
CHAMPUS-Civilian Health and Medical Program of the Uniformed Services ODPHP-Offlce of Disease Prevention and Health Promotion 
CID-Center for Infectious Diseases OESE-Offlce 01 Elementary and Secondary Education 
CPS-Center for Prevention Services OHDS-Offlce of Human Development Services 
DI-Dlvlslon of Immunization OJJDP-Offlce of JUvenile Justice and Delinquency Prevention 
DTC-Olvlslon of Tuberculosis Control OMH-Offlce of Minority Health 
ES-Extenslon Service OPA-Office of Population Affairs 
ETA-Employment and Training Administration ORHP-Offlce of Rural Health Policy 
FNS-Food and Nutrition Service OSAP-Offlce of Substance Abuse Prevention 
FSA-Famlly Support Administration OSERS-Offlce of Special education and Rehabilitative Services 
HCFA-Health Care Ananclng Administration OSH-Offlce of Smoklng and Health 
HRSA-Health Resources and Services Administration On-Office of Treatment Improvement 
IHS-Indlan Health Service PHS-Public Health Service 
NAIEP-Natlonal AIDS Information and Education Program SSA--Social S"-::urlty Administration 
lIThe following agencies within DHHSwore unable to provide OTA with the amount spent on adolescents alone: Family SUpport Administration, Social Security 
Adminlstratlon,lndian Health Service, National Institute on Drug Abuse (ADAMHA, PHS), Office ofTreatment Improvement(ADAMHA, PHS), National AIDS 
Information Education Program (CDC, PHS), Office of Safety and Health (CCDPHP, CDC, PHS), Division of Immunization (CPS, CDC, PHS), DIvision of 
TUberculosis Control (CPS, CDC, PHS), Office of Rural Health Policy (HRSA, PHS), BureaU of Maternal and Child Health (HRSA, PHS), Bureau of Health 
Rflsources Development (HRSA, PHS), Office of Disease Prevention and Health Promotion (OASH, PHS), Office of Minority Hoalth (OASH, PHS). 



ETA 

U.s. Department 
of Labor 

$2,166.40 

OJJDP $72.5 (9- NIJ $4.2 

U.S. Department 
of Justice 
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U.s. Department 
of Transportatlon h 

$0.98 

trrhis figure Includes $33.3 million spent by the Division of Adolescent and School Health (CCDPHP), $0.45 million spent by the Division of Reproductive Health 
(CCDPHP), $23.7 million spent by the Division of STD/HIV Prevention (CPS), $0.525 million spent by the Division of HIVIAIDS (CID), $3.3 million spont by 
Division of Injury Control (CEHIC), and $0.158 spent by the Division of Prevention Programs (CEHIC). 

CThls figure Includes expenditures by the Bureau of Health Care Delivery and Assistance only. Expenditures on adoiescollls by other SUbagencies (e.g., the 
Bureau of Maternal and Child Health) within HRSA were not provlded to OTA. 

drhis figure Includes:$19.5 million spentbythe National Cancer Institute, $0.148 million spent by the National Center for Nursing Research, $2.1 million spent 
by the National Center for Research Resources, $15.4 million spent by the National Heart, Lung, and Blood Institute, $98.2 million spent by the National 
Institute of Allergy and Infectious Diseases, $0.784 million spent by the National Institute of Arthritis and Musculoskeletal and Skin Diseases, $25.1 million 
spent by the National Institute of Child Health and Human Development, $26.6 million spent by the Natlonallnstltute of Diabetes and Digestive and Kidney 
Diseases, $1.3 million spent by the National Institute of Neurological Disorders and Stroke. All are estimates. 

9This Is a very rough estimate by OTA. The Office of Elementary and Secondary Education dispenses most olthe funds that are spent by the U.S. Department 
of Education. The Office has no specific line Items foradolescents, because It distributes grants to schools and othororganlzatlons for various programs that 
are not aimed at a partiCUlar age group. In 1989, the Office of Elementary and Secondary Education disbursed $6.6 billion for all activities. OTA's estimate 
Is based on the assumption that 10- to 18-year-olds are attending grades 5 through 12, which constitute 66.6 percent of elementary and secondary grades, 
not including kindergarten. Two-thirds of $6.6 billion Is $4.4 billion. Since the percentage of adolescents attending school Is likely to bo lower than the 
percentage of younger children attending school, this estimate may be too high. OTA estimates, therefore, that the Office of Elementary and Secondary 
Education spends about $4 billion on education of adolescents. Howover, this estimate does not take Into account that the cost of adolescents' education 
may be higher than that of younger stUdents (e.g. more highly trained teachers, more sophisticated lab equipment). 

frills figure does not Include spending by the following offices within the U.S. Department of Education that also serve adolescents: Office of Bilingual Education 
and Minority Languages Affairs, Office of Planning, Budget, and Evaluation, Office of Postsecondary Education, Office of Vocational and Adult Education. 
These offices were not able to provide OTA with estimates of spending on adolescents. 
9Thls Is a very rough estimate by OTA. The figure was tabulated by using the following percentages on how many adolescents were served In the respective 
programs: 43 percent of the participants In the National School Lunch Program are In grades 7 through 12; 24 percent of the participants In the Supplemental 
Food Program for Women, Infants, and Children ar" pregnant, breastfeedlng, or postpartum fomales undor age 18; and 34 percont of participants In the Food 
Stamp Program are between the ages of 15 and 17. 

hrhls figure does not Include the Federal Highway Administration, which also serves adolescents. 

SOURCE: Office of Technology Assessment, 1991, based on various responses to the Office of Technology Assessment's 1989 questionnaire regarding 
adolescent health Initiatives, Washington, DC, 1989. 
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(e.g., Medicaid, Civilian Health and Medical Pro­
gram of the Uniformed Services) rather than on 
discretionary programs (research, program develop­
ment, some support for services).5o For example, 
Federal spending for adolescents under Medicaid 
dwarfs spending in the National Institutes of Health, 
the Centers for Disease Control, the Alcohol, Drug 
Abuse, and Mental Health Administration, and other 
DHHS agencies combined (figure 13).51 Second, 
even some of the discretionary spending is in the 
form of block grants to States.52 Unless discretion­
ary spending is increased, or moneys are reallocated 
from other population groups or health concerns, 
these approaches to funding for adolescent health 
potentially leave Congress and the U.S. executive 
branch relatively little flexibility in spending for 
adolescent health.53 Third, much of the Federal 
non-block-granted discretionary spending on adoles­
cent health issues is devoted to a limited range of 
specific topics and to a particular perspective on the 
causes of adolescent health problems.54 The focus is 
overwhelmingly on nonenvironmental approaches 
to changing adolescents' behavior. Although no one 
would argue that there are certain behaviors in which 
adolescents should not engage, there is little empha­
sis in Federal programs on viewing problems from 
the perspective of adolescents, improving social 
environments55 in order to potentially effect change 
in adolescent behavior, or improving adolescents' 
access to health services. The fourth issue is that, as 
this problem-specific approach suggests-and OTA' s 
analysis of Federal policies confirms-the Federal 
Government does not have a coordinated approach 
to adolescent health. While there are numerous 
coordinating bodies and memorandums of inter­
agency agreements within the U.S. executive 

branch, these coordinating efforts have not resulted 
in a synchronized approach to adolescent health that 
would prevent both excessive fragmentation and 
unwarranted duplication of effort. 

Congressional Committees 

The fragmented and problem-specific approach of 
U.S. executive branch agencies is understandable, at 
least in part, as a reaction to the multitude of 
congressional committees with a potential role in 
adolescent health. As intended by the U.S. Constitu­
tion, executive branch agencies take their direction 
from the legislation enacted by Congress. As shown 
in table 3, numerous congressional committees and 
subcommittees do or can potentially play a role in 
the many facets of improving adolescent health. 

Two congressional committees and subcommit­
tees play a major role in authorizing legislation 
related to adolescent health: 

• the Senate Committee on Labor and Human 
Resources and its Subcommittee on Children, 
Family, Drugs, and Alcoholism; and 

• the House Committee on Energy and Com­
merce and its Subcommittee on Health and the 
Environment. 

Other congressional committees and subcommittees 
have important roles in various topic, special popu­
lation, or service delivery areas (e.g., the Senate and 
House Committees on Agriculture authorize nutri­
tion programs and rural development programs that 
have the potential to affect the lives of rural 
adolescents; the Senate Finance Committee is a 
major actor in Medicaid legislation). As in the U.S. 
executive branch, certain congressional committees 

SOEntitlements are benefits paid out automatically each year to all who qualify unless there is a change in underlying law: these include Federal 
employee retirement benefits, Medicare, Medicaid, unemployment compensation, Aid to Families With Dependent Children, and supplemental security 
income (218). Congress can influence spending for entitlements by changing program eligibility and benefit rules; spending for entitlements is also 
affected by demographic and economic trends, and by the extent to which individuals seek services (e.g., under Medicaid). Discretionary programs are 
those subject to the aunual appropriations process. 

SlIt is also important to note that general and mental hospital costs accounted for about two-f'lfths of estimated Medicaid expenditures for 10- to 
18-year-olds in 1988 (253). 

52Blockgrants are sums of Federal funds allotted to State agencies (e.g., education, health) which may be passed onto local agencies. States determine 
the mix of services provided and the population served and are accountable to theFederal Government only to the extent that funds are spent in accordance 
with program requirements. Sometimes, however, set-asides are required for specific population groups. 

53Barriers to change in current policies related to the current Federal deficit and recently legislated limitations on increases in domestic discretionary 
spending are discussed below (see "Barriers and Opportunities to Change"). 

540TA's analysis of Federal efforts with respect to adolescents suggests that the adolescent health problems that currently receive the most Federal 
attention are problems related to adolescent sexuality, drug use, and, to some extent, delinquency (other than drug use) (see ch. 19, • 'The Role of Federal 
Agencies in Adolescent Health," in Vol. ill). 

sSA social environment is the aggregate of social and cultural conditions that influence the life of an individual or community. Aspects of the social 
environment particularly important to adolescents include adolescents' families, other adults with whom adolescents come in contact, schools, 
workplaces, recreational facilities, and the media. 



Table 3-Congressional Committees With a Role in Adolescent HealthS 

AP a Handles appropriations AU - Authorizes major program areas o D Oversight of programs 
B _ Sets funding guidelines A = Authorizes specific programs T _ Jurisdiction over funding sources such as trust funds 

Health and Rnancial Future 
Congressional Work, related services access to com petitiveness 
committees and Schools and rb~eation, Special (delivery and health and defense 
sUbcommitteesb Families education and fitness Nutrition groups access) services readiness Other 

Senate committees 
Agriculture, Nutrition, and Forestry<' AU/O NO 

Nutrition and Investigations 

Approprlatlonsd AP/O AP/O AP/O AP/O AP/O AP/O AP/O AP/O AP/O 

Armed Services· AlO AlO AlO 

Banking, Housing, and Urban Affairs' AlO AlO 
Housing and Urban Affairs 

Budget 0 0 0 0 0 0 0 0 0 

Commerce, Science, and Transportationg AUtO AU/O 

Environment and Public Worksh AlO AUtO 

Finance! T/O T/O AUITiO 
Social Security and Family Policy 
Health lor Famill"ls and the Uninsured 

Governmental Affairs! 0 0 0 0 0 0 0 0 AU/O 

aExceptwhere noted, the congressional committees shown in this table are standing committees. Standing committees are committees that are permanent bodies of either the House orthe Senate, 
have responsibility for broad areas of legislation (e.g., agriculture), and are responsible for most of the legislation considered by Congress. The Senate has 16 standing committees, and the House 
has 22 standing committees. Solectcommitteesare committees created to study particular problems or concerns (e.g., Select Committee on Children, Youth, and Families). These committees 
make recommendations but are usually not permitted "3 report legislation to Congress (the one exception is the Select Intelligence Committee). Joint committees are committees composed of 
members from both the House and the Senate. The Joint Economic Committee is the only joint committee which has a policy role v. an administrative role, and reports its findings to Congress. 

bOnly subcommittees that deal extensively with legislation related to adolescent health are noted. A subcommittee is an offshoot of a standing or joint committee and deals with a particular area 
covered by the full comm ittee. There are usually a number of subcommittees within a particular committee. Members olthe subcommittee are also members of the full committee. Subcommittees 
hold hearings and amend bills relating to their particular topic area. The amendments must be voted on in the full committee before returning to the House or Senate floor. 

CThe Senate Agriculture, Nutrition, and Forestry Committee authorizes and exercises oversight over numerous programs administered by the U.S. Department of Agriculture, Including food and 
nutrition programs (e.g., the Food Stamp Program, school nutrition programs) and programs related to rural development. 
~efollowing subcommittees olthe Senate Appropriations Committee deal with programs relevantto adolescent health: Agriculture, Rural Development, and Related Agencies; Commerce, Justice, 

and State, the Judiciary, and Related Agencies; Defense; Interior and Related Agencies; Labor, Health and Human Services, Education and Related Agencies; and Transportation and Related 
Agencies. 

e""he Senate Armed Services Committee authorizes and exercises oversight over numerous programs administered by the U.S. Department of Defense, including the Civilian Health and Medical 
Program ofthe Uniformed Services (CHAMPUS), acivilian health and medical program for retirees and the spouses and dependent children of active duty, retired, and deceased military personnel. 

%e Senate Banking, Housing, and Urban Affairs Committee authorizes and exercises oversight over programs administered by the U.S. Department of Housing and Urban Development, including 
public and private housing p~ograms and community development block grants. 

gThe Senate Commerce, Science, and Transportation Committee authorizes and exercises oversight over programs administered by the U.S. Department of Transportation, Including programs 
related to highway and motor vehicle transportation safety. 

hThe Senate Environmentand Public Works Committee authorizes and exercises oversight over programs administered by the Environmental Protection Agency that alleviate orreduce noise, water, 
. and air pollution. 
'The Senate Rnance Committee authorizes health programs under the Social Security Act, including Medicaid. 
JThe Senate Governmental Affairs Committee has jurisdiction over programs of the Census Bureau. and over the organization of Congrass and the U.S. exer,utive branch. 

Continued on next page 
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Table 3-Congressional Committees With a Role in Adolescent Healtha-Continued 

AP • Handles appropriations AU = Authorizes major program areas o - OVersight of programs 
B ~ Sets funding guidelines A = Authorizes specific programs T = Jurisdiction over funding sources such as trust funds 

Health and Rnancial Future 
Congressional Work, related services access to competitiveness 
committees and Schools and recreation, Special (delivery and health and defense 
subcommitteesb Families education and fitness Nutrition groups access) services readiness Other 

Judiciary' Au/O Au/O 

labor and Human Resourcesl Au/O Au/O AU/O Au/O Au/O Au/O AU/O AU/O Au/O 
labor 
Education, Arts, and Humanities 
Employment and Productivity 
Disability Policy 
Children, Family, Drugs, Alcoholism 

Select Committee on Indian Affairs 0 0 0 

House committees 
Agriculture"' AlO Au/O 

Conservation, Credit, and Rural Development 
Domestic Marketing, Consumer Relations, and 

Nutrition 

Appropriations" AP/O AP/O AP/O AP/O AP/O AP/O AP/O AP/O AP/O 

Armed Serviceso AlO AlO AlO 

Banking, Finance, and Urban AffalrsP AlO AlO 
Housing and Community Development 

Budget 0 0 0 0 0 0 0 0 0 

Education and labor'! AU/O Au/O Au/O AlO AlO Au/O 
Bementary, Secondary, and Vocational Education 
Health and Safety 
Employment Opportunities 
Select Education 

k.The Senate Judiciary Committee authorizes and exercises oversight over programs administered by the U.S. Department of Justice, including Office of Justice and other programs related to juvenile 
justice and delinquency prevention. 

IThe Senate labor and Human Resources Committee authorizes and exercises oversight over a wide range of programs related to health, education,labor, and public welfare. It has jurisdiction over 
the Public Health Service Act, substance abuse programs, education programs, and numerous other programs related to children and families. 
ffiThe House Agriculture Committee authorizes and exercises oversight over programs administered by the U.S. Department of Agriculture, Including food and nutrition programs (e.g., the Food Stamp 

Program, school nutrition programs) and programs related to rural development. 
"The following subcommittees of the House Committee on Appropriations deal with programs relevant to adolescent health: Commerce, Justice, and State, the Judiciary, and Related Agencies; 

Defense; Interior and Related Agencies; labor, Health and Human Services, Education, and Related Agencies; Rural Development, Agriculture, and Related Agencies; and VA, HUD, and 
Independent Agencies. 

CThe House Armed Services Committee authorizes programs administered by the U.S. Department of Defense, including CHAMPUS (see Senate Armed Services Committee above). 
PThe House Banking, Finance, and Urban Affairs Committee authorizes and exercises oversight over programs administered by the U.S. Department of Housing and Urban Development, including 

housing and community development programs. 
CiThe House Education and LaborCommittee authorizes and exercises oversight over a wic;a range of programs related to education,laborstandards, human resources programs forthe elimination 

of poverty and the care and treatment of children (e.g., Head Start, community services block grants,juvenile justice and delinquency prevention, and programs for runaway youths), and job training. 
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Table 3-Congressional Committees With a Role in Adolescent Health"-Continued 

AP - Handles appropriations AU - Authorizes major program areas o - Oversight of programs 
B - Sets funding guidelines A - Authorizes specific programs T _ Jurisdiction over funding sources such as trust funds 

Health and Rnancial Future 
Congrsssional Work, related services access to competitiveness 
committees and School.; and recreation, Special (delivery and health and defense 
subcommil1i1esb Families education and fitness Nutrition groups access) services readiness Other 

Energy and Commerce' Au/O AU/O Au/O AU/o Au/O AlO AlO 
Health and the Environment 

Government Operations' 0 0 0 0 0 0 0 0 Au/O 

Interior and Insular Affairs! AUIO Au/O AU/o Au/O AU/O 

Judiciary" Au/O Au/O Au/O 

Post Office and Civil Service' AlO AlO AlO AlO AlO 

Science, Space, and TechnologyW AlO AU/O Au/O 

Ways and Means' AU/O AlO Au/O AU/O 
Health 
Human Resources 

Select Committee on Children, Youth, and Families 0 0 0 0 0 0 0 0 0 

Select Committee on Hunger 0 0 0 0 0 0 

Select Committee on Narcotics Abuse and ControlY 0 0 0 0 0 0 

Joint committee 
Joint Economic Committee 0 0 0 0 

Economic Resources and Competitiveness 
Education and Health 

fThe House Energy and Commerce Committee authorizes and exercises oversight over a wide range of programs related to health and the environment. It has jurisdiction over the Public Health 
Service Act and biomedical programs and health protection In general (including Medicaid and national health insurance). II also has jurisdiction overthe Clean Air Act and the Safe Drinking Water 
Act. 

SThe House Government Operations Committee has oversight responsibilities related to the organization and reorganization 01 the U.S. executive branch. 
'The House Interior and Insular Affairs Committee authorizes and eXllrcises OVersight over programs administered by the U.S. Department of the Interior, Including programs thai deal with national 
parks and several programs that affect Native Americans. 

UThls House Judiciary Committee authorizes and exerclsesoversight over programs administered by the U.S. Department of Justice, Including Office of Justice and other programs related to juvenile 
justice and delinquency prevention. 

VThe House Post Office and Civil Service Committee has jUrisdiction over programs of the Census Bureau and authorizes pro~J!~ ·;'lS that deal with health and related services for Federal employees 
and their families. 

WThe House Science, Space, and Technology Committee authorizes research and development in science and technology. 
XThe House Ways and Means Committee authorizes and exercises oversight OVer numerous programs of the Social Security Act, including AFDC. 
YThe House Select Committee on Narcotics Abuse and Control Investigates issues relating to substance abuse and the criminal justice system. 

SOURCE: Office of Technology Assessment, based on material from U.S. Congress, Library of Congress, Congressional Yellow Book 16(3) (Washington, DC: Monitor Publishing Co., Fall 1990). 
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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 infonnation 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. 

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, 
supportive approach to adolescents by poli­
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 OptiOBS 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. taking steps to improve adolescents' access 
to appropriate health and related services; 

2. taking steps to restructure and invigorate 
the Federal Government's efforts to im­
prove adolescents' health; and 

3. 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 

Table 4-Summary of Three Major Policy Options 
Related to U.S. Adolescents' HealthB 

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. 

apossible strategies for Implementing these options are presented in taole 
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
ations58 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-<iespite 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-

56In addition to these major policy options, problem- or system-specific policy options are presented below in conjunction with imdings from specific 
chapters in this Report (see "Specific Findings and Policy Options"). 

S7See section below entitled "Barriers and Opportunities to Change." 

S8See below, "Barriers and Opportunities to Change." 



iors (e.g., dangerous driving practices) (235),59 that 
many adults do not really care about them (209),60 
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 com~s to adolescents 
(88). 

These [mdings 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). 
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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 policymakers 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 

S9For example, OTA's Youth Advisory Panel pointed out that while they are formally instructed to abstain from sex, drinking, and drugs, they are 
bombarded daily with contradictory messages from the adult-controlled media. 

60Jbe University 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 "school people" 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 belief (209). (Responses by grade were not reported for other categories of adults.) Overall, however, about 70 percent of adolescents felt 
that "adults" cared about them, and almost 90 percent fell 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 
in their families 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). 

61See ch. 6, "Chronic Physical nlnesses: Prevention and Services," in Vol. n. 
62Some negative attitudes toward adolescents are at least partially based in reality because some adolescents begin to engage in socially disapproved 

behaviors often more characteristic of adnlts (e.g., drug use, drunk: driving, crime, out-of-wedlock pregnancy). However, because these behaviors are 
not normative, they may get more attention (e.g., in the media) than similar behaviors by adnlts. 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.U), adolescents typically begin to question and criticize tradition in ways that may 
be uncomfortable for many adults (71). 

63As described by Baumrind, "Authoritative parents, by defInition, are not punitive or authoritarian. 'They may, however, embrace traditional values. 
Authoritative parents, in comparison to lenient parents, are more demanding and, in comparison to authoritarian-restrictive parents, are more responsive. 
Authoritative parents are 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 afIectively in the sense of being loving, supportive, and committed: they are 
responsive cognitively 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 demondingness. According to several 
comprehensive 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 10 make independent decisions) than do 
adolescent.~ from homes that are predominantly permissive, rejecting-neglecting, indifferent, or authoritarian (13,14,198). (Authoritarian (as opposed 
to authoritative) homes are those in which parents are harsh, rigid, aod domineering, and exert rigid social controls.) For further discussion, see ch. 3, 
"Parents' and Families' Influences on Adolescent Health," in Vol. n. 
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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 teal,;l 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 

fmancial 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.64 

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 ex ami-

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 1-1) could potentially affect almost all 
adolescents. 

Improving adolescents' fmancial access to health 
services (Strategy 1-2)---even if effected in the 
absence of comprehensive services--could touch 
the many adolescents without fmancial 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 fifth strategy 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 

64Note that the estimates of cost are limited to short-term (up-front) costs to the Federal Government and are 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 Federal continuation funding for comprehensive school-linked health centers). More refmed 
cost estimates would depend on a wide range of factors to be decided upon should Congress decide to act upon any of the strategies specified 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 health care professionals used to provide the services; the types of financing mechanisms c:mployed; the relative 
contribution of Federal and local authorities). It was beyond the scope of the present Report to estimate such a wide range of potential costs. 

6SNot all services are available at all centers. Referral and integration is an extremely important aspect of providing appropriate care for adolescents 
(15). 

66See ch. IS, "Major Issues Pertaining to the Delivery of Primary and Comprehensive Health Services to Adolescents," in Vol. m. 



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

Access issue addressed 

Time for 
Strategy Physical Legal Knowledge Affordability Approachability expected impact 

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. 

1-1 a: Provide Federal seed money fer the development X X X X X Immediate and 
of school-linked and other community-based long term 
centers that provide comprehensive health and 
related services for adolescents. 

1-1b: Provide Federal continuation funding for already X X X X X Immediate and 
established school-linked and community-based long term 
centers that provide comprehensive services for 
adolescents. 

1-1 c: Reduce existing barriers to the delivery of com- X X Near term; study 
prehensive services in adolescent-specific cen- needed 
ters. 

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

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

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

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

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

Strategy 1-3: Congress could take steps to Improve 
adolescents' legal access to health services. 

1-3a: Encourage the U.S. executive branch or a nongov- X Medium term 
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 X Immediate 
FederaVState programs to adopt particular sub-
stantive policies with respect to parental consent 
and notification. 

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

Rough estimate of 
(direct) cost to 

Federal Government 

Could be high 

Could be high 
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None 

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

Strategy 

Strategy 1-4: Congress could Increase support for 
traIning of health care providers who work with 
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 manda te adolescent 
participation in the design of programs and 
research that affect adolescents at the Federal, 
State, local, and private level. 

SOURCE: OHice 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 1-1: 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 
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Photo credit: rt:I Peter Byron, Morris 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,7o funding 

67For further discussion, see ch. 15, "Major Issues Pertaining to the Delivery of Primary and Comprehensive Health Services to Adolescents," in 
Vol.ID. 

68The precise number of comprehensive service centers designed specifically to serve the needs of adolescents is not known (see ch. 15, "Major Issues 
Pertaining to the Delivery of Primary and Comprehensive Health Services to Adolescents," in Vol. III). Strategy 2-4 (below) addresses data collection 
issues pertaining to health services for adolescents. 

69por a discussion of services provided by existing school-linked health centers, see ch. 15, • 'Major Issues Pertaining to the Delivery of Primary and 
Comprehensive Health Services to Adolescents," in Vol. m. 

7OBoth the Robert Wood Johnson Foundation-funded school-based clinics and the State of New Jersey-funded school-linked 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 operation 74; 

• 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 Hagadorn, Titusville, NJ 

There Is as yet little 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 

71For example, certain communities will objectto having a school-linked health center that distributes contraceptives; others will object to such a center 
prescribing contraceptives (to be obtained elsewhere in the community); others may object to such a center including any facet of family planning or 
reproductive services. 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 vary in the extent to which they provide services related to adolescent sexuality (see 
ch. 15, "Major Issues Pertaining to the Delivery of Primary and Comprehensive Health Services to Adolescents," in Vol. 111). 

72See ch. 6, "Chronic Pbysicalllinesses: Prevention and Services," in Vol. II, and in Vol. ill, ch. IS, "Major Issues Pertaining to the Delivery of 
Primary and Comprehensive Health Services to Adolescents," ch. 16, "Fmancial Access to Health Services," ch. 17, "Consent and Confidentiality 
in Adolescent Health Care Decisionmaking," and ch. 18, "Issues in the Delivery of Services to Selected Groups of Adolescents." 

73As noted in ch. IS, "Major Issues Pertaining to the Delivery of Primary and Comprehensive Health Services to Adolescents," in Vol. m, some 
observers have expressed grave concerns that the use of sliding fee scales, or any financial requirements, will reduce adolescents' perceived access to 
services. 

74Evening and weekend hours are sometimes, but not always, an element of comprehensive service centers for adolescents. 

75See ch. IS, "Major Issues Pertaining to the Delivery of Primary and Comprehensive Health Services to Adolescents," in Vol. m, for further 
discussion. Some of these problems could be addressed through the provision of additional funding to existing centers. 



have to close completely76 or fail to completely 
implement their program designs (115). 

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-linked 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 1-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 l-lc) (see 
table 5). 

Strategy 1-1a: Provide Federal seed money for 
the development of school-linked and other com-
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Photo orocJit: 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 nott~, 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 gamer 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 co~prehensive 

76For example, funding from the Robert Wood Johnson Foundation for school-linked health centers is scheduled to end in 1993. See ch. 15, "Major 
Issues Pertaining to the Delivery of Primary and Comprehensive Health Services to Adolescents, " in Vol. m, for discussion. 

77See ch. 15, "Major Issues PeI1aining to the Delivery of Primary and Comprehensive Health Services to Adolescents," in Vol. m. 
78 As described in ch. 15, "Major Issues PeI1nining to the Delivery of Primary and Comprehensive Health Services to Adolescents," in Vol. m, the 

States of Kentucky, Iowa, Florida, New York, and New Jersey are experimenting with providing comprehensive school-linked services to adolescents 
to one degree or another. Other local jurisdictions (Minneapolis; Pittsburgh; Cleveland; Washington, DC; Alexandria, VA) also provide support for such 
services (140). 
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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 1-1 b: ~rovide 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 l-lc: Reduce, through legislation or 
regulation, existing barriers to the delivery of 
comprehensive services in adolescent-specific 
,~enters. 

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 center~ :<:;ceiving 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 

79See section above entitled "What Is the Federal Government's Role in Improving Adolescent Health?" 

8OJ:mportantly, 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 Health Services to Adolescents," in Vol. ill, staff also work to coordinate individually funded programs so that they work to benefit 
individual adolescent Door "members." 

BIAs discussed below, such continuation funding could eventually be applied for by programs receiving seed moneys. 

820TA was unable to fwd data describing private insurance limitations on nonphysician health care providers, but private insurers may have such 
limitations. 



federally funded program or could itself exclude 
such services.83 

Federal policymakers 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 interdisciplinary 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 fmancial, 
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 providLng Federal support. One concern that 
arises with Strategies I-Ia and l-Ib above (and, to 
a lesser extent, to I-Ic) is that providing Federal 
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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 

83The statement of the National Conference of Catholic Bishops on school-based clinics suggests that either approach would have the possibility of 
gaining the support of this organization. In its 1987 position paper, the National Conference of Catholic Bishops acknowledged that the basic health care 
needs of many young people are not being adequately addressed, and suggested that school-based clinics' 'that clearly separate themselves from the 
agenda of contraceptive advocates may provide part of an effective response to the health needs of young people" (154). Although more than 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 73 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 on exclusive emphasis on pregnancy prevention. 

84This is not to say that a broad range of health care providers currently providing care in traditional settings (e.g., private offices, general community 
clinics) or potentially interested in adolescent clinics as alternative settings should not be adequately paid for their services. During their evaluation of 
six school-based clinics, Kirby and Waszak observed that cost-cutting measures led to heavy staff turnover, which reduced the continuity of the 
relationships that can be developed between clinic and students and, potentially, the clinics' effectiveness (105). Although the topic has been studied 
minimally, the few studies that have been conducted, the remarks of trusted observers and of adolescents themselves, suggest that the quality of the 
interpersonal relationship between health care provider and adolescent is essential to maintaining adolescent involvement in health care (115,122,235; 
see ch. 15, "MajorIssues Perta.ining to the Delivery of Primary and Comprehensive Health Services to Adolescents," in Vol. III). 

85See ch. 15, "Major Issues Pertaining to the Delivery of Primary and Comprehensive Health Services to Adolescents," in Vol. m. As discussed in 
ch. 15, issues of leadership and role ambiguity can be pervasive in programs that do attempt to deliver care using an interdisciplinary approach. 
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flexible in providing Federal support for funding, 
to provide technical assistance to communities 
that wish to deveJop 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 Stretegy 
l-lc (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.8S 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 fmancially 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 
work,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. 

86For example, the State of New Jersey required a 25-percent matching grant from the local community; the matching grant could take the form of 
physical space or the provision of services as well as cash (205). 

87The extent to which these issues are relevant to Strategies 1-1 a and 1-1 b depend on the overall structure of financing for comprehensive adolescent 
services. 

88 As of 1989, five States prohibited Medicaid payment for health services delivered in schools, even by physicians. States 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 Slate Medicaid coverage of certified pediatric and family nurse practitioners as of July 1, 1990 (see ch. 16, "Financial Access to 
Health Services," in Vol. ill). 

89Exceptions to these commonplace occurrences, and ways that some comprehensive services centers have sought and obtained third-party payment 
without impairing adolescent confidentiality, are discussed in cbs. 15 and 16, in Vol. ill. 

90See also ch. 16. "Financial Access to Health Services," in Vol. ill. 

91For the most part, adolescents' insurance status reflects 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 smal1er (169,000). See ch. 16, "Financial Access to Health Services," in Vol. m. 



,-----------------

Congress could adopt several strategies to address 
these financial access problems: mandate an imme­
diate expansion of Medicaid (Strategy 1-2a), man­
date that employers provide health insurance for 
their uninsured workers and dependents (Strategy 
1-2b), fund Medicaid outreach efforts (Strategy 
1-2c), and prevent private insurers from reducing 
coverage benefits (Strategy 1-2d) (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 estimated 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 Aid 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 
policymakers 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 
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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 1-2b: 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 

92As noted in ch. 16, "Financial Access to Health Services," in Vol. ill, OTA estimated that an immediate expansion of Medicaid eligibility for 
adolescents up to 100 percent of')Overty that retains current Aid to Families With Dependent Children (AFDC) categorical requirements would cover 
621,000 (13.5 percent) of those adolescents currently uninsured; this kind of expansion would be a step backward from the expansion voted under 
OBRA-90, which eliminates (.:I/egorical requirements. Congress could support an immediate expansion of Medicaid eligibility for all adolescents up 
to 100 percent of poverty, dropping all AFDC categorical 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 poverty level eligible for Medicaid), not examined quantitatively by OTA, are, of course, also possible. 

931t should be noted, on the other hand, that many preventive and early intervention programs may in fact increase ovemll health care costs-their 
value lies in reduced suffering and, possibly, in increased productivity. 

940TA estimated that 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 another 2.55 million uninsured adolescents (equal to 55 percent of those without health 
insurance coverage in 1987). An additional 255,000 adolescents (another 5.6 percent of those without health insurance covemge in 1987) would be 
covered by changing the mandate to 18 hours per week. See ch. 16, "Financial Access to Health Services." in Vol. ill. 

9SSome adolescents covered by either of these two strategies would be cllvered under the other one as well. A combination of a Medicaid expansion 
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-employed. 
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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 v/ho 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 any needed treatment.96 However, 
as also discussed in chapter 16, "Financial Access 
to Health Services," in Volume ill, 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, Medicaid's per capita expenditures for 
EPSDT screening for adolescents ($4 per capita 
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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 1-2d: 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 

96These and other EPSDT reforms were enacted as pan of OBRA-89. Current EPSDT requirements are described in ch. 16, "Financial Access to 
Health Services," in Vol. m. 1b OTA's knowledge, a study of the extent to which States are implementing the OBRA-89 mandate to screen and treat 
Medicaid-eligible children has not been scheduled. 

97The only data available are for 1988 and thus precede the enactment of OBRA-89. In addition, available data have certain shortcomings resulting 
from limitatious in the Health Care Financing Administration's (HCFA) data system (see app. C, "HCFA's Method for Estimating National Medicaid 
Enrollment and Expenditures for Adolescents," in Vol.llI). Nevertheless, they are the only quantitative data available. 

98It is important to note that general and mental health hospital costs accounted for about two-fifths of Medicaid expenditures for 10- to I8-year-olds 
in 1988 (253). 



any such moves by private insurers. Congress could 
perhaps require that adoles{:ent 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 l'nd other 
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statutes, Supreme Court decisions, the decisions of 
other Federal and State courts, and regulations 
issued by government agencies.1OO 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 a:e 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.10l 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 all 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, 

99 A "self-insured" plan is a health benefit plan in which the fmancial rislc for provided medical services is assumed by the employer or sponsor. From 
the time of the enactment of the Federal legislation that exempted self-insured plans from State mandates in 1974 to 1987, the percentage of employees 
covered by a self-insured, employer-sponsored conventional health plan rose from about 5 percent to nearly 60 percent See ch. 16, "Financial Access 
to Health Sr.rvices," in Vol. ill. 

llXlTbis body of law is summarized in ch. 17, "Consent and Confidentiality in Adolescent Health Care Decisionmaking," in Vol. m. For extensive 
legal citations on laws pertaining to adolescent health care decisionmaking, see J.D. Gittler et aI" "Adolescent Health Care Decisiol1IX1llkix1.g: The Law 
and Public Policy" (76). 

101The age of majoIity is 18 in all States but Alaska, Nebraska, and Wyoming, where it is 19. 

102The five are Alabama, Kansas, Rhode Island, South Carolina, and Oregon. 

103 As noted in ch. 17, ,. Consent and Confidentiality in Adolescent Health Care Decisionmaking," in Vol. ill, the terms used in these statutes vary. 
Some statutes allow minors to consent to services for "sexually transmitted disease"; other statutes use the term "venereal disease," or '''infectious, 
contagious, tlJlT.municable, and reportable diseases." 
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and individual providers have been found to vary 
considerably in their approach to these issues.104 

Some empirical evidence indicates that parental 
consent and notification requirements may impose 
barriers to some adolescents' access to health 
services. !Os 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. 106 

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 
(5,18,103,104,119,120,327), 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 determining 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 maintaining author­
ity over their adolescent child, in protecting 
their family's autonomy and privacy, in direct­
ing the upbringing of their children, and in 

I04See ch. IS, "Major Issues Pertaining to the Delivery of Primary and Comprehensive Health Services to Adolescents," and ch. 17, "Consent and 
Confidentiality in Adolescent Health Care Decisionmaking, " in Vol. m. 

10sII is not clear that parental notification requirements are any less of a barrier to adolescents' access than parental consent requirements. 

I06Inpatient mental health services pose special problems in the area of consent. About two-thirds of States have statutes that allow parents, as a 
concomitant of the parental consent requirement, to make a "voluntary committnent" to a mental health facility of a minor child. These statutes vary 
substantially in the safeguards they provide against inappropriate hospitalization or institutionalization to manage' 'troublesome" minor children who 
may not have severe mental health problems (326). 

I07Because the existing literature on adolescents' capacity to consent is not conclusive and is focused mostly on white, middle-class adolescents, the 
option of funding additional studies on this topic is presented in table 24 in the section entitled "Specific Findings and Policy Options," below. 



being protected from fmancialliability 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. lOB 

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. 109 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 1-3b), 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 1-3a: 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 
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There are sound reasons for promoting parental 
involvement in adolescents' health care decision making. 
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 

108See box 17-B, "A Conceptual Framework 1b Aid Public Policymakers in Formulating Policy Related to the Allocation of Authority for Adolescent 
Health Care Decisionmaking," in ch. 17 in Vol. m. 

I09Several approaches for increasing support for adolescents' families are discussed in Strategy 3-1 in Major Option 3, below. 

llOSee primarily ch. 3, "Parents' and Families' Influence on Adolescent Health,'! in Vol. II, but also ch. II, "Mental Health Problems: Prevention 
and Services"; ch. 12, "Alcohol, Thbacco, and Drug Abuse: Prevention and Services"; ch. 13, "Delinquency: Prevention and Services"; and ch. 14, 
"Homelessness: Prevention and Services," in Vol. m. 

llISee 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. m. 
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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 unhelpfu1.1l3 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 mv 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 1-3b: 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 planning 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 explicit 
directives from Congress or Federal agencies, the 
administrators of federally funded programs are 
free-lio 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, 

112See above for the argument, as yet unproven, but likely, that access to some early intervention services would be cost-saving in the long-term. 

113Such is largely the case with the ethical statements on this issue of several health care provider organizations. See ch. 17, "Consent and 
Confidentiality in Adolescent Health Care Decisionmaking," in Vol. m. 

1I4There have heen exceptions, for example a rule issued by DHHS in 1987, which prohibits federally funded alcohol or drug abuse programs from 
notifying a minor's parent of the minor's application for treatment without the minor's consent, but only in States where State law permits minors to 
obtain alcohol or drug treatment without parental consent (42 CPR., Part 2 2.214 (1989». 

115rn 1983, DHHS unsuccessfully attempted to promulgate regulations requiring that family planning clinics receiving Federal funds under Title X 
of the Public Health Service Act notify parents of unemancipated minor children when contraceptives were prescribed. These regulations-issued 
pursuant 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 participation in projects assisted under this section (42 U.S.C sec. 
300(a)(1982»-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. 



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 (Le., 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 SID 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 
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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.1l6 

• 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.ll7 A 
little under one-quarter of the States have 
statutes requiring parental notification of a 
minor's abortion decision.1l8 

• 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. 

l16The u.s. Supreme Court ruled in Carey v. Population Services International (431 U.S. 678 (1977» that minors as well as adults have 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 ouly 
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 services. 

117Pederal constitutional law regarding the permissible scope of State regulation of abortion is in flux. In the wake ofits landmark 1972 Roe v. Wade 
decision (410 U.S. 113 (1973», the U.S. Supreme Court issued several decisions that have extended to minors at least some constitutional protections 
with respect to abortion (e.g., any parental consent requirement for a minor's aborti"u 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 Missouri v. Danforth (428 U.S. 52 (1976», In Bellotti v. Baird (Bellotti ll) (443 U.S. 622 (1979», 
City of Akron v. Akron Center for Reproductive Health, Inc. (462 U.S. 416 (1973», and Planned Parenthood Association v. Ashcroft (462 U.S. 476 
(1983». A 1989 case that did not directly address the question of parental consent, Webster v. Reproductive Health Services (109 S. Ct. 3040 (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. 

118The U.S. Supreme Court has not dealt extensively with parental notification in cases involving abortion services for minors. In June 1990, however, 
the Court handed down two decisions that may furnish the impetus for further State legislative activity aimed at requiring parental notification in the 
case ofaminor's decision to have an abortion, Hodgson v. Minnesota (110 S. Ct. 2926 (1990» and Akron Center for Reproductive Health (110 S. Ct. 
2972 (1990». 
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• 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 t(~ 
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 

If Congress decides that greater coherence and 
uniformity in State laws is desirable, it could enact 
legisl~tion 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 discassion 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 
au1.hority 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. I21 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. I22 

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 hnmediately. 

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

119See ch. II, "Mental Health Problems: Prevention and Services," in Vol. IT. 

l20Jn 1990, Oklahoma, Virginia, and Wyoming enacted such laws (73a). 

121This problem is discussed at length in ch. 15, "Major Issues Pertaining to the Delivery of Prima')' and Comprehensive Health Services to 
Adolescents," in Vol. m. 

122por further discussion, see ch. 6, "Chronic Physical illnesses: Prevention and Services," and ch. II, "Mental Health Problems: Prevention and 
Services," in Vol. IT and ch. 15, "Major Issues Pertaining to the Delivery of Primary and Comprehensive Health Services to Adolescents," and ch. 17, 
"Consent and ConfidentiaIity in Adolescent Health Care Decisionmaking," in Vol. m. 
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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 decilned 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 
tenns 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 

Infonnation 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. Empowennent 
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-
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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 empowennent 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 1-5b). 

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 infonnation 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 10th 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 infonn 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 corrunon 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 swprising 
that adolescents may be in-informed about access to 
health services. 

Issues-Knowledge about the availability and 
need for health services imp;:uted independently to 
adolescents could be perceived (as health education 
often is) as interfering with parental p:rerog~tives. 
But in fact, if done well, it could open up avenues for 
pare'lt-cbild discussion, and opportunities for par­
ents to help educate their children about using heruth 
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 Conter, 
Granada Hills, CA 

Adolescent participation In health services planning can 
tai;e the form of special adolescent advisory panels or 

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

advice on a regular basis. 

Strategy l-Sb: 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 Permanente health maintenance 
organization in the Los Angeles area) and should be 
able to provide advice to organizations interested in 
involving adolescents in governance.l24 

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 

123Some elements of the executive branch are 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 programs was more prevalent in the 19708. For example, the 
Community Mental Health Centers Amendments of 1975 (Public Law 94-63) included requirements for citizen participation in governance and in 
program evaluation, but the requirement for citizen evaluation was overturned with the enactment of alcohol, drug abuse, and mental health block grant 
legislation (Public Law 97-35) (268,269). The 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 advisory 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), fInanced through a Tille IX grant from the 
Community Services Administration in DHHS. 

124The Young Americans Act (Public Law 101-501) (discussed below) requires the participation of young people in the Federal Council on Children, 
Youth, and Families and the 1993 White House Conference on Children, Youth, and Families established by the act. 



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's 
efforts to improve U.S. adolescents' health are 
shown in table 6. To address the issues of fragmenta­
tion, 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). 
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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 tabk. 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 101st 
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) 

125The new law esiablishes several Federal initiatives to promote" the best possible physical and mental health" for all children and youth, including: 
• an office of "Commissioner" within the Administration on Children, Youth, and Families of DHHS, to serve as an advocate for children across 

Federal agencies; 
• a State grant program to assist State~ with the planning and coordination of services and developing family resource and support programs; 
• a National Center on Fa,mily Resource and Support programs to gather and disseminate information and provide train.ing 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 

Strategy 

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 levei, 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 
adolescent health problems.a 

2-2b: Provide support for multisite rigorous research and demonstra­
tion 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 councils to provide ongoing advice to Federal 
agencies on research directions in adolescenr 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 level 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 
collectlon_ 

Policy issue addressed 

Highest coordination, highest 
visibility for adolescent issues 

Some coordination, high vis-
ibility for adolescent issues 

Coordination, visibility for 
adolescent issues 

Coordination 

Provide needed services, en-
hance future policy decisions 

Provide needed information to 
adolescents, enhance Mure 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 

aSpecific areas found by OTA to be In particular need of development are listed In table 7. 
bDoes not include the cost of funding actual research. 

lime for Rough estimate of (direct) 
expected impact cost to Federal Government 

Immediate High 

Long term Medium 

Medium term Medium 

Long term LDw 

Immediate and long term Depends on number and 
type of activities supported 

Immediate and long term Medium 

Short to medium term and loW> 
long term 

Longer term loW> 

Immediate and long term High 

Longer term Could be high 

Depends on specific strat- Depends on specific strat-
egies selected egies selected 

CCongress could frame the request in such a way that specific health-related findings for specific age, gender, racial, ethnic, income, regional, and residential groups are highlighted. This would 
encourage the coU&etion of appropriate data. 

SOURCE: Office of Technology Assessment, 1991. 

.... 
~ 
o 
:h. 

2-
CD en 
~ 
<b 
=:! ...... 

~ s 
I 

C§= 
c: 
:3 
<b 

/' 



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 2-1a) or without line 
responsibilities (Strategy 2-1b) or create a new 
Federal agency within an existing Cabinet depart­
ment (S trategy 2-1c) or create a new interdepartmen­
tal, interagency adolescent health coordinating body 
(Strategy 2-ld) (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 
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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 2-1a: 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 2-1b: Create a new Federal agency at 
the Cabinet level, but without line responsibili­
ties, to coordinate efforts fetated 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 2-1c: Create a new agency within an 
existing Cabinet department (e.g., the U.S. De-

126RecenUy, the Federal Governmenthas beenrecognizing the cross-condition needs of otherpopuJation groups. Primary examples include the National 
Institute on Aging (within the National Institutes of Health of DHHS), the Office of Minority Health (in the Public Health Service of DHHS), and the 
Office of Women's Health Research (within the National Institutes of HealLI1). These efforts are small, generally research- rather than service-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 serve the needs of certain groups. 
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vartment 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 perf01TI1 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. 

Sirategy 2-1d: Mandate the creation 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 ASS8SSmElnt 

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 example, an agency on adolescent research issues was created in 1972 as an offshoot of the Interagency Panel on Early Childhood Research 
and Development, itself established in 1970 in response to evidence that agencies sometimes "duplicated research and ignored important gaps in 
research" (258). According to a recent document by the Panel, now known as the Interagcmcy Panel on Research and Development, "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 addition, special studies were performed on cross-cutting issues that were common to the work performed by 
the agencies on selected topics of special interest to memher agencies as well 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, Education, Health and Human Services, Justice, Labor, State, and 
Transportation. The panel is chaired by a representative from the Administration on Children, Youth, and Families in the Family Support Administration 
ofDHHS. Other examples of existing and past coordinating bodies with a role in adolescent health can be found in ch. 19, "The Role of Federal Agencies 
in Adolescent Health," in Vol. m. 
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There is little 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 
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Very often, adolescents have little control over the food 
avaJlable 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 prevention and treatment 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, 
homelessness 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 OTA's 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 llJ.at 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 NeedsR 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 

D 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 healthful 
-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 obtalning 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 preventiveC and treatment services 
• To prevent adolescent pregnancy: 

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

-Sexuality/pregnancy prevemion education for young adolescents, before they are likely to be sexually active 
-Parent-child communicatiol" groups with a focus on sfj)(uality 
-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 arld 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 t;..:iolescents 

Adolescent treatment/service delivery: examples' areas In particular need of program development and accompanying 
evaluation 

• 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 

• 10 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 Needs8 b-Continued 

• To treat mental health problems: 
-Information to adolescents about when and how to seek mental health i>ervi.c·:3J 
-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 program!l, 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 facHities 
-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. closed 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 adolescents, ...5 discussed under "Major Findings," the areas of health promotion, problem prevention, and treatment often overlap. 
bNote that 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); specffic Interventions that are being widely used but have not been adequately evaluated 
(e.g., Inpatient v. outpatient treatment for mental hee,lth 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 Important 
approaches, which are: 1) to develop methods of comprehensively addressing adolescent health Issues, within a context of health promotion, rather than 
splintered efforts to flreventdlscrete 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). 

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

drhls ReportfoCllsed 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 OTAreport, Healthy Children: Investing in the Future, 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, l\>;: 1. 

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 
apptoach 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 the 
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,l28 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-

J28See, 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 
honeet 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 gaining 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 wen-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 (117). 

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
sear,~h expenditures on adolescent development and 
health are small, focused on a relatively narrow 
spectrum of problems, and fixed 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' 

129The 1988 DHHS National Survey of Family Growth found that more than one-third offlIStmarriages among women ages 15 to 44 had already ended 
in separation, divorce, or widowhood, and among women who had been married for the flISt time in 1974 or earlier, the proportion of disrupted fU'St 
marriages approached half (293). Also see ch. 3, "Parents' and Families' Influence on Adolescent Health, .. in Vol. n. 

l30The Centers for Disease Control in DHHS is charged with developing human immunodeficiency virus (HIV)-related education prevention for 
out-of-school youth. For discllssion, see ch. 9, "AIDS and Other SexualIy Transmitted Diseases: Prevention and Services," in Vol. n. 

I3ISelected major strategies for improving adolescents' environments are disclISsed below under Major Option 3 ("Congress could take steps to 
improve environments for adolescents"). 



lives, a situation that has left informed observers 
perennially disappointed witi.. 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 councilor councils to 
provide ongoing advice to Federal agencies on 
research directions in adolescent heaIth.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 developmem of 
research agendas in normal adolescent development, 
risk and protective factors in adolescent health and 
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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 cound Is 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 (8,51,62,93,102,153,340), can help 
to provide the groundwork for an improved ap­
proach to adolescent health research. 

132This council or councils could be similar to those currently advising the National Cancer Institute (within the National Institutes of Health ofDHHS) 
and the National Institute of Mental Health (within the Alcohol, Drug Abuse, and Mental Health Administrntion 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 RS 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 deficiynt.133 bata 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 2-4a) 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 agencyl34 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 aIid 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); 
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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 [mdings 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 

133See app. C, "Issues Related to the Lack of Information About Adolescent Health and Health and Related Services." 

134 A central Federal locus for adolescent health issues would provide an appropriate organizational setting through which to collect and disseminate 
such data (see Major Option 2, Strategy 2-1 on creating a locus for a strong Federal role in addressing adolescent health issues). 



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 can 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.l35 

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. 136 

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, di'ug use). Alternative means of collecting data 
from adolescents, or making concerted efforts to 
verify infonnation 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 
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Photo credit: Education Wook 

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 

13SFor example, the Youth Risk Behavioral Survey, which was being designed by a steering committee supported 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 specific items of particular importance. In this way, a core of information will be available nationally, and localities will have information of 
importance to them as well as national comparative data (277). Similarly, the Young Americans Act called for States wishing to apply for formula grants 
for the purpose of improving the coordination of services provided to children, youth, and families, to prepa.'e reports with detailed information gathered 
by the State on young individuals and the families of such individnals concerning: 1) age, sex, race, and ethnicity; 2) residences; 3) incidence of 
homelessness; 4) composition of families; 5) economic situations; 6) incidence of poverty; 7) experiences in care away from home; 8) health; 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 IX, Subtitle A, Chapter 2, Sec. 931). 

136In addition, it may require training for additional researchers trained to work with adolescent respondents. 
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a proscribed or c,langerous behavior,137 but these 
concerns may be a function in part of communities 
not knowing how to proceed when they do fmd 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: Congr~ss 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 Impruve 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. leaching 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).1<W By 
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 

137 A possible exception are the fmdings from some suicide prevention research studies that mass-oriented suicide prevention' 'interventions" (e.g., 
the showing of fIlms about adolescent suicide on television) have resultrd in a small, but statistically significant, increase in adolescent suicide (see ch. 
II, "Mental Health Problems: Prevention and Services," in Vol. II) However, these were films and not questionnaires. 

138For example, the National Commission on the Role of the School and the Community in Improving Adolescent Health recommended that 
communities establish coordinating councils for children, youth, and families that develop local solutions to local problems (153). 

139The physical environment is also important, but this Report focnsed on the social environment. Other reports by OTA have focnsed on potential 
health effects of the physiCal environment, although they have not focnsed specifically on adolescents. See for example: Catching Our Breath: Next Steps 
for Reducing Urban Ozone (227); Technologiesfor Reducing Dioxin in the Manufacture of Bleached Wood Pulp (226); Acid Rain and Transported Air 
Pollutants: Implicationsfor Public Policy (222); Neurotoxicity: Identifying and Controlling Poisons of the Nervous System (231) and Complex Cleanup: 
The Environmental Legacy of Nuclear Weapons Production (234). 

l4OJ'he Healthy People 2000 report identified 32 "health status" and "risk reduction" goals for adolescents and young adults, and 34 such goals for 
children (260). A health status goal is defined in terms of a reduction in death, disease, or disability (e.g., "Reduce deaths among youth aged 15 through 
24 caused by motor vehicle crashes to no more than 33 per 100,000 people" (Healthy People Objective Number 9.3b). A risk reduction goal is defmed 
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). ft is important to note thatDHHS notes that the report Healthy People 
2000, although published by DHHS, "does not reflect the policies or opinions of anyone organization, including the Federal Government, or anyone 
individual" (260). It is viewed by DHHS as "the product of a national process" (260). However, in transmitting the report to the Secretary ofDHHS, 
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). 

141TheAmericanMedicai Association's "Healthier Youth by the Year 2000 Project" publication, Healthy Youth 2000, provides afuller accounting 
of the Healthy People 2000's national health promotion and disease prevention objectives applicable to adolescents (defined by the American Medical 
1I.ssociation project as ages 10 through 24) (6). The American Medical Association publication excerpted objectives from the DHHS publication Healthy 
People 2000 (260) pertaining to all or part of the age group 10 to 24. In addition, the American Medical Association publication includes" Additional 
Objectives" culled from Healthy People 2000, organized according to roles for "professionals in health care, education, community, and govemment 
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 (DIlliS) 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 DIlliS as related to adolescents l 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 to- 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 DIlliS as targeting adolescents but could 

potentially affect adolescents, among them: 
• increasing the availability and accessibility in the community of physical activity and fitn.ess 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 underserved 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; 

lThe health promotion and disease prevention objectives are organized injtially by strategy (e.g., health promotion, health protection. 
preventive services, and SlUYeillanceand data systems), not by population group (260). Then, a separate section of the Healthy People 2000 report 
lists the objectives as they pertain to certain age groups (i.e., children, adolescents and young adults, adults, and older adults) and "special" 
populations (Le., people with low income, blacks, Hispanics, Asians and Pl\Cmc Islanders, American IDdians and Native Americans. and people 
with disabilities). ' , 

Continued on next page 
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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; ,Ie 

• extending to 50 States emergency medical services and trauma systems linking prehospital, hospital, and 
rehabilitation services; 

• perfonhing testing for lead-based pamt in homes built before 1950; 
o extending to all long-term institutional facilities (including juvenile homes and detention fac:ilities) the 

requirement that oral examinations and services be provided no·later than 90 days after entry mto these 
facilities; and 

• extending requirement of the use of effective h~d, face, eye, and mouth protection to all organizations 
sponsoring sporting and recreation events that pose risk of injury. 

SOURCE: Office of'Iechnology Assessment, 1991, based on U,S. I)epartment of Health and Human Services, Public Health Service, Healthy 
People 2000: National Health Promotion and Disease Prevention Objectives, conference edition (Washington, DC: September 
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 3-1). Another 
strategy would be for Congress to take steps to 
reduce the adolescent death and injury toll from 
fIrearms by reducing adole:sc~nts' access to fIrearms 
(Strategy 3-2). A thir,j 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 
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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 

142See ch. 3, "Parents' and Families' Influence on Adolescent Health," in Vol. II. 

143Por example, schools have not adjusted their policies to the fact that both (or the single) parents of 60 percent of adolescents work full time. 



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

Strategy 

Strategy 3-1: Congress could take steps to Increase support to 
families 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 199{). 

SOURCE: Office of Technology Assessment, 1991. 

Policy issue addressed 

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. 
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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 (If 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
centsl46). 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 countrie:' 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 

hlOwledge 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., ~/.';:cidental injuries).I48 In 
addition, adolescents are increasingly the victims of 
fIrearm-related homicides committed by persons of 
all ages.149 

Much needs to be detlermined about how adoles­
cents gain access to fIrearms, particularly those 
fIrearms that are usP.d without parents' knowledge 
and for illegitimate purposes (e.g., see 336).150 
Nonetheless, international comparisons of youth 

145For example, the Family and Medical Leave Act, which was passed by the 101st Congress but vetoed by the President and not overridden by the 
Congress (H.R. 770), applied primarily to family leave fornewbom or adopted children, although it would have covered unpaid family leavefor seriously 
ill children. 

146Strategies for recreational and youth service opportunities thlit are appropriately overseen by adults (Strategies 3-3 and 3-4 below) are relevant to 
child care for adolescents. 

147Some State laws also limit the ownership, purchase, and possession of guns by minors. The laws vary widely by State. 
148See ch. 5, "Accidental Injuries: Prevention and Services"; ch. 11, "Mental Health Problems: Prevention and Services"; ch. 13, "DeIinquency: 

Prevention and Services," in Vol. II. 
149See ch. 13, "Delinquency: Prevention and Services," in Vol. II. 
l5Opor example, Healthy People 2000 gave as goals for reducing violent and abusive behavior 20 percent reductions in: 1) the proportion of weapons 

(i.e., not limited to guns) that are inappropriately stored and therefore dangerously available, and 2) the incidence of weapon-carrying by adolescents 
aged 14 through 17 (260). DHHS noted, however, that baseline data for the first objective would not be available until 1991, and for the second objective, 
1992 (260). (The only apparent objective specific to firearms was R "services and protection" goal related to unintentional injuries (not violent and 
abusive behavior) that, by the year 2000,50 States would have laws' 'requiring iliat new handguns be designed to minimize the likelihood of discharge 
by children" (260).) 

The National Adolescent Student Health Survey asked ouly 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: Prevention and Services," in Vol. TI). The U.S. Consumer Product 
Safety Commission collects information about adolescents' emergency room visits associated with numerous consumer products, but not about 
emergency room visits related to guns (sec ch. 5, "Accidental Injuries: Prevention and Services," in Vol. Il). Wright and Rossi noted in their book 
summarizing their survey of weapons Il('.quisition 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 they included "the question of how, 
where, and why criminals acquire, cany, and use firearms." Their own survey ('.ould 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 research project 
(336). 



homicide rates, and data about the level of access to 
fIreanns by U.S. adolescents, suggest that one or 
both of the following strategies may be 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 specillc actions that Congress (and 
others) could take to specifically limit adolescents' 
access to fueanns 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 frreanns; legal 
issues in limiting access).151 

Because the sale of fueanns to adolescents is 
already illegal under Federal law , it can be assumed 
that many adolescents obtain access to fireanns 
purchased by adults. Placing further limitations on 
adolescents' access may affect adults' access to 
frreanns, and efforts to limit adult access to frrearms 
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 
adolescent suicidel53) 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 fueanns to keep frreanns 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 
hanned by frrearms, and training and licensing 
requirements for adolescent use offuearms (e.g., for 
hunting). Adults, as well as adolescents, need to be 
educated that ammunition should be stored in a 
location separate from guns. 
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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 additionalrecreadonal 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. 

ISlOTA is currently developing a backgrolUld paper on automatic fIrearm purchaser checks. 

IS2See ch. 13, "Delinquency: Prevention and Services," in Vol. n. 
IS3See ch. 11, "Mental Health Problems: Prevention and Services," in Vol. n. 
IS40TA did not assess the wisdom of or potential health ,effects of universal gun control (i.e., for all ages). 

155The DHHS publication Healthy People 2000 recommended increases in community availability and accessibility of physical activity and fitness 
facilities (hiking, biking, and fItness trails; public swimming pools; acres of park and recreation open space) in order to improve the physical fitness of 
U.S. citizens (Objective 1.11) (260). Data on facility availability per 1,000 population cited in Healthy People 2000 were not adolescent-specific. 

IS6Some 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 Nationa' 
and Community Service Act of 1990 

As described in this RepOlt,157 the WIst Congress 
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, 
WIst 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, 

IS7See ch. 4, "Schools and Discretionary Time," in Vol. II. 
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It is likely that adolescents who serve others can build 
self-esteem and learn teamwork, declslonrnaking, and 

problem solving. 

Subtitle B, Sec. 114(a)(2)(C). While the total 
amounts authorized for programs with a consider­
able emphasis on adolescents are not very large, 160 

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

158 Ages or other relevant age-related cIwacteristics were included the School and Community Based Serviceportion (TitleJ, Subtitle B), for elementary 
and secondary school students and out-of-school youth; 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 Service programs are required to include 
<lll age-appropriate learning component. 

159' 'To be eligible to receive a grant [under Title I, Subtitle B, School and Community Based Service] a State .•. shall prepare and submit, 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 ... economically 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). 

16Op0r eJ:ample, the following amounts were authorized to be appropriated for fiscal year 1991: $10 million for the School and Community Based 
Service provision; $14 million for the American Conservation and Youth Corps; and $14 million for National and Community Service. Fifty percent 
increases for each program were authorized to be appropriated for fiscal year 1992. 



(160, 330). It is too early to judge the effectiveness 
of the legislation in improving the lives of adoles­
cents, but Congress could encourage the Commis­
sion on NatiOnal and Community Service (also 
established by Public Law 101-610), to evaluate 
systematically the impact on adolescents in the 
Commission's Report to Congress. 

Summary of Major Policy Options 
In conclusion, three major policy options suggest 

themselves as a result of OTA's analysis of adoles­
cent health: 

1. Congress could adopt strategies to improve 
adolescents' access to appropriate health 
and related services; 

2. Congress could adopt strategies to restruc­
ture and invigorate the Federal Govern­
ment's efforts to improve adolescents' 
health; and 

3. Congress could adopt strategies to improve 
environments for adolescents. 

It is important to note, however, that apart from 
whatever specific strategies the Federal Government 
may adopt to improve adolescents' health, there is 
a need for a basic change in approach to 
adolescent health issues in this country. Even if all 
the specific policy changes suggested by OTA's 
analysis were to be implemented without a basic 
change in approach, the whole would be less than the 
potential sum of the parts. Instead, both the major 
options and the specific options (discussed below) 
were developed using a basic guiding principle, 
which should not be forgotten as specific changes 
are considered and, perhaps, implemented. That 
basic guiding principle is that a more sympathetic 
and supportive approach to adolescents is needed. 
This approach could follow the model of authorita­
tive parenting, which combines warmth, democracy, 
and demandingness in a prolonged protective envi­
ronment. 

SpecifiC Findings and Policy Options 
This section discusses specific fmdings and addi­

tional policy options related to topics addressed in 
particular chapters of OTA's adolescent health 
Report: 

• the conceptualization of adolescent health (ch. 
2), 

• parents' and families' influence on adolescent 
health (ch. 3), 
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• schools and discretionary time (ch. 4), 
• prevention and services related to selected 

adolescent health concerns (chs. 5 through 14), 
• the delivery of primary and comprehensive 

health services to adolescents (ch. 15), 
• adolescents' fmancial access to health services 

(ch.16), 
• adolescents' legal access to health services (ch. 

17), 
• issues in the delivery of services to specific 

groups of adolescents (e.g., poor adolescents, 
racial and ethnic minority adolescents, and 
rural adolescents) (ch. 18), and 

• the role of Federal agencies in adolescent health 
(ch. 19). 

Policy options in each of these areas are summa­
rized in accompanying tables. These specific options 
are permutations of the three major policy options 
identified earlier: 

1. improve adolescents' access to health and 
related services, 

2. reconceptualize and invigorate Federal efforts 
to improve adolescent health, and 

3. foster environmental changes to improve ado-
lescent health. 

It is important to emphasize that the specific policy 
options presented below (and above) are not in­
tended as recommendations. OTA does not make 
recommendations. The options here are merely 
intended to illustrate a range of possible alternatives 
that Congress may wish to consider in addressing 
some of the adolescent health problems identified in 
specific chapters of this Report. Each of the options 
presented has pros and cons, and a full consideration 
of these would be advisable prior to taking action on 
any particular option. 

The Conceptualization 
of Adolescent Health (eh. 2) 

In the process of testing formerly widely accepted 
grand theories of adolescent development, research­
ers in adolescent development have found that 
popular conceptions of adolescents as a group whose 
behavior is overwhelmingly determined by "raging 
hormones" and of adolescence as a period when to 
be abnormal is normal are misguided (see, e.g., 62) . 
Further, these misconceptions are not benign: they 
may have deleterious effects on attitudes towards 
individual adolescents and, subsequently, on inter-
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More appropriate conceptualizations of adolescent health 
would include the most traditional definitions of health (i.e., 

the presence or absence of disease and disability); 
consideration of adolescent behaviors; positive 

components of health (e.g., social competence); health 
and well-being from the perspective of adolescents 

themselves; and social influences on health (e.g., familios, 
schools, communities, and policies). 

actions with individual adolescents and on policy 
and program development. 

A more positive view of adolescents should not 
obscure the fact that, as a period of life, adolescence 
involves major physiological, cognitive, psycholog­
ical, and social change, perhaps more so than at any 
other time of life. OTA finds that as a society, the 
United States provides little help to individuals as 
they try to cope with the normal changes of 
adolescence. For example, societal expectations for 
adolescents are inconsistent and may simultane­
ously restrict adolescents unnecessarily and demand 
from them an unrealistic level of maturity. 

Specific options related to the conceptualization 
of adolescent health are presented in table 9. 

Parents' and Families' Influence 
on Adolescent Health (ch. 3) 

Contrary to theories that the goal to strive for 
during adolescence is an individual's complete 

Table 9-Specific Options Related to Conceptualizations 
of Adolescent Health (ch. 2) 

Option 1: Improve adolescents' access to health and related 
services. 

• Support changes in health education efforts so that adoles­
cents' wants and needs are taken into greater consldera tion. 

Option 2: Support Federal data collection and research. 
Data col/ection: 

• Support the collection of data that allow for differences that 
occur during adolescence. This would require data from 
larger samples of adolescents. 

Research: 
• Support research on normal adolescent development in poor 

and minority adolescents. 

SOURCE: Office ofTechnology Assessment, 1991. 

independence from his or her family, families 
continue to be of major importance to individuals as 
they go through adolescence. If parents and fami­
lies are to be a positive influence in adolescents 
lives, however, they need to be available, and to 
have accurate and useful information about 
adolescent development and about family func­
tioning appropriate to adolescents. 

Parent availability is difficult to assess, because it 
has both quantitative and qualitative aspects. Single 
parents, parents who work full time, and parents who 
do not live with their adolescent children may be as 
psychologically available to their children as some 
parents who are frequently at home. However, one 
would expect that not living with one's child, being 
a single parent, or working full time would all reduce 
the amount of time that parents have available for 
their adolescent children. On this account, many 
adolescents and families may be at risk of missing 
important positive parental guidance. Approximately 
6 percent of adolescents (1.9 million) live in 
households without either parent.161 Thirty percent 
of adolescents ages 10 to 18 (9.3 million adoles­
cents) live in households headed by a single parent 
(1987 data (109)). Two-thirds of adolescents (17.5 
million of those ages 10 to 17) live in households 
where both parents (or a single parent) work full time 
(245).162 Anecdotal evidence suggests that other 
family members are often not available to take up 
some of the roles of parents. 

Research suggests that parenting an adolescent 
requires a different approach than does parenting a 
younger child, but relative to the amount of guidance 

161Some of the adolescents counted by the Census Bureau as living without either parent are adolescents who are married and living with their parents. 

162InMarch 1990, there were approximately 13,6 millionfamily households with adolescent cbildrenages 12 to 17 (247). Data are not readily available 
on the number I)f families with children ages 10 through 18. 

'--------------------------------------------------



provided to parents of infants and young children, 
little guidance is provided to parents as their children 
mature into adolescence. Promising models of 
parent-adolescent interaction are available, how­
ever: these models provide a combination of open 
communication (give-and-take between parents and 
adolescents) in ali environment of consistent support 
:and fIrm enforcement of unambiguous rules (13,198). 
Families with such interactions tend to have adoles­
cents with less susceptibility to antisocial influ­
ences, healthier forms of exploratory behavior, 
greater social competence, and greater capacity for 
cooperative or responsible social relationships (13, 
81,93).163 

That relationships between some parents and 
adolescents are not all that they should be is 
suggested by fmdings-not widely recognized or 
discussed-that the rate of maltreatment is more 
prevalent among adolescents than among younger 
children. In 1986, between 600,000 and 700,000 
adolescents ages 10 to 17 were found to have been 
maltreated (259).164 165 But children's protective 
services have focused on early childhood abuse and 
neglect, failing to provide adequate protection to 
-adolescent victims. 

Another partial indiCator of poor relations be­
tween adolescents and parents is the number of 
adolescents in foster care. In 1985, approximately 
120,000 adolescents were in foster care (330). Yet a 
more serious indicator is the number of adolescents 
who' 'run away" or are "thrown away" from home. 
The number of homeless adolescents is not known, 
but 'oHHS estimated in 1984 (on the basis of 1976 
data) that 1 million adolescents are homeless (256). 
Adolescents, more than younger children, can be 
expected to be homeless as a result of running or 
being "thrown" away. 

Specillc options related to providing support for 
improving parents' and families' influences on 
adolescent health, when such improvement is needed, 
are presented in table 10. 
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There is some evidence that child protective services have 
falledto provide adequate protection to adolescent victims 

of maltreatment. 

Schools and Discretionary Time (ch. 4) 

Although little systematic empirical research has 
been supported, the studies that have been conducted 
suggest that academic and health outcomes of 
adolescent students are influenced by school envi­
ronments. Overall, school environments that facili­
tate adolescent well-being take the shape of small 
(fewer than 1,000 students in the school, and 15 to 
20 per class), comfortable, safe? intellectually en­
gaging, and etp.otionally intimate communities. 
Transitions are minimized, and when they must 
occur, they are managed with a view toward meeting 
the devel~pmentally appropriate needs of adoles­
cents. Teachers are encouraged to initiate and 
develop new programs that are sensitive to the 
diversity of their students. The curriculum responds 
to individuality as well as to differences, while 
developing a common knowledge base among 
students in a particular school. Thacher, parent, and 
student participation in decisionmaking is encour­
aged. Unfortunately, this combination of features 
characterizes few schools, particularly those public 

163For a popularized guide to parenting that is in accordance with the research findings, see McBride (130). 

164The number of maltreated adolescents differs depending on use of the original (1980) deftnitions or the use of the revised (1986) deftnitions of 
maltreatment (see ch. 3, Parents' and Families' Influence on Adolescent Health," in Vol. 11). The revised deftnitions, which counted maltreatment that 
resulted in endangerment as welJ as demonstrable harm, and teenage as welJ as adult perpetrators, result in higher estimates. Although there are 
differences by age and type of maltrl:'atment within adolescence, the general order of prevalence in 1986 was: 1) physical abuse, 2) educational neglect 
(which was the leading form of maltreatment for older adolescents), 3) emotional neglect, 4) emotional abuse, and 5) sexual abuse. OTA was not able 
to calculate the rate of physical neglect using the information available in the report from the National Center on Child Abuse and Neglect (withinDHHS). 

165 Adolescents were, however, more likely to suffer moderate injuries and far less likely to suffer fatalities due to maltreatment than were younger 
children (259). 
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Many schools serving socioeconomically and 
educationally disadvantaged students lack the 

combination of features that promotes adolescents' 
well-being. 

schools serving socioeconomically and education­
ally disadvantaged students, many of whom are 
racial and ethnic minorities. Instead, the larger, often 
impersonal, schools that these students attend have 
been found to be associated with higher rates of 
retention in grade, suspensions from school, disci­
pline and crime problems, lowered social cohesion, 
more negative student attitudes, and greater student 
passivity (including lower participation in school 
activities, and less interaction with faculty). 

Specific practices such as tracking and "teaching 
to the test" for minimum competency testing have 
been associated with lowered levels of academic 
achievement, retention in grade, and school dropout, 
especially for low income racial and ethnic minority 
students. Although. school practices and policies are 
rarely investigated for their direct links to adolescent 
health and well-being, studies have shown that lower 

Table 10-Speciflc Options Related to Parents' and 
Families' Influence on Adolescent Health (ch. 3) 

Option 1: Improve adolescents' access to health and related 
services. 

• Support the dissemination to parents of accurate and useful 
Information about adolescent development and appropriate 
parenting (e.g., following authoritative and democratic family 
models). 

• Support access to individual and family therapy services for 
adolescents from abusive or dysfunctional families and 
families with stepparents. 

Option 2: Support Federal data collection and research. 
• Support additional research on parenting styles and their 

effects on adolescent health and development, especially 
among poor adolescents and racial and ethnic minority 
adolescents. 

• Support demonstration projects for alternative child protec­
tion approaches for adolescents (e.g., therapeutic foster 
care, transitional living). 

• Support demonstration projects to determine and change 
attitudes of health and related service providers so that 
families come to be treated more respectfully in their 
interactions with public and private agencies. 

• Support research on the relationship between adolescent 
maltreatment and health problems such as depression, 
alcohol and drug abuse, suicide attempts, and other self­
destructive behaviors. 

Option 3: Foster changes In adolescents' environments. 
• Support family and parental leave including flexible time 

arrangements to promote appropriate parental Involvement 
in their adolescents' lives. 

SOURCE: Office ofTechnology Assessment, 1991. 

grades are associated with violence toward school 
property, other delinquency, and pregnancy. Stu­
dents who are retained in grade school are more 
likely to drop out of school before graduation. In 
turn, school dropout is associated with high rates of 
subsequent poverty and unemployment, underem­
ployment, diminished earnings, and adolescent preg­
nancy and parenting. 

Adolescents, particularly females, can be particu­
larly harmed by the transition from elementary to 
middle or junior high school grades, if such transi­
tions are not handled well in the middle school 
setting (29). The environment of the typical junior or 
middle school adolescent has been found to clash 
with early adolescents' needs for autonomy, their 
budding cognitive abilities to think at an abstract 
level, their heightened needs for intimacy, and their 
heightened self-consciousness. 

Thachers' attitudes and parental involvement are 
critical links in the relationships between school 
policies and environments and health outcomes for 
adolescents. Thachers' attitudes toward students 
tend to be more positive in schools that are smaller, 
use decentralized governance and participatory deci-
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Adolescents, particularly females, can be harmed by the 
transition from elementary to middle or junior high school 

If such transitions are not well handled in the 
middle school setting. 

sionmaking, and rely less on standardized testing. 
Parental involvement in schools has been shown to 
be related to increasing the responsivity and effi­
ciency of schools and to fair treatment of students, 
but the evidence on academic achievement is mixed. 

Some interventions have shown increases in 
tolerance across racial groups and improvements in 
the self-esteem or academic achievement of racial 
and ethnic minorities; these interventions include 
exposure to persons of differing cultural back­
grounds, learning in mixed ability groupings, a 
multicultural curriculum, bilingual education, and 
school-based collaborations with minority commu­
nities. 

Much of adolescents' time is spent away from 
school. The scarce data that are available suggest 
that sufficient opportunities do not exist for adoles­
cents to spend their discretionary time in ways that 
are attractive and satisfying, conducive to healthy 
development, and acceptable to the adult commu­
nity. The problem has been found to be worse in poor 
than in middle-class communities. 

The Federal share in funding for schools (6.3 
percent of public school revenues in 1988) rose until 
1980, when it began to fall again (249). Financial 
and programmatic support for recreation and youth 
service activities from Federal, State, and local 
governments, and the private for-profit sector, has 
been meager and fragmented. Federal support for 
4-H clubs and, more recently, the National and 

Summary and Po/icy Options " /-87 

Table 11-Specific Options Related to Schools and 
Discretionary Time (ch_ 4) 

Option 1: Improve adolescents' access to health and related 
services. 

• Re-evaluate policies and practices associated with tracklng 
students by academic performance. 

• Increase Federal support for schools to mitigate disparities In 
community tax bases. 

• Support promising interventions such as peer tutoring, 
decentralized declslonmaklng, and InnovativE! approaches to 
parental involvement while Including rigorous evaluations of 
these Interventions. 

• Support eduC:"~.tion for students and school and youth 
services personnel on topiCS in adolescent development. 

• Promote the widespread dissemination, transfer, and appli­
cation of knowledge about adolescent development, and 
~<lcreational and community service programs for adolescents. 

Option 2: Support Federal data collect/on and research. 
Data collection: 

• Collect data on the availability of school-based resources 
and facilities that could be used by adolescents in their 
discretionary time. 

• Support the collection of data on the availability of recrea­
tional, youth service, and community service outlets for 
adolescents, especially those living In poor communities, 

Research: 
• Support rigorously evaluated demonstration projects on the 

Impact of multicultural and bilingual curricula on adolescent 
health outcomes such as self-esteem and academic achieve­
ment. 

e Support research on the features of recreational and youth 
and community services activities that both attract adoles­
cents and are health-enhancing. 

• Support a multlslte demonstration project of efforts to 
Improve academic achievement and school retention for 
minority, poor, and academically marginal students, using 
factors that are known or appear to be effective in improving 
health outcomes as a framework for intervention. Support 
research on adolescent preferences for recreational, com­
munity service, and youth services outlets In poor, minority, 
and rural communities. 

Option 3: Foster changes In adolescents' environments. 
• Support the expansion of recreational (e.g., pools, gymnasi­

ums, parks) and community service programs (e.g., peer 
tutoring) In elementary, middle, Junior high, and senior high 
schools, and in communities with large numbers of minority 
and/or poor adolescents. Especially support the Involvement 
of adolescents In the design and Implementation of these 
programs and the provision of Incentives for adolescent and 
adult participation. 

SOU ROE: Office of Technology Assessment, 1991. 

Community Service Act of 1990 (Public Law 
101-610) is an exception. 

Specific options related to schools and discretion­
ary time are presented in table 11. 

Prevention and Services Related to Selected 
Adolescent Health Concerns (chs. 5 through 14) 

This section discusses specific fmdings and pol­
icy options related to the prevention and treatment of 
specific adolescent health problems: 
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• accidental injuries (ch. 5), 
• chronic physical illnesses (ch. 6), 
• nutrition and fitness problems (ch. 7), 
• dental and oral health problems (ch. 8), 
• AIDS and other sexually transmitted diseases 

(STDs) (ch. 9), 
• pregnancy and parenting (ch. 10), 
• mental health problems (including suicide at-

tempts and suicide) (ch. 11), 
') alcohol, tobacco, and drug abuse (ch. 12), 
• delinquency (ch. 13), and 
• homelessness (ch. 14). 

Summary information on the prevalence of these 
problems and the adolescents most affected is 
presented in appendix B, "Burden of Health Prob­
lems Among U.S. Adolescents," in Volume m. 

Accidental Injuries (ch. 5)166 

Since 1970, the accidental death rate for U.S. 
adolescents has declined (figure 3 in "Major Find­
ings"), although 110t to the levels seen in the 1950s 
(65,184). Accidental injuries today are responsible 
for more deaths to U.S. adolescents than any other 
cause, representing more than half of all deaths to 
persons ages 10 to 19 in 1987 (290). In 1987, 10,658 
adolescents ages 10 to 19 died as a result of an 
accidental injury. 

Vehicle-related (motor and nonmotor vehicle) 
accidents account for almost three-fourths of acci­
dental deaths among persons ages 10 to 19; other 
important causes of accidental deaths in this age 
group are drowning accidents (8 percent of acciden­
tal deaths), and firearm accidents (4 percent of 
accidental deaths). Exposure of adolescents to fire­
arms appears to be quite high. Over 40 percent of the 
8th and 10th graders surveyed in the National 
Adolescent Student Health Survey reported that they 
had used a gun during the past year; of these, over 40 
percent had used a gun more than 10 times (10). 

Many U.S. adolescents experience accidental 
injuries that are not fatal but cause visits to 

Photo credit: Bethesda-Chevy Chase Rescue Squad 

Efforts to develop a national strategy to prevent accidental 
injuries have been hampered in part by a lack of 

information about the causes of such injuries and the 
,9ffectiveness of interventions to prevent injuries or reduce 
tileir severity. To address the lack of information about the 

causes and extent of injuries among adolescents, 
Congress could support the collection of data that 

include information about levels of exposure to risks. 

physicians' offices or hospital emergency rooms, 
temporary or permanent disability, restricted­
activity and school-loss days, and other problems. 
Comprehensive national data on nonfatal accidental 
injuries are not available,167 but sports injuries 
incurred while playing basketball, football, or base­
ball, or riding a bicycle accounted for 772,000 
emergency room visits by adolescents in 1988 (239). 

Adolescent males, particularly males ages 15 to 
19, are- at higher risk for all leading accidental 
injuries and deaths than adolescent females, but the 
precise reason (e.g., differing exposure rates) cannot 
be ascertained from available data. White male and 
American Indian and Alaska Native adolescents 
have the highest rates of motor-vehicle-related 
accidental deaths. Motor vehicle deaths and injuries 
among adolescents are associated with driving at 
night and with drinking. Adolescent drivers do only 
20 percent of their driving at night, but they suffer 

166Th make this Report more accessible to the lay reader and for other reasons, OTA has chosen to use the term accidental injury in this Report. The 
term preferred by those in the injury prevention community, however, is unintentional injury (e.g., 184). Those who prefer the term unintentional injury 
believe that the term accidental injury implies that injuries cannot be prevented, whereas the term unintentional injury implies that while an individual 
may not have consciously intended to hurt him or herself, some action taken or not taken may have prevented the injury. Perhaps to overstate this 
perspective somewhat, all injuries are thus avoidable. The position that true "accidents" do not occur (i.e., by chance, entirely without cause) correctly 
brings attention to injuries as a public health problem to which additional preventive interventions can and should be applied, but it seems to be 
unproVable. Use of the term' 'unintentional" also may have the unfortunate effect of placing the onus of causation (and responsibility for precautions) 
exclusively on the person who is injured, although in fact unintentional injuries may be caused, although unintentionally, by persons, organizations, or 
systems other than the victim. 

167Por example, available data on visits to physicians' offices and hospitals do not record the cause of injury. 



more than half of their crash fatalities at night. 
According to the National Highway Traffic Safety 
Administration, about half of the motor vehicle 
crash fatalities among adolescents are related to 
alcohol, and about one-quarter of fatally injured 
drivers ages 15 to 19 are intoxicated. It appears to 
take less alcohol to put an adolescent at risk for a 
serious or fatal motor vehicle crash than it takes to 
put an adult at such a risk. 

Of the approaches to the prevention of accidental 
injuries among adolescents, there appears to be some 
consensus that automatic protection (e.g., airbags in 
cars, helmets for football players, environmental 
improvements such as better street design) is the 
most effective strategy for injury protection, fol­
lowed by laws and regulation when strictly enforced 
(e.g., motorcycle and bicycle helmet laws, safety 
belt laws, nighttime driver curfews for adolescents), 
and, lastly, education and persu:!sion. Declines in 
accidental motor vehicle injury deaths during the 
1980s, for example, have been attributed to State 
safety belt laws and the subsequent increased use of 
safety belts, and State minimum drinking age laws 
(158).168 However, programs combining education 
and incentives (e.g., distribution of free or dis­
counted bicycle helmets in conjunction with a 
community-wide education program to encourage 
use of helmets) have also shown some evidence of 
effectiveness. Basic improvements in injury preven­
tion strategies, such as additional driving time in 
driver education classes or with parents prior to 
licensing of adolescent drivers, enhanced access to 
swimming lessons for poor adolescents, changes in 
sports regulations, and preventing inappropriate 
access to firearms, also seem warranted. 

Efforts to develop a national strategy to prevent 
accidental injuries among adolescents have been 
hampered in part by a lack of information on both the 
causes of many such injuries and on the effective­
ness of interventions to prevent accidental injuries or 
limit their severity. Cultural, political, and economic 
factors also appear to have impeded the adoption of 
preventive strategies that are likely to prove effec­
tive (see, e.g., 25). For example, there is no Federal 
regulation mandating the installation of airbags in 
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Table 12-Specific Options Related to Accidental 
Injuries (ch. 5}B 

Option 2: Support Federal data collection and research. 
Data collection: 

• Support the collection of national data on accidental Injuries 
and their causes from the spectrum of health services 
delivery settings (Including clinics, emergency facilities, and 
schools). Data collection should Include the measurement of 
exposure as a risk factor. 

Research: 
• Support research to investigate more fully the causes of 

Injuries and Injury related-deaths, Including research on 
accidental Injuries and deaths (particularly motor vehicle 
deaths, drowning deaths, firearm-related deaths, and sports­
related Injuries). 

• Support research and rigorously evaluated demonstration 
projects on Innovative ways to prevent accidental Injuries 
(e.g., communltywide education and Incentives to Increase 
the use of bicycle helmets, efforts to provide more driving 
time in school-based driver education classes). 

• Support research on the special needs of adolescents 
coming to emergency facilities as a result of accidents. 

Option 3: Foster changes In adolescents' environments. 
• Mandate the use of airbags in cars and trucks, including the 

older cars and trucks that are IIkeiy to be used by adoles­
cents. 

• Mandate the use of bicycle and motorcycle helmets. 
• Support 10(:a1lending programs to distribute free protective 

equipment (e.g., football and bicycle helmets) to adolescents 
in economic need, similar to programs that lend automobile 
infant seats to needy families. 

aOptions related to intentional Injuries (e.g., suicide and homicide) are 
presented in other tables. Options related to suicide are In table 18, 
"Specific Options Related to Mental Health Problems," and options 
related to homicide are In table 20, "Specific Options Related to 
Delinquency." 

SOURCE: Office of Technology Assessment, 1991. 

cars and trucks; gun control remains a controversial 
issue169; increased driving time in school driver 
education classes and additional certified trainers for 
school sports would cost schools money; and bicycle 
helmets are expensive. 

Specific options related to prevention and serv­
ices related to accidental injuries among U.S. 
adolescents are presented in table 12. 

Chronic Physicallilnesses (ch. 6)170 

Many adolescents experience acute respiratory 
illnesses or other transient health problems, but a 
few adolescents experience chronic physical ill­
nesses or disabilities. Good recent clinical epidemi­
ological data specific to U.S. adolescents' physical 

1680TA did not evaluate the Validity of these attributions. The cause of declines in deaths by drowning, which have been more marked than declines 
in motor vehicle-related deaths (65), is not known. 

169As noted earlier, however, the sale of life arms to adolescents is illegal (see ch. 13, "Delinquency: Prevention and Services," in Vol. II). 

17Cl'fhis chapter excludes the physical health problems of AIDS and other STDs, which were felt to merit discussion in a separate chapter (see ch. 9, 
"AIDS and Other Sexually Transmitted Diseases: Prevention and Services," in Vol. ll). 
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health are not available, but the best estimates 
suggest that 5 to 10 percent of adolescents experi­
ence a serious chronic condition that severely limits 
their activities (78, 291). These include leukemia, 
severe asthma, cystic fibrosis, trawnatic brain in­
jury, cerebral palsy, diabetes, hearing or visual 
impairment, sickle cell disease, or mental retarda­
tion. 

The last national survey of the physical health of 
adolescents that actually involved clinical examina­
tions of large nwnbers of adolescents was completed 
in 1970; data from that survey suggested that 22 
percent of adolescents had some significant physical 
problem that could interfere with their develop­
ment.I71 

Information is particularly limited on the physical 
(and other) health problems of poor and racial and 
ethnic minority adolescents and on health problems 
from the perspective of adolescents. There are 
virtually no reliable data on the health status of 
minority and poor adolescents and their utilization 
of health services. Data comparing the health 
concerns of adolescents, their parents, and health 
care providers suggests that adolescents have con­
cerns that differ substantially from those of health 
care providers and that, even in relation to clinical 
fmdings of health care providers, parents may 
minimize the health problems of adolescents. Yet 
national health survey information, especially for 
younger adolescents (e.g., those under age 17) is 
routinely collected from parents, rather than from 
the adolescents themselves. 

Specific options related to chronic physical ill­
nesses are presented in table 13. 

Nutrition and Fitness Problems (ch. 7) 

Adolescent-specific data on nutrition and fitness, 
aside from average nutrient inttke information, are 
limited and often neglected in favor of data on 
adults. Existing data represent the average adoles­
cent population, often missing the smaller minority 
and ethnic groups. In addition, research on nutrition 
and on fitness is hampered by inconsistent outcome 
measures and other methodological problems. A 
major problem is the absence of research on how 

Photo crocJit: 89njamin Smith, Washington, DC 

Information is particularly limited on the physical (and 
other) health problems of poor and racial and ethnic 

minority adolescents and on health problems from the 
perspective of adolescents. 

adolescents' nutritional and fitness behaviors affect 
their current or future health. 

If one accepts the conventional wisdom concern­
ing nutrition and fitness needs,l72 available data 
suggest that most adolescents suffer from some 
nutritional or fitness problem (usually mineral 
deficiencies, imbalanced diets, and overweight or 
obesity). Female adolescents and those adolescents 
who are most intensively engaged in fitness and 
athletic activities are more likely than others to have 
nutritional problems. Available infOlmation sug­
gests problems with obesity for black female adoles­
cents, Mexican Americans, Native Hawaiians, Amer­
ican Indians and Alaska Natives, Samoans, and 
Thngans of both sexes. 

171 A National Heallh and Nutrition Examination Survey (NHANES ill) will be completed in 1994 (see ch. 6, "Chronic Physical Illnesses: Prevention 
and Services," in Vol. D). Children as a group, but not adolescents specifically, are being oversampled for this survey. Oniy 3,220 adolescents ages 12 
to 19 are included in lhe survey, while approximately 11,000 individuals ages 2 monlhs to 11 years are included (7,771 of whom are younger !han 6). 
TIle numbers of 10- and ll-year-olds are not available separately. 

172TI!at is, one assumes lhat lhe same nutrition and fitness factors that adversely affect adult health adversely affect adolescent heallh. 
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Table 13-5pecific Options Related to Chronic 
Physical Illnesses (ch. 6) 

Option 1: Improve adolescents' access to health and related 
services. 

• Support efforts to reduce fragmentation In delivery of health 
services to adolescents with chronic physical Illnesses. 

• Provide financial support to families of adolescents with 
catastrophic health care needs. 

• In health education, support efforts to inform adolescents 
about the availability of treatments for problems of Impor­
tance to them (e.g., acne, dysmenorrhea). 

Option 2: Support Federal data collection and research. 
Data collection: 

• Support the collection of information on the prevalence of a 
broad range of physIcal health problems, including serious 
chronic problems of low prevalence and chronic problems of 
Importance to adolescents. 

• Support oversampllng of minority, poor, and rural adoles­
cents In population-based and health services utilization 
surveys. 

Research: 
• Support efforts to determine from adolescents themselves 

the types of health problems that are of Importance to them. 
• Study financing alternatives for adolescents with cata­

strophiC health care needs. 

SOURCE: Office of Technology Assessment, 1991. 
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A major shortcoming in nutrition and fitness research is the 
absence of information about how adolescents' nutritional 

and fitness behaviors affect their current or 
future health. 

Adolescents appear to have little information 
about nutrition (including information on how to 
interpret nutrition information on food labels), and 
there is little evidence that current school-based 
nutrition education efforts, with the possible excep­
tion of those that take adolescents' preferences into 
account, influence what adolescents eat. Others, 
such as the family, community, or school, may have 
more control than adolescents over their nutritional 
choices. 
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Adolescents' phys'cal abilities change over time and are 
highly Individual. 

Adolescents' physical abilities change over time, 
and may be highly individual, depending on such 
factors as gender, race, the rate of physical develop­
ment and growth, and specific health problems. It is 
not clear that those involved in overseeing the 
physic'al education of adolescents are aware of these 
individual and developmental differences, or that 
they take them into account in designing physical 
education activities. Access to fitness activities is a 
special problem for many adolescents with chronic 
physical and mental illness and·jisabilities. 

Specific options related to adolescents' nutrition 
and fitness problems are presented in table 14. 

Dental and Oral Health Problems (ch. 8) 

The prevalence of caries increases during adoles­
t;ence, but national data show a remarkable decline 
in the prevalence of dental caries among U.S. 
adolescents who are in school. National data on the 
dtmtal and oral health of adolescents not in school, 
disabled adolescents, adolescents in institutions, 
minority adolescents, and poor adolescents are 
generally not available. 

The fluoridation of water supplies in the United 
States, initiated in 1945 with the support of the 
Federal Government, is believed to be largely 
responsible for recent declines in dental caries 
among U.S. children and adolescents. As of 1988, 
fluoridated tap water was available to 61 percent of 
the United States population (276). One alternative 
to fluoridated tap water is the topical application of 
fluoride to the teeth during a visit to the dentist. 
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Table 14-Specific Options Rela~ed to Nutrition and 
Fitness Problems (ch. 7) 

Option 2: Support Federal data collection and research. 
Data collectIon: 

• Support a survey of schools and communities to determine 
the availability of facilities for a range of physical activities 
and the competence of adults supervising physical educa­
tion. 

• Support the routine collection of data on adolescents' 
nutritional status with oversamplings of disabled, minority, 
and poor adolescents in population-based surveys. 

Research: 
• Support research on the effects of adolescents' nutrition and 

fitness choices on adolescents' current and future health. 
• Support research on the nutritional and fitness preferences 

of adolescents in order to help target educational and other 
preventive interventions. 

• Support research on the relationships between nutritional 
needs and varying leveis of physical activity. 

Option 3: Foster changes In adolescents' environments. 
• Support the proviSion of healthy nutritional choices to 

adolescents In schools and the community (e.g., in fast food 
outlets). 

• Support efforts to Improve aOO9SS to fitness activities for 
adolescents with special health care needs (e.g., the chroni­
cally III and disabled), overweight, and poor adolescents. 

• Support the education of physical education teachers, 
coaches, trainers and others about adolescent-specific 
factors that could influence adolescents' physical abilities. 

SOURCE: Office of Technology Assessment, 1991. 

It is important that adolescents have regular visits 
to the dentist so that they can receive preventive 
dental services (e.g., cleaning, education about 
personal dental hygiene) and therapeutic services 
(e.g., filling of dental caries, treatment of rampant 
caries, treatment of severe malocclusion). Currently, 
the dental visit is the primary locus for dental and 
oral health education, suggesting that limited access 
to such visits may interfere with appropriate dental 
health education. 

Two factors that greatly influence adolescents' 
access to basic and other dental care are income level 
and the possession of health insurance that covers 
basic dental services. Adolescents from low-income 
families who do not have Medicaid are the least 
likely to have private dental insurance and are also 
the least likely to make annual dental visits, fol­
lowed by adolescents on Medicaid, and privately 
insured adolescents. Most privately insured adoles­
cents do not have basic dental benefits.173 Dental 
programs in public health clinics may not provide 

I73See ch. 16, "Financial Access to Health SeIVices," in Vol. m. 

Table 15-Speciflc Options Related to Dental and 
Oral Health Problems (ch. 8) 

Option 1: Improve adolescents' access to health and related 
services. 

• Support Medicaid reforms (e.g., Increase reimbursement 
rates, standardize some administrative procedures, enforce­
ment of current Federal Medicaid requirements for State 
participation) to encourage more dentists to participate in the 
program. 

• Support efforts to ensure that publiciy funded dental pro­
grams offer adolescents basic preventive and therapeutic 
services (e.g., topical fluoride, sealants, prophylaxiS, restora­
tions, and space maintenance). 

Health education: 
• Support the provision of Information to adolescents on dental 

hygiene and means of access to services. 
• Support education of dentists on adolescent-specific condi­

tions and needs (e.g., localized juvenile periodontitis and the 
effects on oral health of certain behaviors such as the use of 
smokeless tobacco). 

Option 2: Support Federal data collection and research. 
Data collection: 

• Support the collection of dental health information on 
adolescents who are not in school, disabled, in Institutions, 
racial and ethnic minorities, and poor. 

• Support research on the availability of dental care for poor 
and low-income adolescents not eligible for Medicaid. 

Research: 
• Support research on the Immediate and long-term physical 

(e.g., nutritional) and psychological (e.g., self-esteem, social 
withdrawal) health effects of poor adolescent dental and oral 
health. 

Option 3: Foster changes In adolescents' environments. 
• Support efforts to improve access to fluoridated water. 

SOURCE: Office of Technology Assessment, 1991. 

certain basic dental services that could reduce or 
prevent adolescents' dental and oral health problems 
(237). 

Infonnation on adolescents' attitudes or behav­
iors relatea to dental or oral health and infonnation 
on the effectiveness of educational interventions in 
promoting dental and oral health is generally lack­
ing. 

Specific options related to adolescents' dental and 
oral health problems are presented in table 15. 

AIDS and Other174 Sexually Transmitted Diseases 
(ch. 9) 

In recent years, there has been growing national 
alarm about and attention to the problem of AIDS, 
a fatal disease caused by HIV. Currently, the 
prevalence of AIDS among U.S. adolescents is not 

174A1though HfY, the virus that causes AIDS, can be, and usually is, transmitted sel':ually in adolescents, there are other modes of transmission, such 
as through intravenous druguse and through the tnlnsfusion of contaminated blood and blood products, that arenot common to many other SIDs although 
they may occur. 



very high. As of September 1990, there were 568 
cases reported among 13- to 19-year-olds (280). This 
situation should not be interpreted as eliminating 
cause for concern, however, because the prevalence 
of HIV infection is undoubtedly higher. The median 
interval between infection with HIV and the devel­
opment of AIDS is about 10 years (278), so one 
would not expect many adolescents to have full­
blown AIDS. 

In the absence of a cure for AIDS, preventing the 
spread of HIV among adolescents is essential. One 
way of preventing the spread of AIDS is to 
encourage adolescents to delay the initiation of 
sexual intercourse or prevent intravenous drug use. 
For adolescents who are sexually active,175 the use 
of condoms is essential. Recent data suggest an 
encouraging increase in adolescents' use of con­
doms, but more than half of sexually active female 
adolescents do not use condoms at fIrst intercourse 
(68) and only 22 percent of sexually active females 
reported current176 use of condoms in 1988 (141). 

More creative and effective approaches are needed 
to prevent the spread of HIV infection, AIDS, and 
STDs among adQlesc~nts who are not yet infected. 
Apart from ensuring the safety of the Nation's blood 
supply, efforts to prevent the spread of HIV infection 
include encouraging adolescents (especially young 
adolescents) to delay the initiation of sexual activity, 
encouraging sexually active adolescents to use 
condoms and ,. safer sex practices, " and encourag­
ing adolescents to refrain from intravenous drug use 
or sharing contaminated needles. For many reasons, 
including time and fiscal restraints, few careful 
evaluations of AIDS and STD prevention projects 
have been conducted. AIDS prevention efforts, it 
often seems, do not seem to take advantage of the 
opportunity to encourage the simultaneous preven­
tion of other STDs. Efforts to prevent AIDS and 
other STDs are generally impeded by a lack of 
information about adolescents' attitudes and sexual 
practices and a seeming unwillingness on the part of 
program developers and policymakers to act on 
information that is available. 

Controlling the spread of HIV infection and STDs 
also means identifying adolescents who have these 
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The link between the prevention of AIDS and the 
prevention of other sexually transmitted diseases (STDs) is 

often not made in health education efforts. 

:onditions and providing effective treatment (if 
available) and counseling about safer sex practices. 
Possibly, information about the availability of confi­
dential treatment could be commWlicated to adoles­
cents through health education courses offered in 
schools. It is more difficult to inform adolescents 
who are not in school. 

Adolescents' compliance with treatment regi­
mens for STDs have been shown to be more 
effective when they are delivered by clinicians who 
are responsive to adolescents and their health 
problems and who are perceived by adolescents to be 
friendly, understanding, and willing to take their 
time; and when treatment is administered in single­
dose regimens (if available) (11,16,122). 

17SIn 1988,42.5 percentof15-to 19-year-oldfm.nalessurveyedfortheDHHS National Survey of Family Growth reported having had sexual intercourse 
in the last 3 months (68). Certain adolescents (e.g., male adolescents, black adolescents, adolescents living on the streets) are more likely to be sexually 
active than others. 

176Estimates of the • 'current" use of condoms are based on responses to a question to female adolescents participating in the DHHS National Survey 
of Family Growth about what form of contraception they are using now (141). 
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Photo credit: Education Week 

Congress could support the provision to adolescents of 
information relevant to obtaining access to services for the 

prevention and treatment of HIV infection, AIOS, 
and other sros. 

Treatments for mv infection and AIDS (e.g., 
zidovudine) are undergoing clinical trials. Access to 
clinical trials of AIDS treatments is difficult for 
adolescents with AIDS or my infection who do not 
have access to the mainstream health care delivery 
system (e.g., homeless and runaway adolescents, 
uninsured adolescents). No specific outreach is in 
place to bring more of these adolescents into 
research trials. 

Specific options related to AIDStBIV infection 
and STDs among adolescents are presented in table 
16. 

Pregnancy and Parenting (ch. 10) 

The United States has higher adolescent preg­
nancy rates, birth, and abortion rates than a number 
of other industrialized countries 177 (see figure 14). It 
has been estimated that 4 out of 10 U.S. females 
experience pregnancy before the age of 20 (210), and 
in 1988, there were nearly half a million births 
(488,941 births) to U.S. females under age 20 (294). 
About 65 percent (322,406 births) of these births 
were out-of-wedlock (312,499 to females ages 15 to 
19 and 9,907 to females under age 15) (210,294). 
Adolescent mothers and their infants are typically in 
need of substantial social support, including food, 
income support, housing, mentoring, education, 
vocational training, parenting skills classes, child 
care, and employment. 

Table 16-Specific Options Related to AIDS/HIV 
Infection and Other Sexually Transmitted 

Diseases (ch. 9) 

Option 1: Improve adolescents' access to health and related 
services. 

.. Encourage school districts to make condoms and condom­
related education easily available to the adolescents who are 
most likely to be sexually active (e.g., older adoiescents). 

• Support active and flexible approaches to the provision of 
treatment for sros to encourage adolescents to seek 
treatment and return for followup care. 

• rarget AIDS/HIV prevention (e.g., condom distribution) and 
education efforts to adolescents living on their own. 

• Support outreach efforts to bring adolescents who are not in 
contact with the mainstream health care system Into clinical 
trials for AIOS drugs. 

Health education: 
• Support the provision of information to adolescents on the 

prevention and treatment of AIDS and sros. 
• Support the provision to adolescents of information relevant 

to obtaining access to services for the prevention and 
treatment of AIDS and sros. 

• Support training and dissemination of information on the 
specific needs of adolescents for health care workers in sro 
clinics. 

• Support the dissemination of prevention and education 
efforts into non metropolitan areas, to younger adolescents, 
to adolescents who are intravenous drug users, and homo­
sexual or bisexual adolescents. 

Option 2: Support Federal data collection and research. 
Data collection: 

• Mandate confidential reporting of a broader spectrum of 
sros. 

.. Encourage States to collect and report additional demo­
graphic data on those with sros (e.g., smaller age breaks, 
socioeconomic status, and race and ethnlcity). 

• Support the regular collection of population-based informa­
tion on sros, Including HIV, among adolescents. 

Research: 
• Support research to assess the need for adolescent-specific 

guidelines for the treatment of SrDs and AIOS. Support 
research into therapeutiC regimens that are likely to Increase 
adolescent compliance (e.g., single-dose regimens). 

SOURCE: Office of Technology Assessment, 1991. 

Since the 1970s, sexual activity rates (the number 
of individuals per 1,000 who have ever had sexual 
intercourse) among U.S. adolescent females have 
increased (see figure 15). U.S. adolescent pregnancy 
rates have also increased since the 1970s, but the 
increase in pregnancy rates has been modest in 
comparison to increases in sexual activity rates 
(from 94 pregnancies per 1,000 females under age 20 
in 1972 to 109 in 1987) (figure 15). Pregnancy rates 
among sexually active females declined between 
1970 and 1985, suggesting that sexually active 
adolescents were making more effective use of 
contraception. More recent (1987) data suggest an 

mOTA did not assess whether levels of sexual activity were equivalent across these nations. 
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Figure 14-Birth Rates, Abortion Rates, Miscarriage Rates, and Pregnancy Rates 
Among Females Ages 15 to 19 in 11 Countries, 1983 
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SOURCE: National Collaboration for Youth, Making the Grade: A Report Card on American Youth (Washington, DC: 
1989). 
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Adolescent mothers and their children typically need substantial social support. 
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Figure 15-Trends in Sexual Experience Rates and 
Pregnancy Rates Among U.S. Females Ages 15 to 19 

and Trends in Pregnancy Rates Among Sexually 
Experienced U.S. Females Ages 15 to 19, 1970-88 
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SOURCE: Office ofTechnology Assessment, 1991, based on data from the 
following sources: Pregnancy rates: National Academy of 
Sciences, National Research Council, Commission on Behav­
ioral and Social Sciences and Education, Committee on Child 
Development Research and Public Policy, Panel on Adolescent 
Pregnancy and Childbearing, Risking the Future: Ado/escent 
Ssxua/ity, Pregnancy, and Childbearing, Volume II: 1M:Jrking 
Papers and Statist.1caI Appendixes, S.L. Hofferth and C.D. 
Hayes (eds.) (Washington, DC: National Academy Press, 
1987); and J. Lipsett, Public Information Press Assistant, 
Department of Communications and Development, Alan Guttma· 
cher Institute, New York, NY, personal communication, Feb. 27, 
1991. Sexual experience rates: J.D. Forrest and S. Singh, 
"The Sexual and Reproductive Behavior of American Women, 
1982-1988," FamilyP/anning Perspectives22(5):206-214, 1990; 
and S.K. Henshaw, Alan Guttmacher Institute, New York, NY, 
personal communication, May 21, 1990. 

increase in pregnancies among sexually active 
adolescent females, however (figure 15). 

For largely unknown reasons, most available 
contraceptives have not proven to be as effective 
with adolescents as they are with older females. The 
recent introduction of Norplant, an implantable 
long-term contraceptive, has not been tested with 
adolescents. 

Photo credit: Education Week 

There is litHe systematic knowledge about risk factors for 
adolescents' involvement in sexual activity, use of 

contraceptives, pregnancy, abortion, and parenthood. 
Congress could support research on factors that lead 

adolescents to engage in unprotected sexual intercourse 
and research on contraceptives. 

Unfortunately, there is little systematic knowl­
edge about risk factors for adolescents' involvement 
in sexual activity, use of contraception, pregnancy, 
abortioIl, and parenthood. This lack of lmowledge 
limits the appropriate design of pregnancy preven­
tion programs. Further, development of appropriate 
designs is limited because most education-based 
programs designed to prevent adolescen~ pregnancy 
have not been rigorously evaluated. 

Some interventions for pregnancy prevention 
appear particularly promising and deserving of 
implementation accompanied by rigorous evalua­
tion. These include preventive education begun 
before adolescents have begun to engage in sexual 
intercourse, and broad-based programs that go 
beyond education about sexuality (e.g., life-options 
interventions178) (23,145,169). Some broad-based 

178Life-options interventions designed to prevent adolescent pregnancy have provided work opportunities to develop job-related skills along with 
educational training, family life education, and discussion of sexuality. 



programs achieve worthwhile goals other than 
reductions in pregnancy rates (e.g., reductions in 
school absenteeism), even if they are not able to 
demonstrate a reduction in pregnancy rates (23,145, 
169). 

Most adolescent pregnancy prevention programs 
focus on adolescent females. Given that males have 
a role in pregnancy prevention (as weU as in safer sex 
practices to reduce the risk of HIV infection), there 
is a compelling need to develop effective ways to 
engage adolescent and young adult males in efforts 
to prevent adolescent pregnancy. 

Considerable research suggests the need for, and 
effectiveness of, a range of intensive health and 
other services for adolescents who become pregnant. 
Promising approaches to preventing the potentially 
adverse effects of an unwanted pregnancy include 
improving access to pregnancy testing and counsel­
ing; improving the availability of abortion; and 
improving the availability of adoption supports. For 
adolescents who want to keep their babies, prenatal 
and postnatal health care, and the provision of 
housing, mentoring, education, child care, and 
employment to pregnant and parenting adolescents, 
are needed. 

Not all adolescents who become pregnant and 
want to bear their children may be able to obtain 
adequate prenatal care. Among adolescents without 
health insurance, the problem is particularly critical. 
Even unmarried adolescent females whose parents 
have otherwise adequate health insurance may hot 
be able to obtain prenatal care because of a loophole 
in the Pregnancy Discrimination Act of 1978 that 
omitted minor dependents from requirements for 
coverage for prenatal care. 

Studies of programs that have attempted to 
arrange a comprehensive range of services (e.g., 
housing, child care, transportation, education, jobs) 
for adolescent parents have found that problems 
occur in attempting to locate and broker services. 

Specific options related to pregnancy and parent­
ing among adolescents are presented in table 17. 

Mental Health Problems (ch. 11) 

Although a national systematic epidemiQlogic 
study of mental health problems among children and 
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adolescents has not yet been fully mounted, recent 
data suggest that approximately 1 out of 5 adoles­
cents ages 10 to 18 suffer from a diagnosable mental 
disorder (e.g., co'nduct disorder, separation anxiety 
disorder, depression). The identification of adoles­
cents in need of mental health treatment by standard 
assessment techniques is often based more on 
adolescents' outward behavior of concern to teach­
ers, parents, and society at large than on adolescents' 
subjective distress (e.g., depression and anxiety) and 
the subjectively perceived needs of the adolescents 
themselves. When asked, an average of one out of 
four adolescents report symptoms of emotional 
distress, although the rate is higher among rural and 
Native American adolescents. 

Certainly one of the most severe manifestations of 
SUbjective distress among U.S. adolescents is sui­
cide. In recent years, the U.S. adolescent suicide rate 
appears to have increased; suicide is currently a 
major cause of death among U.S. adolescents (see 
figure 4 in "Major Findings"). In 1988, the suicide 
rate among 15- to 19-year-olds was 10.3 suicides per 
100,000 population (see figure 4 in "Major Find­
ings")-apparently triple the rate in the mid-
1950s.179 Firearms are the leading method for 
committing suicide, accounting for half of all 
successful suicides. 

Adolescents who have made a previous suicide 
attempt are at increased risk for suicide. Other risk 
factors for adolescent suicide include being male; 
being white or Native American; the presence of a 
mental health 01' substance abuse problem; concern 
about sexual identity; school problems; family 
disruption and parental loss; loss of a close personal 
relationship (i.e., boyfriend or girlfriend); and expo­
sure to other adolescent suicides. 

Trends in adolescent suicide attempts are not 
available, but according to data from the 1987 
National Adolescent Student Health Survey, one out 
of seven adolescent 10th graders reported having 
attempted suicide (10). Females are more likely to 
report suicide attempts. 

Mental health promotion is a tenn describing a 
broad range of efforts that seek to foster a healthy 
mental equilibrium and maintain emotional stability 
(39, 63); most mental health promotion efforts can 

179ComparisoDS of suicide rates across time should be viewed cautiously, however, because reports of suicides could be influenced by public attention 
or greater acceptability of recording suicide as a cause of death. Problems concerning the validity of suicide data are discussed in depth in ch. 11, "Mental 
Health Problems: Prevention and Services," in Vol. n. 
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Table 17-5pecific Options Related to Pregnancy and Parenting (ch. 10) 

Option 1: Improve adolescents' access to health and related 
services. 

Services for pregnancy prevention: 
• Support efforts to make contraception (and information about 

using contraception effectively-also see Federal research 
options) readily available to sexually active adolescents. 

• Support the provision of co;I':.)rehensive services (I.e., 
mental health, social, educational, vocational services) to 
pregnant and parenting adolescents. 

Services for adolescents who are pregnant: 
• Support outreach to ensure that pregnant adolescents who 

choose to give birth remain in school and obtain prenatal 
care. Support a range of intensive services for pregnant 
adolescents who choose to bear children (Including prenatal 
care, housing, nutritional support, education, counseling). 

• Eliminate the loophole in the Pregnancy Discrimination Act of 
1978, which currently does not require that dependents other 
than spouses be covered for prenatal care (also see ch. 16). 

• Support equal opportunity to abortion services, Including a 
greater range of alternatives to parental notification and 
permission (also see ch. 17). 

Services for adolescents who are parents: 
• Support the availability of a range of Intensive services for 

adolescent parents and their children, and of adequate 
assistance to manage adolescents' access to such services; 
such services include housing, food, transportation, child 
care, academics, and parenting education and assistance. 

Health education: 
• Support the proviSion to adolescents of information relevant 

to obtaining access to contraceptive and other services that 
could protect them against pregnancy. 

• Support pregnancy prevention education for young adoles­
cents, before they are likely to become sexually active. 
Support implementation (with accompanying rigorous evalu­
ation) of broad-based, intensive programs such as life-

SOURCE: Office of Technology Assessment, 1991. 

be distinguished from efforts that attempt either to 
prevent the occurrence of specific mental disorders 
or to restore the effective functioning of an individ­
ual with a major mental illness. Selected mental 
health promotion programs have demonstrated suc­
cess in enhancing the coping skills of adolescents, 
their ability to function empathetic ally in social 
settings, and their academic performance, but few 
such programs have been implemented. 

Concerns about mental health promotion and 
primary prevention interventions have arisen as 
some suicide prevention interventions have had 
unintended negative effects. Some observers have 
criticized the state of the art in prevention, asserting 
that primary prevention of mental disorders is not 
possible in most instances, because knowledge of 
causes and mechanisms of adolescent mental dis­
orders is so limited (189). This criticism seems 
iIltended more to generate support for early treat­
ment intervention for adolescents who show early 
signs of mental health problems than to suggest that 

options training and work experience programs which are 
combined with partlcipa tory discussions of responsible sexu­
ality, and the provision of contraception. Such innovative 
efforts would require mme Intensive, and perhaps different, 
training of family life educators. 

• Support the Implemen'/atlon (with accompanying rigorous 
evaluation) of parent· child communication groups with a 
focus on sexuality. 

• Supporttargeting ofp!regnancy prevention education efforts 
to black and poor ado lescents. 

Option 2: Support Federal data collection and research. 
Data collection: 

• Support routine collection of data on adolescent sexual 
activity and birth-related outcomes. 

• Support routine collection of data on sexual activity, preg­
nancies, and pregnancy outcomes among racial and ethnic 
minority adolescents. 

• Support routine collection of socioeconomic status data on 
adolescents who are sexually active, become pregnant, 
have abortlQns, and become parents. 

Research: 
• Support research on the factors that lead adolescents to 

engage In unprotected sexual intercourse. 
• Support research on contraceptive technology, with an 

emphasis on technology that Is appropriate for and accepta­
ble for adolescents. 

• Support efforts to determine howto Incorporate ~dolescents' 
views in the design and evaluations of prevention efforts. 

• Support research on why pregnant adolescents do not more 
frequently choose adoption as an option. 

• Support research on why efforts to provide acomprehensive 
range of services to adolescent parents through case 
management and referral have found that brakering such 
services is difficult. 

some primary prevention and mental health promo­
tion efforts may not be worthwhile. 

Very few data are available on adolescents' 
utilization of or access to mental health services, but 
all evidence suggests that, although access has 
apparently increased, it is still very limited. One 
factor that affects adolescents' financial access to 
mental health treatment is the fact that Medicaid and 
many private, employment-based health insurers 
place limitations on reimbursement for mental 
health services that they may not place on services 
for physical problems. Such limitations include 
limitations on the number of visits, lifetime days of 
hospitalization, reimbursement levels, and the need 
to have a diagnosable disorder. In 1986, only half of 
adolescents' outpatient visits in organized mental 
health settings were covered by commercial health 
insurance or Medicaid (271). 

Roughly half of the States have statutes that allow 
adolescents who meet certain requirements (e.g., 
minimum age of 16) to obtain outpatient and/or 
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A major limit to adolescents' access to mental health 
services Is the requirement by Insurers that a person 

have a diagnosable mental disorder to be covered 
for services. 

inpatient mental health services without parental 
consent. These statutes seem to reflect legislative 
concerns that a parental consent requirement might 
discourage some adolescents from seeking treatment 
for mental health problems because of a reluctance 
to reveal such problems to their parents. The statutes 
vary with respect to parental notification provisions, 
but the inpatient statutes are more likely to require 
or permit parental notification than the outpatient 
statutes. 

Some people are concerned that increases in 
admissions to private inpatient mental health treat­
ment facilities are indicative of widespread misuse 
of commitment to control troublesome minors (326). 
As a concomitant of the parental consent require­
ment, parents have sometimes been allowed to make 
a "voluntary commitment" of a minor child to a 
mental institution or facility regardless of the 
minor's desire or need for services. A few States 
have addressed this problem by requiring both the 
minor's consent and a parent's consent for such 
treatment. 

Although increases in inpatient mental health care 
utilization are viewed by some as a sign of increas­
ing accessibility of mental health treatment, such 
increases continue to cause concern in the absence of 
objective criteria for admission or rigorous evalua­
tions demonstrating the effectiveness of such care. 
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Research is essential on the availability and 
effectiveness of standard providers and settings such 
as school guidance counselors, inpatient treatment 
and residential treatment care, and promising inno­
vative treatments and approaches such as home­
based care, crisis intervention services, therapeutic 
foster care, therapeutic group homes, transitional 
living, partial hospitalization (day treatment), and 
"wraparound" services. 

For the most part, Federal engagement in child 
and adolescent mental health initiatives has not been 
strong or consistent, although there are continuing 
changes that hold promise for improvement. These 
include recent amendments to the State Comprehen­
sive Mental Health Services Plan Act, recent re­
quirements for studies related to the care of seriously 
emotionally disturbed children under the provisions 
of Public Law 94-142, and funding for the National 
Plan for Research on Child and Adolescent Mental 
Disorders. Support for clinical training has received 
little attention. 

Specific options related to adolescents' mental 
health problems are presented in table 18. 

Alcohol, Tobacco, and Drug Abuse (ch. 12) 

In recent years, a great deal of national attention, 
concern, and effort has been centered on the problem 
of illicit drug use in American society. National 
survey data from adolescents (and adults (232, 263, 
266» suggest that considerable decline in the use of 
illicit drugs has been achieved, at least as self­
reported by high school seniors and adolescents 
living in households (see figure 16). In addition, 
available information suggests that experimenta­
tion, regular use, and possibly problem use, of 
substances that are legally available to adults but not 
to minors-Le., alcohol and tobacco-are consid­
erably more prevalent among adolescents than is the 
use of illicit drugs (see figure 8 in "Major Find­
ings"). This is not to deny the continuing impact of 
illicit drugs (and involvement in the illicit drug 
trade) on many adolescents, particularly those in 
some localities and with some other problems (e.g., 
school dropouts, homeless and runaway adoles­
cents, incarcerated adolescents) (e.g., figure 12 in 
"Major Findings"). 

What causes adolescents to use and abuse alcohol, 
tobacco, and illicit drugs? Experimentation? family 
conflict? peer influences? adult modeling? advertis­
ing? Conclusions are difficult to draw because of 
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Table 18-Speclfic Options Related to Mental Health Problems (ch. 11) 

Option 1: Improve adolescents' access to health and related 
servlces.D 

• Have Medicald and commercial Insurers make health Insur· 
ance as avallable for mental health problems as It Is for 
"physical" problems. 

• Support funding and treatment delivery approaches (e.g., 
"wraparound funding") by the Federal Government, States, 
localities, and other entities that respond to individual mental 
health treatment needs, rather than continuing to finance 
services tied to specific delivery sites. 

e Support efforts to increase the availability of mental health 
services for adolescents In aCC'J!:!llble settings (e.g., 
schools), including services for adolesc;ents who do not yet 
have a diagnosable mental disorder. 

• Support efforts to improve access to mental health treatment 
services for runaway and homeless, American Indian and 
Alaska Native, black, and poor adolescents. 

• Assuming the development of strict criteria for admission and 
guidelines for practice, increase Medicaid reimbursement 
rates for psychiatric hospitalization; alternatively, mandate 
private psychiatric hospitals' partiCipation in Medlcald. 

• Support the implementation by schools and other settings 
{with accompanying rigorous evaluation} of mental health 
promotion interventions. 

• Support the provision to adolescents of information about 
when to seek, and how to gain access to, mental health 
services. 

• Increase support for the provision of adolescent-specific 
clinical tralning to a range of mental health providers. 

Option 2: Support Federal data collection and research. 
Data collection: 

• Support the collection of data on the avallablllty of and 
utilization of a broad range of mental health services likely to 
be used by adolescents (e.g., In primary health care, 
schools, Juvenile justice, social services, and child welfare). 

Research: 
• Support independent research on the appropriateness of 

current diagnostic criteria for adolescent mental health 
programs. 

• Support multislte research comparing the effectiveness of 
different mental health treatment settings and approaches to 
coordinating treatment {e.g., case management}. 

• Support the development of admissions criteria for mental 
health treatment, beginning with treatments in the most 
restrictive environments. 

• Support further research on models of comprehensive 
services for emotionally disturbed adolescents and their 
families. 

• Support a research study on the capability of adolescents to 
decide whether or not to accept mental health treatment. 

• Encourage the Agency for Health Care Policy and Research 
(within DHHS) or a similar agency to develop practice 
guidelines for psychiatric hospitalization of adolescents. 

• Provide sufficient supportfor the National Institute of Mental 
Health (within DHHS) to Implement Its National Plan for 
Research on Child and Adolescent Mental Disorders. 

aAlso see table 22, "Specific Options Related to the Delivery of Primary and Comprehensive Health Services to Adolescents," table 23, "Specific Options 
Related to Problems In Adolescents' Financial Access to Services," and table 24, "Specific Options Related to Concerns About Consent and Confidentiality 
in Adolescent Health Care Decisions." 

SOURCE: Office of Technol09i' Assessment, 1991. 

methodological problems in the available research. 
Much of the research has not distinguished among 
substances and among levels of use in any meaning­
ful way, and almost none of the research is longitudi­
nal (i.e., research that follows individuals across 
time). Some research suggests that problem use of 
drugs and alcohol is likely to follow mental health 
problems. Research on the short- and long-term 
consequences of a range of levels of drug and 
alcohol use is scarce. 

Extensive financial and human resources are 
being applied to preventing drug use among adoles­
cents, although there is little information on the 
effectiveness of these eff0l1s. The strategies that 
have been most successful in reducing, or at least 
delaying, substance use include life-skills decision­
making programs, peer-led programs, and, for low­
income adolescents, alternatives programs. ISO The 
generally unremarkable results of primary preven­
tion programs do not necessarily imply that the 

efforts should be discontinued. Both the rigorously 
evaluated and not-so-rigorously evaluated programs 
may achieve other goals, such as improvements in 
social competence. However, it may be important to 
assess the impact of drug prevention programs in 
terms of these other outcomes. Otherwise, the 
programs may not be continued if they are found to 
be ineffective for drug abuse prevention or if 
resources are withdrawn from the war on drugs. 

Concerns about the current substance abuse treat­
ment system for adolescents include the lack of 
objective, standardized criteria for admission; po­
tentially inadequate training and credentials for 
substance abuse treatment personnel; reliance on the 
addiction model; the absence of methodologically 
rigorous evaluations of treatment; and lack of access 
to early intervention. 

Specific options related to alcohol, tobacco, and 
drug abuse problems among adolescents are pre­
sented in table 19. 

180 Alternatives programs are programs that provide alternatives to life in tbe drug culture, sucb as recreation and sports programs and outward 
bound-type camping efforts. 
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Substance abuse treatment that works well with adults may 
not be appropriate for adolescents. 

Delinquency (ch. 13) 

Existing data sources do not provide reliable and 
valid infonnation on the extent of adolescent in­
volvement in illegnl behavior. Arrest data and 
victims' reports show a leveling off since· their peak: 
in the mid-1970s in adolescent arrest rates for 
serious violent offenses and a pronounced decline 
for serious property offenses (see figure 17). Unfor­
tunately, though, there are worrisome increases in 
arrest rates for serious some specific violent offenses 
among adolescents. Since 1965, adolescent arrest 
rates for aggravated assault have shown a rather 
steady increase, and arrests for murder andnonnegli­
gent manslaughter have increased since 1984 (see 
figure 18). 

Another troubling trend is the narrowing gender 
gap in arrest rates, from 11.4 (males):1 (female) in 
1965 to 7.5:1 in 1987 for serious violent offenses, 
and 6.7:1 to 3.6:1 over the same period for serious 
property offenses (303). The significance of these 
changes-whether they reflect an increase in serious 
offenses among female adolescents, manifest chang­
ing social views that permit or encourage police to 
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Figure 16-Trends in Illicit Drug Use by High School 
Seniors, 1975·89 
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SOURCE: U.S. Department of Health and Human Services, "1989 National 
High School Senior Drug Abuse Survey," HHS News, RP0689, 
Feb. 13,1990. 
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The social environment is thought to be an important 
Influence on adolescents' alcohol, tobacco, and 

drug use. 
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Table 19-5pecific Options Related to Alcohol, Tobacco, and Drug Abuse (ch. 12) 

Option 1: Improve adolescents' access to health and related 
servlces.a 

• Support efforts to improve access to early intervention 
(accompanied by rigorous evaluation) for adolescents who 
believe themselves at risk of substc,,"ce abuse. 

• Support early Intervention for mental health problems (with 
rigorous evaluation to determine whether such Intervention 
can prevent subsequent problem use of alcohol, tobacco, 
and illicit drugs). 

• Encourage the Agency for Health Care Policy and Research 
(within DHHS) or some similar agency to develop practice 
guidelines and criteria for quality assessment for substance 
abuse treatment and treatment facilities for adolescents. 

• Support expansion of Medicaid access to substance abuse 
treatment. 

Health education: 
• Support the provision to adolescents of information relevant 

to obtaining access to a range of SUbstance abuse treatment 
options (from early Intervention to inpatient treatment). 

Option 2: Support Federal data collection and research. 
Data collection: 

• Expand support for local and more detailed surveys of drug 
and alcohol use and national surveys that oversample racial 
and ethnic minorities and a range of adolescents in different 
socioeconomic groups. 

• Collect utilization data on the range of substance abuse 
treatment alternatives likely to be used by adolescents. 

• Support inclusion of family income data in national and local 
surveys of drug use (e.g., through use of proxies such as 

street address); oversample low Income, racial and ethnic 
minority adolescents. 

Research: 
• Support research to develop effective substance abuse 

prevention and early Intervention efforts for additional hlgh­
risk adolescents (i.e., adolescents who work, adolescents 
with disposable Income, homeless and runaway adoles­
cents). 

• Conduct research on the use of alternative (to self-report) 
measures of substance use. 

• Support longitudinal research to enable the tracking of 
precursors and short- and long-term consequences of 
adolescent drug use. 

• Support research that distinguishes between substance 
use, problem use, and abuse for adolescent~ and research 
that distinguishes ",Iearly among different substances. 

• Support research on development and evaluation of effec­
tive treatments for adolescents with substance abuse prob­
lems. 

Option 3: Foster changes In adolescents' environments. 
• Support a range of changes In the social environment that 

have been associated with lower rates of problem use of 
alcohol, tobacco, and Illicit drugs, and may have other 
beneficial effects on adolescent health and well-being (e.g., 
reductions In parental drug use, higher levels of adult 
supervision, less contact with drug-using peers, perceptions 
of socially acceptable life options). 

---------------------------------------------aAlso see table 22, "Specific Options Related to the Delivery of Primary and Comprehensive Health Services to Adolescents," table 23, "Specific Options 
Related to Problems In Adolescents' Financial Access to Services," and table 24, "Specific Options Related to Concerns About Consent and Confidentiality 
In Adolescent Health Care Decisions." 

SOURCE: Office of Technology Assessment, 1991. 

arrest more female adolescent offenders, or result 
from some other factor--is not known. 

As in the case of accidental deaths and suicides, 
fIreanns are a leading factor in adolescent homicide. 
Despite Federal legislation that prohibits the sale of 
rifles and shotguns until age 18, and handguns until 
age 21, almost 60 percent of adolescent offenders 
who committed homicide in 1988 used a frreann, 
compared to 53 percent in 1976 (302). In addition, 
the proportion of homicides involving adolescent 
victims has increased (see fIgure 4 in "Major 
Findings") .181 

Certain demographic characteristics--being in 
the age group 15 to 17, being male, and having 
access to an urban area--are more associated with 
serious delinquency than others. The relationship of 
race to delinquency is unclear. When one examines 
black and white adolescents' self-reports of serious 
offenses (1.5: 1 in 1976 (58», racial disparities are 
much smaller then those typically reported based on 
arrest statistics, where arrest rates for black adoles-

cents far outnumber those for whites (3:1 in 1987 
(300». Furthermore, about half of black adolescents 
live in poor or near-poor families, many of them in 
urban areas typified by high rates of crime and 
limited educational or employment opportunities; 
and adolescents of low income and adolescents who 
live in urban areas are more likely to commit serious 
delinquent acts than other adolescents. 

Early (preadoles.cent) involvement in socially 
disapproved behaviofl;, a number of family factors 
(e.g., lack of parentaJ supervision), low intelligence 
(particularly poor verbal ability), and associating 
with delinquent peers have been identified as factors 
increasing the risk of serious adolescent delin­
quency; however, these factors also characterize a 
large proportion of adolescents who do not go on to 
become serious chronic delinquents. Thus, more 
comprehensive models that include individual, fa­
milial, and conununity factors, including commu­
nity economic and social factors, and that are 
sensitive to interactions between an individual's age 

IBIBecause of limitations in available data, OTA was not able to assess the ages of those who murdered adolescents. 



Figure 17-Trends in Arrest Rates for Serious 
Property Offenses8 and Serious Violent Offensesb by 

Persons Under Age 18, 1965-88 
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aSerlous property offenses are specified offenses against property (i.e., 
burglary. larceny-theft. motor vehicle theft. and arson). 

bSerlous violent offenses are specified violent offense~ against a person 
(I.e .• murder and nonnegligent manslaughter, forcible rape, robbery, and 
aggravated assault). 

SOURCE: Office of Technology Assessment. 1991. based on U.S. Depart­
ment of Justice, Federal Bureau of Investigation. Age-Specific 
Arrest Rates and Race-Specific Arrest Rates for Selected 
Offenses 1965-1988 (Washington. DC: AprlI1990). 

and his or her risk, are needed to explain and predict 
delinquency. 

Despite incomplete knowledge about the causa­
tion of adolescent delinquency, some programs 
designed to prevent delinquency, while not widely 
duplicated or tested, have shown promising results 
in relatively rigorous studies. Overall, successful 
approaches to prevention can be characterized as 
those that have the following characteristics: 

• they are appropriately supportive of children 
and adolescents and their families; 

• they are intensive (Le., they involve the com­
mitment of considerable time, personnel, and 
effort); and 

• they are broad-based (Le., they intervene in a 
number of the systems (including family, 
school, and peer) in which the child or adoles-
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cent is involved, and use multiple services (e.g., 
educational, health, and social) as appropriate 
for the individual child or adolescent). 

The most promising primary prevention efforts 
appear to be conducted early in life for high-risk 
children, such as the Perry Pre-School Program and 
a broad-based prevention intervention that included 
parent-skill training. Promising secondary preven­
tion approaches, conducted during adolescence after 
antisocial behavior has become apparent, include the 
intensive psychotherapeutic and education/job place­
ment intervention evaluated by Shore and his 
colleagues and the integration of identified anti­
social adolescents into activities with nondisturbed 
peers. These models deserve additional implementa­
tion accompanied by rigorous evaluation. 

Also in need of attention as preventive factors are 
limits on access to fIrearms and educational inter­
ventions intended to help adolescents avoid becom­
ing victims. The role of fIrearms in delinquency has 
not been well researched, but it is clear that the use 
of guns can exacerbate the outcome of violent 
delinquent and adult criminal acts. 

There are conflicts inherent in the multiple goals 
of the juvenile justice system: rehabilitation, punish­
ment, deterrence, and public safety. In recent years, 
society has apparently taken a more punitive ap­
proach to dealing with adolescents who commit 
delinquent acts; however, increases in juveniles held 
in public facilities have occurred only for nonwhites. 
Nearly 40 percent of adolescents in State-operated 
juvenile detention facilities are black; 15 percent are 
Hispanic (see figure 19). Between 1985 and 1987, 
the number of black and Hispanic juveniles in­
creased 15 percent and 20 percent, respectively. 

Almost nothing is known about the effectiveness 
of the current juvenile justice system as it normally 
operates in reducing subsequent delinquency among 
adolescents. It is clear that health care for adoles­
cents in juvenile confinement is a serious cause for 
concern, in part because incarcerated adolescents 
have a greater than average number of health 
problems and in part because health problems often 
increase during confmement. One oft-cited impedi­
ment to improving access to health services is the 
Federal regulation that prohibits Medicaid payment 
for health services provided within correctional 
facilities. In addition, only 32 of the more than 3,000 
eligible facilities have been accredited as meeting 
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Figure 18-Trends in Arrest Rates for Aggravated Assaulta and Murder and Nonnegligent Manslaughterb by 
Persons Age 18 and Under, 1965·88 

Aggravated assault­

Arrests/100,OOO population 
500.---------------------------, 

400 .,.,' 

300 

200 

100 

() 

65 68 71 74 77 80 83 86 88 
Year 

-e- Age 12 and under -B- Age 16 

-l- Ages 13 to 14 ~ Age 17 

4- Age 15 -+- Age 18 

Murder and nonnegligent manslaughter b 

Arrests/100,OOO population 
35.-~--------~~-------------, 

30 

25· , 

20 

15 

10 

5 

O~~~~~~~~~~~~~~ 

65 68 71 74 77 80 83 86 88 
Year 

-e- Age 12 and under 

-l- Ages 13 to 14 

4- Age 15 

-B- Age 16 

~ Age 17 

-+- Age 18 
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SOURCE: Office of Technology Assessment, 1991, based on U.S. Department of Justice, Fedt;)ral Bureau of Investigation, Age-Specific Arrest Rates and 
Race-Specific Arrest Rates for Selected Offenses 1965-1988 (Washington, DC: April 1990). 

existing voluntary standards for providing health 
care.182 

Executive branch support for the lead Federal 
agency in juvenile justice and delinquency preven­
tion, the Office of Juvenile Justice and Delinquency 
Prevention in the U.S. Department of Justice, has 
declined, and the agency currently provides little 
support for prevention of delinquency. Some have 
suggested that Federal efforts concerning delin­
quency be returned to the U.S. Department of Health 
and Human Services. At the least, an in-depth 

analysis of Office of Juvenile Justice and Delin­
quency Prev~ntion activities seems warranted. 

Adolescents and young adults (ages 11 to 24) rue 
the age group most likely to be the victims of theft, 
rape, robbery and assault (see figure 9, in "Major 
Findings"). These data suggest the need for educat­
ing adolescents about how to avoid becoming 
victims, including becoming victims of actions by 
other adolescents. 

Specific options related to delinquency problems 
among adolescents are presented in table 20. 

182It is not known how many of the nonaccredited facilities either applied for accreditation and were turned down, or did not apply for accreditation. 
In any event, standards remain strictly voluntary. 



Figure 19-Distribution of Juveniles in Custody in 
Public JuvenilB Facilities by Racial and Ethnic Group, 
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aBased on slngle-day census count (see ch. 13, "Delinquency: Prevention 
and Services," in Vol. II, for explanation). The total population In public 
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bpubllc Juvenile facilities Include Institutional facilities and open facilities. 
They also Include short-term facilities and long-term facilities. According 
to the Office of Juvenile Justice and Delinquency Prevention, the vast 
majority (91 percent) of adm Isslons to public Juvenile facilities In 1987were 
to Institutional rather than open facilities; 67 percent of admissions to 
public juvenile facilities were to long-term facilities and 33 percent wer& to 
short-term facilities. 

SOURCE: Office ofTechnology Assessment, 1991, based on U.S. Depart­
ment of Justice, Office of Justice Pl'Ograms, Office of Juvenile 
Justice and Delinquency Prevenl1on, "Children In Custody: 
Public Juvenile Facilities, 1987," Juvenile Justice Bulletin, 
October 1988. 

Homelessness (ch. 14) 

Homelessness is one of the riskiest situations for 
adolescents. In addition to behaviors and conditions 
associated with homelessness that may present a risk 
to future health (e.g., engaging in survival sexlS3), 

available evidence suggests that adolescents who are 
homeless with their families or on their own (Le., 
runaways and "thrownaways"I84) are likely to 
already suffer disproportionately from health prob­
lems. Efforts to address the needs of substance­
abusing parents, prevent child abuse, provide coun­
seling for families about gay sexual orientations, and 
provide supportive interventions for adolescents in 
foster families and institutions may be appropriate 

Summary and Policy Options • /-105 
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The health care of adolescents in juvenile confinement is 
a serious cause for concern, because adolescents in 

confinement have a greater than average number of heal th 
problems, because their health problems may increase 

during confinement, and because only 1 percent of eligible 
juvenile justice facilities have been accredited as meeting 
existing voluntary standards for providing health care. 

strategies for preventing adolescents from running 
away from home. Different approaches are needed to 
prevent homelessness among families with adoles­
cents. lSS 

For those adolescents who are already homeless, 
providing shelter is a necessary, but not sufficient, 
intervention. Until recently, Federal programs to 
serve the needs of homeless adolescents on their 
own have been limited primarily to temporary 
(2-week) shelter. Funds for the transitional living 
programs authorized by Public Law 100-690 were 
not appropriated until fiscal year 1990, and pro-

183"S\1rvival sex" is engaging in sexual intercourse in exchange for food, shelter, money, or drugs. 
184' 'Thrownaways" are adolescents who have been asked or told to leave home by parents or guardians. Runaways may also leave because theyperceive 

that they are not waoted, in many cases apparently because 'bey have been abused. 
18SThe Stewart B. McKinney Homeless Assistance Act Amendments of 1990 (Public Law 101-645) provided for grants for demonstration programs 

intended to prevent homelessness among families with children (Subtitle F, Family Support Centers); $SO million for fiscal year 1991 aod $55 million 
for fiscal year 1992 was authorized for a total of 30 competitive grants. ' 
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Table 20-Speclfic Options Related to Delinquency 
(ch.13) 

Option 1: Improve adolescents' access to health and related 
services. 

• Change Federal regulations so that adolescents in correc­
tional facl\1ties are eligible for Medicaid. 

• Support the development of Federal quality standards for 
health care in juvenile justice facilities and mandate that all 
Juvenile justice facilities meet the standards. 

Option 2: Support Federal data collection and research. 
Data collection: 

• Support the regular collection of self-report data on a range 
of adolescent offenses for a range of ages. 

• Support the collection of standardized data on adolescent 
offenders' social adjustment (e.g., recidivism) following their 
release from juvenile facilities. 

Research: 
• Support research on appropriate evaluation methods for 

delinquency prevention. 
• Support evaluation research in delinquency prevention and 

treatment. 
• Support research on ways to prevent the commission of 

violence by adolescents and the victimization of adolescents. 
• Support research on effective rehabilitative treatment ap­

proaches to juvenile offenders in the community rather than 
institutions. 

• Support an objective examination of the placement, mission, 
and accomplishments of the Office of Juvenile Justice and 
Delinquency Prevention (currently in the U.S. Department of 
Justice). 

Option 3: Foster changes In adolescents' environments. 
• Support early Intervention programs that provide compre­

hensive care to families. 

SOURCE: Office ofTechnology Assessment, 1991. 

grams were not initiated until October 1990.186 

Important service needs include access to education 
and employment training, AIDS/HIV infection pre­
vention and education, mental health counseling, 
training in independent living, and other health 
services. 

Specific options related to homelessness among 
adolescents are presented in table 21. 

Photo crodlt: Sasha Bruce Youth Network, Inc., Washington, DC 

Homeless adolescents have needs for Interventions that 
go beyond their need for shelter. 

Major Issues Pertaining to the Delivery of 
Primary and Comprehensive Health Services to 

Adolescents (ch. 15) 
Adolescents are relatively unlikely to use the 

services of private office-based primary care physi­
cians, having the lowest rate of use of any age group 
(see figure 20). About one-quarter of adolescents' 
visits to private office-based physicians are to 
pediatricians, two-fifths are to general and family 
practice physicians (35 percent) or intemists187 (5 
percent), mid the rest are to specialists (287) (see 
figure 21). 

Given that adolescents clearly have health prob­
lems that would benefit from care, a number of 
nonfmancial and nonlegal reasons188 why adoles­
cents might exhibit relatively low utilization of the 
services of primary care physicians and, to some 

186Transitionalliving programs are structured programs that provide shelter while helping young people develop the skills they need to live on their 
own. For fiscal year 1990, $9.867 million was appropriated and $9.939 million for fiscal year 1991 in the form of grants (156). Grantees are required 
to submit annual reports to DHHS on their activities and achievements and statistical summaries describing the number and characteristics of the 
homeless youth served by the transitional living programs (42 U.S.C. 5714-2). An evaluation is scheduled to begin in late 1991. Programs are limited 
to adolescents and young adults between ages 16 and 21. The Young Americans Act, described above, also allows for (but does not require) grants to 
be made for transitional living services to young individuals who are homeless, with no agerestriclion specified (Public Law 101-501, Title IX; 42 U.S.C. 
12338). 

187Internists are physicians practicing in general internal medicine. Internal medicine in the United States differs from family practice 1DII.in1y in not 
providing extensive training for pediatric and obstetric care and in providing more experience with severe and complex illness (324). Interoal medicine 
differs from the subspecialties that have developed out of internal medicine (e.g., cardiology, oncology, hematology) by offering primary care, including 
first contact care and referrals to subspecialists when warranted (196, 324). 

188Financial issues in access are discussed in ch. 16, "Financial Access to Health Services," in Vol. m. In addition, the reasons for the relative lack 
of physician interest in adolescent health care may be related to the relatively low level of financial remuneration associated with the intensive level of 
cognitive services that are needed by adolescents (see "Barriers and Opportunities to Change," below). 



Table 21-5pecific Options Related to Homelessness 
{ch.14} 

Option 1: Improve adolescents' access to health and related 
servll:es. 

• Increase support for contraceptive, prenatal care, STD, 
mental health, and substance abuse treatment, and legal 
!;ervlces Intended to help adolescents who are homeless 
alone or with their families. 

• Continue to support, with appropriate evaluation, supervised 
transitional living for homeless adolescents, with access to a 
range of supportive services (health, education, employ­
ment, training). 

• Support outreach efforts to help homeless and runaway 
adolescents gain access to comprehensive health services. 

OpUon 2: Support Federal data collection and research. 
Data collection: 

't Support systematic collection of data on the physical health, 
mental health, and other needs of homeless and runaway 
adolescents. 

Research: 
• Support rigorous iesearch on what causes adolescents, 

Including white, middle-class, and gay adolescents, to run 
away from their families. 

Option 3: Foster changes In adolescents' environments. 
• Increase mental health support for families (e.g., family 

counseling). 
• Expand housing and income support for homeless families 

with adolescents and for families with adolescents who are at 
high risk of homelessness. 

SOURCE: Office of T&ehnology Assessment, 1991. 

extent, other health care providers,189 have been 
examined. They include: the lack of availability and 
willingness of physicians to treat adolescents; incon­
sistencies between adolescents' perceived needs and 
the care provided by physicians; adolescents' con­
cerns about confidentiality; and physicians' and 
other health care providers' lack of competence to 
identify and treat the health problems of adoles­
cence. 

Generally, however, there is little empirical re­
search on the extent to which physicians and other 
health care providers meet the needs of adolescents. 
In some instances, the needs or desires of adoles­
cents (e.g., for confidentiality of care, for certain 
issues to be discussed during a health care visit) may 
conflict with the requirements of laws pertaining to 
the allocation of authority in health care decision­
making,190 with the needs of health care providers to 
be paid, with the advisability of family (parental) 
involvement in the health care experience, and with 
overall societal perceptions of which health care 
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Figure 20-Visits to Private Office-Based Physicians 
by U.S. Citizens, All Ages Combined and 

U.S_ Adolescents Ages 10 to 18, 1985 

Visits/person 
3'-~7------------------------------' 

2.5 

2 

1.6 

0.5 

o 
All ages 

combined 
All White Black ·Other· 

Adolescents ages 10 to 18 

SOURCE: Office ofTechnology Assessment, 1991, based on U.S. Depart­
ment of Health and Human Services, Public Health Service, 
Centers for Disease Control, National Center for Health Statis­
tics, unpublished data from the 1985 National Ambulatory 
Medical Care Survey, Hyattsville, MD, 1989. 

Figure 21-Distribution of Visits to Private Office­
Based Physicians by U.S. Adolescents Ages 10 to 18, 

by Physician SpeCialty, 19858 

Estimated number of 
adolescents' visits· 50,218,000 

Orthopedic 
surgery (7%) All other specialties (7%) 

Pediatrics 
(23%) 

General and family practice 
(35%) 

Ophthaimol09Y (5%) 

Internal medicine (5%) 

Obstetrics and 
gynecology (4%) 

General surgery (3%) 
Otorhinolaryngology (3%) 

Psychiatry (2%) 

apercentages may not add to 100 because of rounding. 

SOURCE: Office ofTechnology Assessment, 1991, based on U.S. Depart­
ment of Health and Human Services, Public Health Service, 
Centers for Disease Control, National Center for Health Statis­
tics, unpublished data from the 1985 National Ambulatory 
Medical Care Survey, Hyattsville, MD, 1989. 

189Most oithe available research on adolescents' utilization patterns and experiences with health care providers has focused on physicians as providers. 
Further, most of the research on physicians has focused on pediatricians as providers of adolescent health care. 

1905ee ch. 17, "Consent and Confidentiality in Adolescent Health Care Decisionmaking," in Vol. m. 
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Adolescents' needs or desires for confidentiality of care 
may conflict with laws pertaining to the allocation of 

authority for health care declslonmaking. 

problems are llnrortant. Nevertheless, available 
evidence clearly suggests that the needs of adoles­
cents-both those defined by adolescents and, to 
some extent, defined by society-are not being met 
by the contemporary mainstream primary health 
care system. 

The number of health care providers with both 
interest and special skills in providing health care to 
adolescents is not known, but available data suggest 
that the number is quite small (perhaps 5,500).191 
With the exception of the small group of specialists 
in adolescent medicine, there is no group of health 
care providers who are available, clearly dermed as 
appropriate, and clearly willing to provide care to 
adolescents. For example, despite the potentially 
increased importance of "anticipatory guidance" 
during the adolescent years, pediatricians have been 
found to spend an average of approximately 1 
minute more with adolescents than they do with 
other noninfant patients (90); one study suggests that 
an average of 7 seconds a visit is spent on 
anticipatory guidance (176). More rigorous (e.g., 
direct observational) studies and surveys of adoles­
cents themselves finding that li1.tle time is spent 
discussing the "new morbidities" issues that are 
believed to be amenable to preventive educational 
interventions or the health concerns of importance to 
adolescents themselves (126,176). 

Findings concerning physicians' attitudes and 
behavior with respect to confidentiality of care for 
adolescents are both limited and variable, with 75 
percent of members of The Society for Adolescent 
Medicine and a random sample of pediatricians 
expressing support for confidentiality for adolescent 
patients (124), but a survey using a specific example 
(a pregnant 15-year-old's desire that her mother not 
be told of the pregnancy) rmding that the majority of 
physicians would not abide by the patient's request 
for confidentiality (161). 

The very small body of empirical work, much of 
it methodologically limited, that has explored the 
issue of health care provider competence in diagnos­
ing and treating adolescents' specific problems, 
suggests the following: 

• primary care physicians appear to have diffi­
culty in identifying children and adolescents 
who have behavioral and emotional problems; 

• physicians as a group are currently not able to 
identify substance abuse problems very effec­
tively; 

• primary care physicians appear able to identify 
acne in adolescent patients, but their ability to 
treat acne has not been tested; 

• hospital services do not appear to adequately 
document health problems .hI adolescent pa­
tients; and 

• physicians, nurses, social workers, psycholo­
gists, and nutritionists all consider themselves 
relatively untrained in important areas of ado­
lescent health (e.g., sexuality, handicaps, endo­
crine problems, contraception, psychosocial 
concerns).192 

Almost no work has been conducted on the impor­
tant issue of providers' abilities to interact with 
adolescents, regardless of the specific problems that 
an adolescent may have. However, the studies that 
have been conducted suggest that important charac­
teristics include friendliness, understanding, and 
willingness to take one's time (11,122). One study 
suggests that advanced training in adolescent health 
care improves adolescent patient satisfaction (122). 

1910TA was able to estimate that there are perhaps 2,000 nonpsychiatrist physician specialists in adolescent medicine; 1,500 psychologists who have 
reported adolescents to be their primary professional interest; 1,500 members of the American Society for Adolescent Psychiatry; and 370 members of 
the North American Society for Pediatric and Adolescent Gynecology. In addition, health care providers that may be likely to treat adolescents and receive 
some special training include family physicians, pediatric nurse-practitione1'S, nurse midwives, school nurses, health educators, and social workers. 
However, none of these groups ascertain the extent of specialized professional interest in adolescents as opposed to other age groups. 

192Issues related to the role of emergency personnel who come in contact with adolescents (e.g., those who have been in accidents, been assaulted, or 
attempted suicide) are discussed in ch. 5, • 'Accidental Injuries: Pnlvention and Servkes," in Vol. II. 



Perhaps more disturbing than findings that many 
health care providers are apparently not able to treat 
adolescents, several studies have found that health 
care providers have expressed relatively little inter­
est in additional training. Further, except for those 
who explicitly specialize in adolescent health care, 
existing training requirements with respect to ado­
lescents, while improving, are minimal.193 Thus, 
those adolescents who seek health care are likely 
to see providers who have not been specially 
trained to work with them. There is minimal 
Federal support for clinical training in adolescent 
health and almost no systematic information on the 
desirable features of training in adolescent health 
care. 

Given the apparent failure of both the primary 
health care system and the specialty health care 
systems to meet the health care needs of adolescents, 
several innovations in health care delivery have been 
attempted. These include the provision of compre­
hensive health (and, sometimes, related) services by 
an interdisciplinary team of health care providers at 
a single site (e.g., hospital-based adolescent health 
care clinics, community-based adolescent health 
care clinics, a teen center at an HJvIO, "free clinics," 
multiservice centers, and, most extensively, school­
linked health centers), attempts to integrate services, 
and efforts to involve adolescents in health services 
planning and management. 

Systematic evidence of the effectiveness of com­
prehensive programs in terms of improving health 
outcomes is scarce. The only study to date that 
compared special hospital-based adolescent health 
clinics to hospital-based clinics without a special 
adolescent focus found no outcome differences after 
a year (54). However, the specially funded clinics 
were more successful in getting adolescents to 
disclose behavioral and lifestyle problems to their 
Glinical providers, and consequently to obtain care 
for s1Uch problems (54). Reductions in school absen­
teeism, alcohol consumption, smoking, sexual activ­
ity, and pregnancy have been found in some schools 
with on-site school-linked health centers, though not 
consistently (105,339). In general, assessments of 
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the effectiveness of specialized comprehensive ado­
lescent health care services (whether school-linked, 
hospital-based, health maintenance organization­
based, or freestanding) have been few and methodol­
ogically limited. In addition, given the socially 
embedded nature of many adolescent health prob­
lems, the capacity of any clinical program in and of 
itself to completely alleviate the problems of adoles­
cents may be limited. 

What has often been found is that many of the 
adolescents who use the services of school-linked 
health centers are adolescents who have no other 
source of health care,194 and that adolescents use 
school-linked health centers for typical urgent care 
for illness and injuries and for services otherwise 
unavailable without high levels of income, generous 
insurance policies, or breaches of confidentiality 
(e.g., mental health counseling, reproductive health 
care195). Further, one of the few systematic studies 
of school-linked health centers suggests that efforts 
to meet the more intangible needs of adolescents 
have been successful: the primary reasons cited by 
students for using the school-linked health center in 
their school were that users felt they could trust it 
because it was part of the school; the school-linked 
health center was easy to get to; and the staff was 
caring (105). The number of repeat visits to school­
linked health centers is also cited as suggestive that 
school-linked health centers are responsive to the 
needs of adolescents as they perceive them (180). 

When it {'omes to adolescents, then, school-linked 
health cen' Jrs and, peIhaps to a lesser extent, 
community- and health-care-organization-based ad­
olescent health care centers, appear to respond to 
many of the shortcomings of the traditional health 
care system: Such centers attempt to provide com­
prehensive services that address the range of prob­
lems that many adolescents face (e.g., care for acute 
physical illnesses; gerleral medical examinations in 
preparation for inVOlvement in athletics; mental 
health counseling; laboratory tests; reproductive 
health care; family counseling; prescriptions; educa­
tional services; vocational training; legal assistance; 
recreational opportunities; advocacy; coordination 

193Por example, a structured experience in adolescent health became a required aspect of training for future pediatricians in January 1990, although 
no patient age rnngenor duration of training was specified. Neither family practice nor internal medicine include specific curricula regarding adolescents. 

I94This finding is confounded somewhat by the fact that most school-linked health centers have been purposefully situated in communities deemed 
to be medically underseIVed. 

195 Apparently because they wish to avoid delays in implementing the broaderrange of seIVices that are needed, most school-linked health centers do 
not provide contraceptive methods on site. 
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Comprehensive health centers for adolescents attempt to 
provide services that address the range of problems many 

adolescents face. Such services include care for acute 
physical illnesses, general medical exams, reproductive 
health care, mental health counseling, family counseling, 

vocational training, recreational opportunity, and 
child care services. 

of care (e.g., with school personnel); advocacy 1 96). 

Settings are often designed with adolescents in 
mind, to the extent possible. Adolescents are often 
involved in the design and management of the 
programs. In the case of school-linked health cen­
ters, the services are physically accessible, because 
they are located in or near where most adolescents 
spend much of their waking day. 

However, there are certain ways in which school­
linked health centers and other specialized adoles­
cent health care programs reflect some of the 
limitations of the mainstream primary health care 
system and can be strengthened. 

For a variety of reasons, a reorganization of 
adolescent health services to meet desirable criteria 
for adolescent health services has not been realized. 
The reasons are both formidable and interrelated. 
They include community resistance to the provision 
of contraceptive services and abortion counseling to 
adolescents; resistance of organized medicine; resis­
tance by schools to adding yet another responsibility 
to the educational infrastructure; lack of a core of 
adequately trained professionals to staff comprehen­
sive programs; State Medicaid administrative barri­
ers; lack of conclusive and convincing data on the 

196Not all serviC\lS are available at all centers. 

Photo credit: Bethesda-Chevy Chase Rescue Squad 

Congress could support research aimed at evaluating, and 
if necessary could support Improvements In, training of 

health care providers who work with adolescents. 

effectiveness of such programs in reducing a number 
of highly socially visible adolescent health prob­
lems; and, fmally, lack of financing. 

Major options related to the delivery of primary 
and comprehensive health services were discussed 
earlier in this chapter. Additional options are pre­
sented in table 22. 

Problems in Adolescents' Financial Access to 
Health Services (ch. 16) 

One out of seven adolescents, 4.6 million overall, 
are without a key ingredient to access to health care: 
health insurance coverage. This includes one out of 
three poor adolescents who are not covered by the 
Medicaid program. Adolescents in Southern states 
are the most likely to be uninsured. 

There is increasingly worrisome evidence that 
escalating health insurance costs are threatening 
coverage of adolescents and other dependents of the 
working insured. Faced with rising costs of health 
insurance, some families are choosing not to cover 
their dependents. Some employers plan to cut 
benefits for dependents, in particular mental health 
and substance abuse treatment benefits. 



Table 22-5pecific Options Related to the Delivery 
of Primary and Comprehensive Health Services to 

Adolescents (ch. 15) 

Option 1: Improve adolescents' access to health and related 
servlces.Q 

Option 2: Support Federal data collection and research. 
Data col/ection: 

• Support the collection of data on the Federal (within the 
Bureau of Maternal and Child Health, Health Resources and 
Services Administration, Public Health Service, U.S. Depart­
ment of Health and Human Services) interdisciplinary train­
ing program in adolescent health care. 

Research: 
• Support research aimed at Improving adolescent-provider 

Interactions, including research on diverging perceptions of 
adolescent health care needs. 

• Support research aimed at evaluating and, If necessary, 
improving the content of training for adolescent health care 
providers across a broad range of disciplines (medicine, 
psychology, social work, health education, nursing). 

• Support research aimed at improving referrals among sys­
tems of care. 

D Support research on a range of alternative delivery mech­
anisms for adolescent health and related services. 

• Support research on the question of what "comprehenslve" 
and integrated means (and should mean) in the delivery of 
health and related services for adolescents. 

aSee Major Option 1 related to improving adolescents' access to health and 
related services that was presented in table 5. 

SOURCE: Office of Technology Assessment, 1991. 

Even those adolescents with health insurance 
coverage may not be eligible to receive the services 
they most need. Most private health insurance plans 
do not cover many of the important needs of 
adolescents, including basic dental, hearing, vision, 
and maternity-related benefits. Mental health and 
substance abuse treatm;;nt benefits are universally 
subject to separate and more stringent limitations 
than for "physical" problems. Preventive services 
are generally not covered for adolescents unless they 
belong to a health maintenance organization.197 

Little is known about the extent to which private 
health insurance reimburses the nonphysician health 
care professionals who could be critical to the 
development of additional low-cost community 
adolescent health care reSOU1ces. Physician partici­
pation in Medicaid is particularly low among two 
specialties of special importance to adolescents: 
gynecologists and psychiatrists. 

OTA finds that a combination of two proposals for 
increasing coverage (an expansion in Medicaid to 
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Congress could amend the Pregnancy Discrimination 
Act of 1978 (Public Law 95-555) to close the loophole that 
allows employers not to cover prenatal and maternity care 
for adolescent daughters of employees covered by their 

health benefit plans. 

cover all poor adolescents, and a requirement that 
employers provide health benefits to all workers 
(and their families) working at least 30 hours 
weekly) would insure approximately 78 percent of 
U1linsured adolescents. Even if appropriate benefits 
are available, however, adolescents who are con­
cerned about confidentiality may be reluctant to seek 
care from providers if their private health plan 
requires parents to submit a claim for reimbursement 
(as most do), or present a parent's Medicaid card to 
obtain services. And providing "basic" coverage 
does not ensure that all adolescent health care needs 
would be met. 

Several strategies related to improving adoles­
cents' fmancial access to health services were 
presented in conjunction with Major Option 1 (see 
table 5). Additional options are presented in table 23. 

Consent and Confidentiality Issues (eh. 17) 
Parental consent and notification requirements 

pose a significant barrier to some adolescents' 
access to certain health services. Under common 

197It is important to note that a previous report by OTA found no evidence that well-child care visits beyond those necessary for immunizations were 
cost-effective (225). OTA's 1988 report emphasized well-child care prior (0 adolescence. The current Report did not conduct a cost-effectiveness or 
effectiveness analysis of the literature on well-child care visits for adolescents. However, other attempts to do so have found no evidence that any 
particular periodicity schedule is warranted by existing evidence on effectiveness (see especially, 319). 
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law, a minor cannot receive health services without 
parental consent. State courts and legislatures, as 
well as the U.S. Supreme COurt,198 have carved out 
various types of exceptions to the parental consent 
requirement (e.g., for emancipated minors, for emer­
gency health services, for services related to the 
treatment of STDs, and for family planning and 
abortion services) ,199 but the exceptions vary widely 
from State to State and frequently vary for different 
types of services within a State. In carving out 
exceptions to the parental consent requirement, State 
courts and legislatures have sometimes--though not 
always--replaced the parental consent requirement 
with a parental notification requirement. Courts and 
legislatures seem to regard parental notification 
requirements as less burdensome for adolescents 
than parental consent requirements, but it is not clear 
that adolescents who are in conflict with their 
parents make this distinction. 

In the case of family planning and abortion 
services, studies have found that parental consent 
and notification requirements pose a significant 
barrier to adolescents' access to and utilization of 
services. Quite probably, such requirements also 
pose similar barriers to adolescents' access to other 
types of services (e.g., mental health treatment, drug 
abuse treatment, alcohol abuse treatment). 

Parental consent and notification requirements 
appear to be based on various rationales. One is that 
such requirements foster the stability and cohesive­
ness of the family, something in which the state has 
a legitimate interest, by bolstering family autonomy 
and parental authority. Another is that minors as a 
class are incompetent to give informed consent to 
health care or to enter into contracts with physicians. 
Little empirical research has been done on the 
competence of minors to give informed consent to 
health care. The research that has been done 
suggests, but not conclusively, that adolescents ages 
14 and older may have the capacity for informed 
consent. This empirical research is consistent with 
findings on cognitive development during adoles­
cence.200 More research on adolescent participation 
in health care decisionmaking would be useful in 

Table 23-5pecific Options Related to Problems 
in Adolescents' Financial Access to Health Services 

(ch. 16)8 

Option 1: Improve adolescents' fInancIal access to health 
cmd related servIces. 

• In consIdering any potential Medicaid physician payment 
reform that results from the Physician Payment Review 
Commission's OBRA-89-mandated effort to examine the 
adequacy of physician payment, physician participation, and 
access to care by Medicaid beneficiaries, give high priority to 
providers involved in direct service to adolescents. 

• Amend the Pregnancy Discrimination Act of 1978 (Public 
Law 95-555) to ciose the loophole that allows employers not 
to cover prenatal and perinatal (maternity) care for adoles­
cent daughters of employees in their health benefit plans. 

• Support private and public Insurance coverage of nurse 
practitioners and ciinlcal nurse midwives and other nonphy­
siclan providers to boost the avai lability of personnel to treat 
adolescents and promote the financial viability of school­
linked health centers and other adolescent health centers 
designed to provide services to adolescents.b 

• Encourage the U.S. executive branch, a congreSSional 
agency, or an independent nongovernmental entity to fund a 
study to determine the elements of a model health Insurance 
benefit for adolescents. 

aAlso see MaJor Option 1 related to Improving adolescents' access to health 
lind related services that was presented in table 5. 

brhese personnel may need edolescent-speclflc training. See tabie 22, 
"Specific Options Related to the Delivery of Primary and Comprehensive 
Health Services to Adolescents." 

SOURCE: Office of Technology Assessment, 1991. 

helping to inform considerations of what, if any, 
changes would be appropriate in current State and 
other laws and regulations governing consent and 
confidentiality . 

Given the array of laws pertaining to consent and 
confidentiality that currently exist, adolescents­
and perhaps even providers-are understandably 
confused about how these laws pertain to them as 
individuals. If it chose to, Congress could intervene 
to reduce these uncertainties by moving Federal and 
State laws in the direction of greater uniformity. 
Another way of reducing adolescents' uncertainties 
might be to encourage States, localities, and schools 
to integrate information about the legal aspects of 
access to health services in health education courses 
for adolescents. 

Several strategies related to improving adoles­
cents' legal access to health services were discussed 

198Laws related to the allocation of authority for decisions about the provision of health services to minors have historically been the province of State 
legislatures, State courts, and State administrative agencies, but the U.S. Supreme Court decides whether State laws comport with the U.S. Constitution. 

199'fhe exceptions tend to fallinto four categories: 1) exceptions for abused and neglected minors; 2) exceptionsforemancipated,independent, or mature 
minors; 3) exceptions for health emergencies; and 4) exceptions for specific health probletns and services (e.g., services related to sexual activities, to 
drug and alcohol abuse treatment, and to mental health treatment). 

200See cll. 2, "WhatIs Adolescent Health?" in Vol. n. 



Table 24-Specific Options Related to Concerns 
About Consent and Confidentiality in Adolescent 

Health Care Decisions (ch. 17) 

Option 1: Improve adolescents' legal access to health and 
related servlces.a 

Option 2: Support Federal data collection and research 
related to the allocation of authority for adolescent health 
care decisions. 

• Supportfurther research on adolescents' capaci ties to make 
variolls types of health care decisions, taking Into account 
factors such as age, prior experience, situational factors, and 
intelligence. 

• Support further research to determine the extent to which, 
and under what circumstances, parental consent and notifi­
cation requirements create barriers to adolescents' access to 
services other than family planning and abortion services 
(e.g., treatmentfor sexually transmitted diseases, outpatient 
mental health services, substance abuse treatment). 

• Support research to determine the extent to which parental 
prerogatives to hospitalize their children for mental health or 
substance abuse problems causes harm to the adolescents. 

aSee Major Option 1 related to improving adolescents' access to services 
that was presented in table 5. 

SOURCE: Office of Technology Assessment, 1991. 

in conjunction with Major Option 1 (see table 5). 
Additional options are presented in table 24. 

Issues in the Delivery of Services to Special 
Groups of Adolescents (ch. 18) 

Certain groups of adolescents-adolescents liv­
ing in poverty, racial and ethnic minority adoles­
cents, and adolescents living in rural areas­
experience health problems at disproportionate rates 
and face barriers to health care because of lack of 
financial resources, limited local availability of 
resources, or other factors. 

Poor Adolescents 

In 1987, nearly one-third of U.S. adolescents lived 
in families with incomes that did not exceed 150 
percent of the Federal poverty level (see figure 22). 
One of the primary determinants of whether an 
adolescent was living in poverty was living arrange­
ment. Adolescents who were living with both 
parents or with their father were far less likely to be 
living in poor families than were adolescents living 
with their mother only or adolescents living on their 
own (see figure 23). 

The effects of growing up poor are complex and 
not well understood (152). It is well known, how­
ever, that children growing up in poverty confront 
more risk factors and benefit from fewer protective 
and supportive factors than their more advantaged 
peers. Among the risk factors that many (though not 
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Figure 22-Socioeconomic Status of U.S. 
Adolescents Ages 10 to 18, by Famiiy Income as a 

Percent of the Federal Poverty Level, 19878 

Income 300% and 
above of poverty 

13.113 million 
(42.3%) 

Income 150-299% 
percent of poverty 

8.959 million 

Income less than 
150% of poverty 

(poor and near-poor) 
8.928 million 

(28.8%) 

(28.9%) 

aFamlly Income Is expressed In relation to the Federal poverty level. In 
1987, the Federal poverty level was $9,056 for a family of three. 

SOURCE: Office of Technology Assessment 1991, based on R. Kronick, 
Adjunct Professor, University of California, San Diego, CA, 
calculations based on U.S. Department of Commerce, Bureau 
of the Census, March 1988 Current Population Survey public 
use flies, 1989. 

Photo credit: Office of Technology Assessment 

Dilapidated housing is among the stressful factors that 
many poor adolescents confront. 

all) poor children confront are a highly stressed and 
disorganized family environment, dilapidated hous­
ing, substandard schools, and often, especially in 
inner cities, dangerous, blighted neighborhoods 
where crime and violence seem to have become the 
norm (74). Access to health care for poor adolescents 
appears to be limited, based on utilization data and 
known barriers to access (e.g., low physician partici­
pation in Medicaid, problems with transportation, 
lack of services in poor areas). Yet although the rates 
of many health and related problems (e.g., days of 
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Figure 23-Famlly Incomes as a Percent of the Federal Poverty Level 
by U.S. Adolescents' Living Arrangements, 1988B 

Incomes of families in which adolescents 
are living with both parents 

Income 150-299% 
of poverty 

(30.8%) 

Income 300% and 
above of poverty 

(54.1%) 

Income less 
than 150% 
of poverty 

(15.1%) 

Incomes of families in which adolescents 
are living with their mother only 

Income less than 
150% of poverty 

(57.0%) 

Income 150-299% 
of poverty 

(27.6%) 

Income 300% 
and above 
of poverty 

(15.4%) 

Incomes of families in which adolescents 
are living with their father only 

Income 150-299% 
of poverty 

(33.7%) 

Income less 
than 150% 
of poverty 

(25.9%) 

Income 300% and 
above of poverty 

(40.4%) 

Incomes of families in which adolescents 
are not living with parents or 
are married and living with 

their parent(s) 

Income less than 
150% of poverty 

(57.6%) 

Income 150-299% 
of poverty 

(23.6%) 

Income 300% and 
above of poverty 

(18.8%) 

NOTE: Rgures may not add to 100 percent because of rounding error. 
aFamily income is expressed in relation to the Federal poverty level. In 1988, the Federal poverty level was $9,431 for a family of three. 

SOURCE: Office of Technology Assessment, 1991, based on R. Kronick, Adjunct Professor, University of California, San Diego, CA, calcuiatlons based on 
U.S. Department of Commerce, Bureau of the Census, March 1989 Current Population Survey public use files, 1990. 

restricted activity due to acute and chronic condi­
tions, overall self-reported fair or poor health, school 
dropout, adolescent pregnancy, cigarette smoking, 
involvement in serious forms of delinquency, vic­
timization) are higher among poor than nonpoor 
adolescents, many, if not most, poor adolescents 

appear to survive their childhoods relatively un­
scathed. 

Research on the predictors of resiliency among 
adolescents from disadvantaged backgrounds (in­
cluding impoverished homes) is receiving increas­
ing attention from researchers, although it has 



received little Federal support. Past research on tills 
topic suggests that having access to supportive 
individuals and networks, and the ability to draw 
upon existing networks (e.g., through greater social 
competence and intelligence), are important factors 
in helping adolescents overcome adverse circum­
stances. For many adolescents these factors may be 
amenable to intervention. 

Racial and Ethnic Minority Adolescents 

Currently, half of black, Hispanic, and American 
Indian adolescents, and 32 percent of Asian­
American adolescents, are poor or near-poor (below 
150 percent of the Federal poverty level) (see figure 
24). The disproportionate occurrence of health 
problems . that is found among adolescents in these 
racial, ethnic, and tribal groups is attributable at least 
in part to their poverty status, and the lack of access 
to health care that is associated with being poor. A 
long history of discrimination against people of 
color may contribute to stress in racial and ethnic 
minorities (e.g., 106,183). 

Among the pressing prevention and service needs 
for racial and ethnic minority adolescents include 
preventive mental health and mental health outreach 
programs for Hispanic, Asian, and American Indian 
and Alaska Native adolescents; dental care and 
fluoridation for American Indian and Alaska Native, 
and Hispanic adolescents; dental care for low­
income black adolescents; victimization and vio­
lence prevention for black adolescents in poor 
neighborhoods; pregnancy prevention services for 
black and Hispanic adolescents; HIY prevention and 
treatment services for black and Hispanic adoles­
cents. In general, however, these problems are not 
restricted to these groups, and the sources of the 
problems are not related to race per se (e.g., 
genetically based), but to complex interactions 
among economic, neighborhood, and societal fac­
tors. 

There is an increasing consensus that services for 
racial and ethnic minority adolescents would be 
improved if they were "culturally competent." 
Culturally competent services for adolescents may 
be difficult to design, though, because there is little 
systematic information about how racial and ethnic 
minority and poor adolescents experience adoles­
cence. There is beginning to be some systematic 
analysis of what a culturally competent system of 
care is, but the knowledge base has not yet been 
applied systematically to the design of training 
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Some research suggests that adolescents who live on 
farms are particularly unlikely to have access to sources of 

health care. 

programs for health care and other service providers. 
Overall, there is little systematic description of how 
services have been developed or adapted to meet the 
specific needs of racial and minority adolescents, 
and less scientific evaluation of the effectiveness of 
available services. There are, however, very few 
health care providers who are racial or ethnic 
minorities. The number who are racial and ethnic 
minorities and trained to work specifically with 
adolescents is not known. 

Rural Adolescents 

With the exception of the higher rate of accidental 
injuries (due in part to farm injuries) and lower rate 
of delinquency for adolescents living in rural areas, 
there are few known sizable rural-urban differences 
in adoles.;ent health. Although research on adoles­
cents living in rural areas is limited, this suggests 
that rural adolescents are at least as likely to 
experience many of the same health problems 
experienced by adolescents in metropolitan areas. 
However, additional descriptive research designed 
to separate rural, regional, social class, and ethnic 
factors is needed, in addition to analyses to deter­
mine the possibly differential effects of particular 
dimensions of rural life (e.g., living on a farm v. in 
a town) on adolescent health and well-being. 

Rural adolescents' access to health services is 
limited by shortages of professionally staffed mental 
and physical health services, transportation prob­
lems, and less access to Medicaid in rural States 
(233). Thus, adolescents in rural areas are especially 
likely to receive their health care from hospital 
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Figure 24-Family Incomes as a Percent ofthe Federal Poverty Level by U.S. Adolescents' Race/Ethnicity, 1988a 

White, non-Hispanic 

Income 151-299% 
of poverty 

(30.3%) 

Income 300% of 
poverty and above 

(52.4%) 

Income less than 
150% of poverty 

(17.3%) Income 151-299% 
of poverty 

(25.0%) 

Asian 

Income less than 
150% of poverty 

(32.0%) 

li1come 300% of 
poverty and above 

(41.0%) 

Hispanic 

Income less than 
150% of poverty 

(52.1%) 

Income 151-299% 
of poverty 

(26.9%) 

Income less than 
150% of poverty 

(49.0%) 

Income 151-299% 
of poverty 

(31.5%) 

Black, non-Hispanic 

Income 300% of 
poverty and above 

(21.0%) 

Income 300% of 
poverty and above 

(19.5%) 

Income less than 
150% of poverty 

(51.0%) 

Income 151-299% 
of poverty 

(31.0%) 

American Indians 
and Alaska Natives b 

Income 300% of 
poverty and above 

(17.0%) 

aFamlly Income Is expressed In relation to the Federal poverty level. In 1988, the Federal poverty level was $9,431 for a family of three. 
bSecause of the small numberof American Indians and Alaska Natives sampledforthe Current Population Survey and various limitations ofthe survey design, 
the estimates for this group may be unreliable. The proportion with Incomes less than 150 percent of poverty could be between 41 to 61 percent (111). 
However, the high rate of poverty among American Indians and Alaska Natives found through the Current Population Survey Is consistent with estimates 
from other sources (223). 

SOURCE: Offlct! of Technology Assessment, 1991, based on R. Kronick, Adjunct Professor, University of California, San Diego, CA, calculations based on 
U.S. Department of Commerce, Bureau of the Census, March 1989 Current Population Survey public use flies, 1990. 



Table 25-Specific Options Related to the Delivery of 
Services to Poor Adolescents, Racial and Ethnic 

Minority Adolescents, and Rural Adolescents (ch. 18) 

Option 1: Improve access to health and relate(j services 
among poor adolescents, disadvantaged racial and ethnic 
minority adolescents, and rural adolescents.-

• Expand support for tralnlng of racial and ethnic minority, 
rural, and low-income health care providers with an Interest 
In adolescent health care. 

• Support training In cultural competence for health care 
providers who work with racial and ethnic minority adoles­
cents, Incorporating evaluations olthe effects of such training. 

• Support preventive mental health and mantal health out­
reach programs for Hispanic, Asian, and American Indian 
and Alaska Native ?.dolescents. 

• Increase support for dental care for American Indian and 
Alaska Native, Hispanic, and low-income black adolescents. 

• Support injury prevention efforts targeted to rural and 
American Indian adolescents. 

• Support homicide and violence prevention efforts targeted to 
male adolescents living in inner cities. 

• Supportlnnovatlve efforts (accompanied by rigorous evalua­
tion) to Increase rural adolescents' access to health care 
services (e.g., school-based youth services centers, Im­
proved transportation, use of nonprofessionals, dissemina­
tion of information about availability of local health services). 

Option 2: Support Federal data collection and research 
related to selected groups of adolescents. 

Data collection: 
• Support the expansion of data collection efforts to oversam­

pie racial and ethnic minority adolescents and to include 
information on socioeconomic status. 

• Collect data on the avallabillty and accessibility of health 
services for racial and ethnic minorities, rural, and poor 
adolescents, with such research to include adolescent 
perceptions of accessibility and availability. 

Research: 
• Support research on the Impact of racial and ethnic minority 

status and poverty on adolescent health and development, 
Including health beliefs and practices. Include the effects of 
rural poverty. Such research should attemptto ascertain the 
positive, as well as negative, aspects of racial and ethnic 
Identification and all strata of socloeconomlc status, and such 
research should be conducted in such a way that the effects 
of racial and ethnic minority status can be distinguished from 
socioeconomic status. 

• Support evaluations of the use of nonprofessionals to 
provide health and related services to rural, minority, and 
poor adolescents. 

Option 3: Foster changes In adolescents' environments. 
• Support fluoridation of drinking water supplies In the South­

west. 
. • Support efforts to improve environments In poor areas 

(Including hard-hit farm belt communities, Indian reserva­
tions, and Inner cities), focusing on family support, Improving 
school environments, Improving dilapidated housing, In­
creasing access to nutritional food, Increasing access to 
recreational and fitness facilities and activities, and increas­
ing access to appropriate adult role models. 

aSeeMajc:rOptJon 1 related to Improving adolescents' access tohealth and 
related services that was presented In table 5. 

SOURCE: Office of Technology Assessment, 1991. 
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clinics, and are relatively rmlikely to have any 
consistent source of care (132). Some research 
suggests that adolescents who live on fanns are 
particularly unlikely to have access to sources of 
health care (323). Innovations in efforts to provide 
more comprehensive and integrated services will 
have to be adapted to the specific needs of rural 
adolescents, and specific limitations in health care 
resources (e.g., the relative scarcity of health care 
professionals) . 

Options related to the delivery of services to, and 
the improvements of environments for, poor adoles­
cents, racial and ethnic minority adolescents, and 
rural adolescents are presented in table 25. 

The Role of Federal Agencies 
in Adolescent Health (ch. 19) 

OTA's analysis of Federal expenditures and 
efforts on behalf of adolescents fmds that, with some 
condition-specific exceptions (e.g., drug use), atten­
tion to adolescent concerns has been weak and 
fragmented. Most Federal agencies do not provide 
specific budget lines for adolescents but include 
adolescents as part of a larger, more general, 
research or service focus. Within DHHS, for exam­
ple, it is rare for an agency to devote more than 10 
percent of its expenditures specifically to adoles­
cents.201 In those agencies outside ofDHHS, adoles­
cent issues tend to receive a larger proportion of 
appropriated money, although the total amounts are 
small. 

Because adolescents require comprehensive, con­
tinuous, developmentally appropriate, labor-inten­
sive interventions, they may not be receiving the 
services they need when they are included as part of 
programs serving children in general or adults. On 
the other hand, it is important to view adolescents as 
part of a life-span continuum and not separate them 
inappropriately from other age groups. What has 
occurred, however, is a somewhat scattershot ap­
proach neither intensively oriented toward adoles­
cents as a specific population nor attentive to the 
relationships between other developmental periods 
and adolescence. Thus, as opposed to some specific 
behaviors engaged in by some adolescents and 
judged to be both prima facie unacceptable and 
characteristic of adolescents as a group, adolescents 

201The Centers for Disease Control's Division of Adolescent and School Health. the National Institutes of Health's National Institute of Allergy and 
Infectious Diseases, and the Alcohol, Drug Abuse, and Mental Health Administration's National Institute of Mental Health are the exceptions. 
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do not appear to have a high pr:.. .... "lty on the Federal 
agenda. 

Several strategies related to the Federal role in 
adolescent health were discussed in conjunction 
with Major Option 2 (see table 6). An additional 
option is presented in table 26. 

Barriers and Opportunities to Change 
Both barriers and opportunities become apparent 

in considering the potential for change in approaches 
to adolescent health. This analysis focuses on 
barriers and opportunities particular to national 
public policy, but many of the same points are 
relevant to actions that can be taken by the numerous 
actors responsible for adolescent health: parents, 
schools, community leaders, State and local govern­
ments, private sector organizations, and adolescents 
themselves. 

Although they are for the most part interrelated, 
the primary barriers to change can be characterized 
as having to do with characteristics of the contempo­
rary health service delivery system, with the Federal 
budget deficit, and with science policy. Barriers 
related to attitudes toward adolescents were dis­
cussed earlier (see "A New Approach"). Oppor­
tunities include the renewed attention to adolescent 
health concerns in a variety of public and private 
initiatives and concerns about the changing nature of 
the workforce and the country's economic future. 

Barriers to Change 

Health Care System 

Brindis and Lee recently summarized the impor­
tant factors that shape health-related American 
public policy (25). These factors-which Brindis 
and Lee summarized as "the American character" 
-include such American ideals as individualism, 
freedom of choice, the right to bear arms, freedom of 
expression, capitalism, and competition, as well as 
attitudes about dominance of the private sector and 
the marketplace and the limited role of government 
in solving economic and social problems. According 

Table 26-Speclfic Options Related to the Role of 
Federal Agencies in Adolescent Health (ch.19) 

Option 2: Support Federal research and data collection 
• Stipulate that certain rigorous methodological criteria be met 

for demonstration projects, especially In topic areas that 
currently receive high levels of resources (e.g., prevention of 
drug and alcohol abuse, pregnancy prevention). 

SOURCE: Office ofTechnology Assessment, 1991. 

to Brindis and Lee, the American character' 'is a key 
factor affecting choices available to policymakers, 
including choices about adolescent health. " 

The American values that shape public policy 
have also helped to shape the American health care 
system, wpich has emerged as pluralistic and 
dominated by the private sector (25). Two other 
concepts that can be used to characterize the current 
health care delivery system are stance and concept 
(332). The health care delivery system takes a 
"waiting" rather than a "seeking" stance (332): 

The waiting mode is characterized most strongly 
by professionals physically remaining within a 
service system and, indeed, waiting for clients, 
generally with chronic problems, to come to them. 
. .. The seeking mode describes a style where 
professionals are usually physically operating out­
side the service system and seeking to intervene in 
problems before they become chronic. However, in 
practice, it is acknowledged that waiting/seeking is 
best thought of as a continuum, and le~s as a 
dichotomy. 

Consistent with the waiting stance, most health care 
interventions (including preventive interventions) 
are focused on the individual or interpersonal levels, 
rather than organizational/institutional or environ­
mental levels. 

As discussed above, adolescents face issues 
common to other age groups, and other barriers 
unique to them (see table 1 in "Major Findings"). 
Unique barriers include legal barriers to access, lack 
of confidentiality, lack of income that would support 
payment for the health and related services that they 
might choose,202 and lack of the information that 
would make them effective consumers of health 

202Although adults may lack the income it would take to gain access to needed or desired health care services, the social status of adults is such that 
they have greater opportunities to eam income than adolescents do. Depending on their age and other circumstances (the cost of the care being sought), 
adolescents' opportunities to earn a sufficient income to support themselves and gain independent access to health services are limited by restrictions 
on their ability to work (e.g., because of child labor laws) and low earning levels (e.g., typically minimum wage or, perhaps appropriately, enb:y level 
wages). In addition, adolescents are typically not eligible to get credit on their own until they reach the age of majority (18 in most SllItes; see ch. 17, 
"Consentand Confidentiality in AdolescentHealth Care Decisionmaldng," in Vol. m). Some adolescents, of course (e.g., those who do have a relatively 
high paying job, who save money obtained through gifts, or who receive a generous allowance, or otherwise have an independent source of funds), would 
have enough income to gain access to at least some health care services. 



care. In addition, adolescents may be particularly 

affected by the tendency of the health care financing 

system to emphasize treatment for full-blown clini­

cal problems over secondary prevention through 

early intervention for subclinical problems. Many of 

the services that adolescents need are low­

technology, time-intensive services that are gener­

ally not well-supported by current financing mecha­

nisms, and thus not profitable to provide. Although 

the nature of financing health care is changing 

somewhat in the direction of increasing support for 

cognitive services,203 the fmancial predominance of 

high technology interventions does limit the amount 

of change that could be expected in the delivery of 

health st'rvices to adolescents,204 unless an extraor­

dinary effort is expended to manage the health care 

of adolescents differently from that of other age 

groups. 
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Federal Budget Deficit 

In part as a result of the Federal budget deficit­

estimated to be $220 billion at the end of fiscal year 

1990 (316)-Federal social policy expenditures are 

generally in a "no-growth" phase. Although there 

was by some accounts a substantial increase in 

discretionary domestic spending between 1989 and 

1990205206 (212), the Budget Enforcement Act of 

1990 (Title xm of OBRA-9O) established spending 

limits on discretionary spending for 5 fiscal years 

(from fiscal years 1991 through 1995) (215). For the 

category of domestic spending for fiscal years 1991 

to 1993, the limits were such that discretionary 

programs would grow only at the expected rate of 

inflation.207 Thus, by law, domestic discretionary 

spending can rise from $198.3 billion to $210.1 

billion (6 percent) between fiscal years 1991 and 

203In OBRA-89, Congress, following the recommendation of the Physician Payment Review Commission, adopted a • 'resource-based" fee schedule 
as the basis for paying physicians for Medicare Part B (outpatient) services. This will increase payments for primary care services and reduce some 
payments for technical services (e.g., surgery). Primary care services tend to involve more interpersonal interaction than do high technology services. 
The new payment method is expected to increase Medicare revenues to specialities for which primary care services are a substantial part of practice, 
such as family practice and internal medicine (170). At present, changes .follOwing the recommendations of the Commission apply only to the Medicare 
program. However, the Commission has recently been mandated to consider physician payment under Medicaid (170). In addition, health care financing 
changes adopted by the Federal Government sometimes act as a catalyst for change in the private health insurance sector. 

204For example, although such innovations as school-linked health centers have begun to address some of the needs of adolescents without any source 
of payment for services (Le., without health insurance (see ch. IS, "Major Issues Pertaining to the Delivery of Primary and Comprehensive Health 
Services to Adolescents, " in Vol. Ill), it has been observed that at least some school-linked health centers tend to follow the prevailing' 'waiting" model 
of providing health care services (e.g., not providing sufficient outreach) (105). Some have observed that school-linked health centers work best when 
they are integrated into the "life" of the school (e.g., 29). In addition, the Center for Population Options' study of school-linked health centers located 
in schools observed that cost-saving measures engaged in by school-linked health centers lead to heavy staff turnover, reducing the continuity of the 
relationships that can be developed between the staff and students (105). 

2OSDiscretionarydomestic social welfare programs (including health programs) consist mostly of grants to States for education, training, employment, 
and social services, certaUl health care services, and some food assistance programs (47,218). Domestic discretionary programs include social programs 
such as Head Start, the Job Training Partnership Act, Compensatory Education, Student Financial Assistance, Handicap~ 'd Education, Alcohol, Drug 
Abuse, and Mental Health programs, Special Supplemental Food Program for Women, Infants, and Cbildren, the Child ( -e Development Block Grant, 
Vocational and Adult Education, low-income housing, and nonsocial programs such as Highways, the Federal Aviation Administration, the National 
Aeronautics and Space Administration, the Drug Enforcement Task Foree, the Federal Prison System, and the Drug Enforcement Administration 
(212,218). The largest social welfare programs lire legal entitlements (218). 

206Firm estimates of discretionary social spending for fIScal year 1990 (for the purposes of comparing such spending to fiscal year 1991 and beyond) 
are not available. The Office of Management and Budget estimated an 11.7-percent increase in overall social welfare spending between 1990 and 1991 
(not adjusted Ior inflation), compared to the 8.9-percent increase that occurred between 1989 and 1990 (318). (The Congressional Research Service 
included in the total Ior social welfare spending the following categories and estimated the following changes between 1989 and 1990, adjusted for 
inflation: social security (1.8-percent increase); Medicare (9.6-pereent increase); income security (3.8-percent increase); health (14.4-percent increase 
[includes Medicaid]; education, training, employment and social services (2.7-percent decrease); and veterans' benefits (7.8-pereent decrease) [218].) 
The House Budget Committee reported the following fiscal year 1991 increases in budget authority over fIScal year 1990 levels for selected domestic 
discretionary programs: Head Start ($400 million); Job Training Partnership Act ($143 million); Compensatory Education ($857 million); Handicapped 
Education ($390 million); Alcohol, Drug Abuse, and Mental Health Administration ($256 million); Assisted Housing ($1.801 million); Special 
Supplemental Food Program for Women, Infants, and Cbildren ($224 million) (212). 

207For fiscal years 1994 and 1995, the limits on new budget authority and outlays are established only for total discretionary spending (215). In the 
fourth and fifth years of the 5-year accord enacted into law under OBRA-90, "the $115 billion in savings would be allocated between military and 
nonmilitary accounts by House and Senate appropriations committees" (237). 
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1992 and from $210.1 billion to $221.7 billion (5.5 
percent) between fiscal years 1992 and 1993 (215).208 209 

The fact that the Budget Enforcement Act wrote 
into law separate spending limits for military, 
domestic, and foreign aid discretionary spending 
programs for 1991, 1992, and 1993, means that 
spending increases in anyone domestic category 
would essentially have to come from decreases in 
another domestic category. 

Of primary concern in deficit reduction are efforts 
to reduce spending on health care (e.g., 238).210 As 
a result of an aging population, advances in technol­
ogy, and other factors (222), national health expen­
ditures continue to increase, from 7 percent of the 
gross national product in 1970 to 11.1 percent of the 
gross national product in 1987 (254,261).211 

Limitations of Prevailing Approaches to 
Program Design and Evaluation 

Another bamer to progress in improving interven­
tions designed to enhance adolescent health can be 
found in current approaches to program design and 
evaluation. Cook and his colleagues are preparing a 
critique of the current approach as it applies to social 
science research in general, and adolescent health 
evaluation research in particular, for the forthcom­
ing Carnegie Corporation-sponsored volume, Ado­
lescent Health Promotion (41), and their comments 
will provide a useful framework for thinking about 
theoretical development in adolescent health serv­
ices, program design, and evaluation. 

Cook et al. argue that the design. implementation, 
and evaluation of services for many complex, 
socially detennined, adolescent health problems are 
not amenable to the almost universally accepted 
medical framework. According to Cook et al., the 
use of the randomized clinical trial-the preferred 

approach in the medical and health sciences field­
as the model for evaluation is inappropdate because 
it "seeks to identify the consequences of a small 
number of manipulanda [variables] taken individu­
ally or as a small number of statistical interac­
tions ... The [randomized clinical trial] model does 
not attempt to develop a complete causal model of 
any outcome" (41). Instead, Cook and his col­
leagues propose a theory of evaluation predicated on 
the "primacy of causal explanation. " If this theory 
were followed, evaluation research would be used to 
simultaneously evaluate prevention and treatment 
interventions and develop complex models of the 
causes of behaviorally and socially related adoles­
cent health problems. 

It is important to note that Federal programs 
currently fund, and as a correlate, individual investi­
gators typically design, studies that follow the 
medical model. Maintaining this framework for 
funding for a limited set of conceptualizations of 
adolescent health will not advance the field very 
much. 

Opportunities To Change 

Renewed Attention to Adolescent Health Concerns 

At the same time that general attitudes toward 
adolescents continue to be unsympathetic, a number 
of public and private initiatives have begu.ll to 
change the tenus of the debate about adolescent 
health. These include private foundations such as the 
Carnegie Corporation of New York and its Carnegie 
Council on Adolescent Development (28,29,51 ,62,137), 
the MacArthur Foundation (funding studies in 
successful adolescence in high-risk environments), 
the Robert Wood Johnson Foundation (180), the 
Ford Foundation (66), the Annie E. Casey Founda­
tion, the Charles Stewart Mott Foundation 

208The spending limits shown reflect the adjustments (e.g .• for Internal Revenue Service tax compliance funding) that the Office of Management and 
Budget was authorized to make when it submitted its imal "sequestration report" for fiscal year 1991; these adjustments were made after the adjournment 
of the 101 st Congress, 2d session, on Oct. 27, 1990 (215; also see, Title xm, Public Law 101-508). For updates of the Office of Management and Budget 
adjustments, which in the aggregate increased the domestic caps by very small amounts, see the President's Budget for fiscal year 1992 (318). It may 
be important to note that the discretionary caps were set in terms of dollar amounts and not percentages as a function of inflation. 

209Defense spending was projected to decrease 0.7 percent betweenilScal years 1991 and 1992, and another 1 percent between fiscal years 1992 and 
1993. Even so, discretionary defeuse spending would remain greater than discretionary domestic spending ($297 billion in fiscal year 1991). 

2tOpor example, OBRA-90 pared Medicare $42.4 billion over 5 years, with an anticipated $10 billion coming from increased costs to beneficiaries, 
and the remainder coming from reduced reimbursements to physicians and hospitals. Spending for Medicaid was projected to be cut $607 million over 
5 years by requiring drug companies to offer price discounts to those in the program. 

21 lIn 1988, expenditures for health care in the United States were estimated to total $539.9 billion, a 10-percent increase from the previous year (254). 
Eighty-eight percent of this amount was for so-called personal health caro-including 39 percent for hospital care, 19 percent for physician services, 
8 percent for nursing home care, and 22 percent for otht1' personal health care (other professional services, home health care, drugs and other medical 
nondurables, vision products and other medical durables, and other), and 12 percent was for research, construction, program administration, the net cost 
of private health insurance, and public health activities (254). 



(31,32,33,131,167), The Edna McConnell Clark 
Foundation (118), the W.T. Grant Commission 
(330), the Lilly Endowment (e.g., the Youth as 
R\~sources program (155», the Milton S. Eisen­
hower Foundation (138) and the W.K. Kellogg 
Foundation (334). 

Several States have developed special youth 
initiatives (52), and some State coordination efforts 
were supported by the short-lived Federal initiative, 
Youth 2000 (314). 

On the Federal level, the Centers for Disease 
Control.in DHHS now has a Division of Adolescent 
and School Health, and has provided substantial 
funding for the development of a Youth Behavioral 
Risk Factor Survey. The National Institute on Child 
Health and Human Development (within DHHS' 
National Institutes of Health) is developing plans for 
an adolescent program (3). In 1990, adolescent 
health was the theme of the DHHS-sponsored Child 
Health Day. The President's Budget for 1992 noted 
that Federal spending to benefit children (no ages 
specified) has grown far less quickly than spending 
on adults; it estimated that Federal spending on 
children has been essentially level (at about $100 
billion in 1992 dollars) from 1976 to 1989, while 
Federal spending on adults rose from less than $100 
billion in 1960 to about $525 billion in 1989 (1992 
dollars)212 (318). A major theme of the President's 
budget message was "Focusing on Prevention and 
the Next Generation" (318). 

Separate estimates for spending on adolescents 
were not provided in the 1992 budget proposal, 
however, and many of the proposed funding in­
creases focused primarily on younger children (e.g., 
programs to reduce infant mortality, childhood 
immunizations, prevention of lead poisoning).213 
The focus of the entire prevention initiative was on 
"individual behavior and personal responsibility" 
and "fostering a climate of personal responsibility" 
(318). In total, the administration estimated that its 
proposed budget would result in an increase of 9.5 
percent for programs serving children; however, 
many of these programs (77 percent of the overall 
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Several private and public adolescent health initiatives 
have been stimUlated by concerns about the changing 
demographics of the country, including the changing 
nature of the workforce and the implications of these 

changes for the country's economic future. 

spending on children) are mandatory (entitlement) 
programs; thus, increases in discretionary spending 
are quite limited (318). Nevertheless, the recogni­
tion that children have been underbenefitted relative 
to other age groups can be considered encouraging. 

Concerns About the Changing Nature of the 
Workforce and the Country's Economic Future 

Several, if not most, of the private and public 
adolescent health initiatives, including this Report, 
have been stimulated at least in part by concerns 
about the changing demographics of the country, 
including the changing nature of the workforce and 
implications of these changes for the country's 
economic future. The U.S. population is becoming 
older, and more culturally and ethnically diverse 
(240,242,328). The outlines of the impact of the 
change in age ratio on the Nation's economic future 
can be seen in the changing dependency rati0214 (see 
figure 25). Beginning in the year 2010, increases in 

212The sources of these estimates (including types of programs) were not provided, and OTA did not attempt to evaluate their accuracy. 

213Funding increases with a potentia1ly more direct application to adolescent needs included injury prevention programs (a 13-percent increase, from 
$1,683- to $l,907-million, although this included transportation safety programs such as the Federal Aviation Administration and the Coast Guard); 
family planning (a S.2-percent increase, from $399- to $420-million, affecting the Public Health Service family planning grants and the Medicaid 
program); and smoking cessation (a 7.7-percent increase, from $90- to $97-million, affecting the National Institutes of Health, the Alcohol, Drug Abuse, 
and Mental Health Administration, and the Centers for Disease Control). 

214The dependency ratio is the number of children and elderly people per every 100 people ')f working age. 
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Figure 25-Changes and Projected Changes In the 
Number of Dependents per 100 Persons of Working 

Age, 1960 to 2040 
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SOURCE: Office ofTechnology Assessment, 1991, based on U.S. Depart­
ment of Commerce, Bureau of the Census, Projections of the 
Population of the United States, by Age, Sex, and RaCe: 1988 
to 2080, Current Population Reports Series P-25, No. 1018 
(Washington, DC: U.S. Government Printing Office, January 
1989). 

the number of elderly dependents and decreases in 
the numbers of working age individuals will cause 
the overall dependency ratio to rise.215 

The overall, child-dependent, and working-age 
populations are changing in racial and ethnic make­
up, as well. In 1982, approximately 73 percent of the 
U.S. population was white, non-Hispanic; by the 
year 2010, the proportion is expected to decline to 64 
percent; and by the year 2080, only 43 percent of the 
U.S. population is expected to be white, non­
Hispanic (246).216 

While the greatest impact on the dependency ratio 
will be occurring in the proportion of nonworking 
elderly, most of the increases in Hispanic and/or 
nonwhite populations will be occurring as a result of 
higher fertility (72). Thus, large increases in the 
proportion of Hispanic and/or nonwhite children 

Figure 26-Projected Changes in the Racial and 
Ethnic Makeup of the U.S. Population Under Age 18, 

1982 to 2080 

Percent of the total population, projected 
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SOURCE: U.S. Department of Commerce, Bureau of the Census, ProJec­
tions of the Hispanio Population: 1983 to 2080, Current Popula­
tion Reports, Population Estimates and Projections, Series 
P-25, No. 995 (Washington, DC: U.S. Government Printing 
Office, January 1986). 

have been projected. The Hispanic217 and/or non­
white population below age 18 is expected to grow 
from 26 percent in 1989 (246), to 33 percent in the 
year 2000, and to 45 percent by the year 2080 (see 
figure 26) (246).218 

White participation in the labor force is expected 
to grow more slowly than that of blacks, Asians and 
others, and Hispanics, reflecting slower rates of 
population growth and an older age structure among 
non-Hispanic whites (72). In the year 2000, for 
example, only 31.6 percent of new entrants to the 
workforce will be white, non-Hispanic, males,219 
while such males will represent nearly half (an 
estimated 48.2 percent) of those leaving the 
workforce (72).220 By the year 2000, 26 percent of 
the labor force is expected to be Hispanic and/or 
nonwhite (see figure 27) (72). Forty-seven percent of 
the labor force is expected to be female (72). 

215Since 1970, when there were 81.6 dependents (children and elderly people) for every 100 people of working age, the dependency mtio has been 
declining, largely because of a mtherprecipitous decline in the child dependency mtio. 

216 Although somewhat old, these are the latest available Census projections. Available data from the 1990 Census support the gist of these projections, 
however (248). 

217Persons of Hispanic origin may be of any mce. 

218These projections are from a 1986 Census report, and thus may be somewhat dated. However, these are the latest available projections that break 
out individuals of Hispanic origin. The 1989 Census report on projections only reports data for whites, blacks, and total population (242). 

219.Between 1988 and 2000, 15 pereent of new entrants are expected to be Hispanics, 13 percent are expectcd to be black:, 6 percent are expected to 
be Asian, and 35 percent are expected to be white, non-Hispanic women (12). 

22O'fhe proportion of white males in the workforce is a traditional benchmark, at least in part because male participation has been less subject to changes 
as a result of societal forces (e.g., choice, the availability of child care, or discrimination). 



Figure 27-Projected Changes in ~he Racial, Ethnic, 
and Gender Makeup of the U.S. Labor Force, 

1988 to 2000 
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SOURCE: H.N. Fullerton, "Newl.aborForce ProJections, Spanning 198810 
2000," Monthly Labor Review, November 1989. 

In many respects such cultural and gender diver­
sity can only be welcome in the country and in the 
workplace. However, these trends have raised con­
cerns for several reasons addressed in this Report 
and elsewhere (38,330). Perhaps most important, 
currently half of the adolescents in three out of four 
of the largest racial and ethnic minority groups 
(American Indians and Alaska Natives,221 blacks, 
and Hispanics) in the United States live in poverty 
(see figure 11 in "Major Findings" and 24 in 
"Issues in the Delivery of Services to Selected 
Groups of Adolescents").222 Poor racial and ethnic 
minorities are both the least likely to complete 
school and the most likely to experience the health 
problems that are likely to interfere with optimal 
functional development and Cioility to contribute to 
the Nation's productivity (e.g., adolescent parent­
ing; incarceration for delinquency; violence (see 
appendix B, "Burden of Health Problems Among 
U.S. Adolescents," in Volume III)). 

Attenti0n to concerns about the future may 
prompt those responsible for public policymaking to 
act to improve the health and well-being of adoles-
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Adolescents who are both poor and members of racial or 
ethnic minorities are more likely to be without the 

necessary safety nets that help the typical adolescent 
through the second decade of life, but even white mlddle­

class adolescents are at risk of developing problems and 
not having access to needed health services and other 

sources of support. 

cents in general, as well as the health and well-being 
of the most disadvantaged. 

Conclusion 
Despite well-entrenched barriers to implementing 

changes in approaches to promoting and improving 
adolescent health, OTA found that change is essen­
tial. The social and economic costs to today's 
adolescents, and to the Nation, of not making 
improvements in the Nation's approach to adoles­
cent health issues may not be quantifiable, but they 
are potentially enormous. Adolescents who are both 
poor and members of racial or ethnic minorities are 
more likely to be without the necessary safety nets 
that help the typical a,dolescent though the second 
decade of life, but even white middle-class adoles­
cent are at risk of developing problems and not 
having access to needed health and other sources of 
support. 

OTA concludes that a more sympathetic, sup­
portive approach to adolescents is needed. Should 
society take such an approach, which includes taking 
a more participatory approach to adolescent pro blem­
solving, more concrete steps to help improve p..doles­
cent health will become apparent. OTA' s analysis 
suggested three ~qngible approaches that could also 

221Halfofall American Indians and Alaska Native adolescents also live in poverty. While the total population of AmmcanIndians andAla~kaNatives 
is numerically small, half are age 19 or under (228). . 

222Unfortunately, the Bureau ofLabor Statistics does not report labor force participation projections by socioeconomic status. The combination ofmcial 
and ethnic minority status and poverty is discussed in ch. 18, "Issues in the Delivery of Services to Selected Groups of Adolescents," in Vol. m. 
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be taken to benefit adolescents: improving access to 
health services; restructuring and invigorating 
the Federal role in adolescent health; and im­
proving adolescents' environments. Each of these 
approaches can be addressed in numerous ways, 
many outlined in this Report. This Report, compre­
hensive as it attempted to be, does not pretend, 
however, to have all the "answers" to the welI­
remarked upon crisis in adolescent health. Many of 
the problems are in fact socially defmed; others 
clearly are not, and others will change as new 
generations of children reach adolescence. Develop­
ment of the solutions to problems, should they 
continue to be considered problems, will undoubt­
edly be an iterative process. 

Photo credit: BonJamin Smith, Washington, DC 



APPENDIXES 



Overview of Publications 
OTA's Report, Adolescent Health, is being published 

in three volumes: 
• Volume 1. Summary and Policy Options; 
• Volume II. Background and the Effectiveness of 

Selected Prevention and Treatment Services; and 
o Volume m. Crosscutting Issues in the Delivery of 

Health and Related Services. 

A full table of contents for all three volumes appears in 
boxA-l. 

OTA's assessment on adolescent health also includes 
two other publications. One, a Report entitled Indian 
Adolescent Mental Health, was released in January 1990. 
This Report analyzed the mental health needs of Indian 
adolescents and the services available to address them. 
The second publication, a background paper entitled 
Adolescent Health Insurance Status, was prepared by 
Richard Kronick and was released in July 1989. This 
background paper looked at how many adolescents are 
uninsured, why some adolescents are insured and others 
are not, the change in the nutnber of uninsured adolescents 
over time, and the effect of selected potential policy 
changes in reducing the number of uninsured adolescents. 
Several papers were prepared under contract in the course 
of this assessment, and those papers are listed in the 
"Contractor Papers" section below. 

Request for the Study 
This OTA assessment of adolescent health was prompted 

by several concerns, many of them arising from the 
recognition that today's youth will someday support an 
expanding aging U.S. population. Within this context, 
OTA was asked to address the following topics: 

Appendix A 

METHOD OF THE STUDY 

Senate Select Committee on Indian Affairs, and Senator 
Nancy L. Kassebaum, Ranking Minority Member of the 
Suhcommittee on Education, Arts, and Humanities of the 
Senate Committee on Labor and Human Resources. Other 
requesters included Chairmen and/or Ranking Minority 
Members of the Senate Appropriations Committee, the 
Senate Commerce, Science, and Transportation Commit­
tee. the Senate Finance Committee, the Senate Labor and . 
Hu~an Resources Committee, the Senate Small Business 
Committee, the Senate Veterans' Affairs Committee, and 
the House Interior and Insular Affairs Conunittee. The 
requesters included the Chairman and six senatorial 
members of the congressional Technology Assessment 
Board (see box A-2). The Technology Assessment Board 
approved the proposal to study adolescent health in June 
1988, and OTA staff began working on the project in July 
1988. 

Ir:volvement of a Nonprofit Foundation 
An unusual feature of OTA' s adolescent health assess­

ment was the involvement of a nonprofit foundation. On 
August 4, 1988, Carnegie Corporation of New York 
agreed to assist OTA in carrying out the assessment of 
adolescent health. The Carnegie Council on Adolescent 
Development, an operating arm of Carnegie Corporation 
of New York, provided various types of assistance for 
011\'s Report, including assistance in the provision of 
data, support for workshops and various contractors, 
consultation and professional advice, and detailees to 
assist with research and writing. 

Advisory Panel and Reviewers 
Advisory panels for OTA studies guide OTA staff in 

selecting issues and material to consider and in reviewing 
the written work of the staff; however, such panels are not 
responsible for the content of fmal reports. In 1988, 

• the health status of adolescents; during the initial phase of the adolescent health project, 
• factors that put adolescents at risk for health prob- OTA developed a list of possible members for OTA's 

lems or protect them from such problems, including Adolescent Health Advisory Panel through searches of 
racial and ethnic backgrounds, socioeconomic status, relevant literature and discussions with researchers, 
gender, and developmental stage; service providers, and other experts in adolescent health 

• issues related to the organization of health care issues. The 24 individuals who agreed to serve on OTA's 
services and technologies available to adolescents, Adolescent Health Advisory Panel came from a variety of 
including accessibility and financing; fields and had expertise in health policy, adolescent 

• issues related to the monitoring of adolescent health development, mental health, social welfare, education, 
and opportunities for improving national data collec- adolescent medicine, nursing, psychology, and alcohol 
tion of efforts; and and drug abuse policy and treatment (see listing at the 

• gaps in research on the health and behavior of front of this volume). Many panel members were parents 
adolescents and opportunities for public and private of adolescents; in addition, the Parent-Teacher Associa-
support. tion identified one person to be a parent representative. 

OTA's adolescent health study was requested princi- Felton Earls, professor at the Harvard School of Public 
pally by Senator Daniel K. Inouye, Chairman of the Health chaired, and Michael Cohen, chairman of the 
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, SERVICES 
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ParU: Background on Adolescent Health 
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4. Schools and Discretionary Time 
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Prevention and Services Related to Physical Health Problems 
5. Accidental Injuries: Prevention and Services 
6. Chronic Physical nlrtesse!>: Prevention and Services 
7. Nutrition and Fitness Problems: Prevention and Services 
8. Dental and Oral Health Problems: Prevention and Services 

Prevention and Services Related to SeJqlaIIyTransmitted Diseases and Pregnancy 
9. AIDS and Other Sexually Transmitted Diseases: Prevention and Services 

10. Pregnancy and Parenting: Prevention and Services 
Prevention and Services Related to Mental Health Problems 
11. Mental Health Problems: Prevention and Services 
12. Alcohol, Tobacco, and Drug Abuse: Prevention and Services 
Prevention and Services Related to Delinquency and Homelessness 
13. Delinquency: Prevention and Services 
14. Homelessness: Prevention and Services 
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16. Financial Access to Health Services ' 
17. Consent and Confidentiality in Adolescent Health Care Decisiorunaking 
18. Issues in the Delivery of Services to Selected Groups of Adolescents 
19. The Role of Federal Agencies in Adolescent Health 
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G B. Burden of Health Problems Among U.S. Adolescents 

C. HCFA's Method for Estimating National Medicaid Enrollment and Expenditures for Adolescents 

Department of Pediatrics at Montefiore Hospital, was 
vice-chair of the Advisory Panel. 

TIle first meeting of the Adolescent Health Advisory 
Panel was held on October 26, 1988. At that meeting, the 
panel discussed the purpose of the study, the plan and 
organization of the study, background materials, and key 
issues to be included in the study. Preliminary drafts of the 
entire report were reviewed by members of the Advisory 
Panel and discussed at meetings of the panel members in 
May 1989 and March 1990. Following these meetings, 
OTA staff incorporated revisions and sent the new drafts 

to the panel members for their comments. In addition, the 
entire draft, each contributing contractor paper, and each 
chapter were reviewed by the Advisory Panel and by 
relevant outside experts. Taken together, more than 500 
individuals reviewed aspects of the report (see app. B, 
"Acknowledgments"). The final draft was sent to the 
Technology Assessment Board in late July 1990. 

Youth Advisory Panel 
An unusual feature of O'TA's adolescent health assess­

ment was that it included a Youth Advisory Panel to 
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Box A-2-Requesters ojOTA's Adolescent Health Report 
(with current committee .chair or ranking minority assignme1Jts) 

Senator Daniel K. Inouye, Chainnan of the Senate Select CoIlUIli,ttee on Indian Affairs; 
Senator Nancy Landon Kassebaum, Ranking Minority Member of the SubcoIlUIli,ttee on Education, Arts, and Humanities of the 

Senate Committee on Labor and Human Resources; 
Senator Bob DoJe, Minority Leader of the Senate; 
Senator Robert C. Byrd, Chainnan of the Senate Committee on Appropriations; 
Representative William H. Gray, m, Majority Whip of the House of Rep.resentatives; 
Senator James M. Jeffords, Ranking Minority Member Of the Subcommittee on Labor of the Senate Committee on Labor and 

Human Resources; 
Senator Orrin G. Hatch, Ranking Minority Member of the Senate C<mliluttee on Labor and Human Resources; 
Senator Edward M. Keilnedy, Chainnan of the Senate Committee on Labor and Human Resources; 
Senator Quentin W. Burdick, Chainnan of the Senate Committee on. Environnient and Public Works; 
Senator Mark: O. Hatfield, Ranking Minority Member of the Senate Committee on Appropriations; 
Senator Alan K. Simpson, Assistant Minority Leader of the Senate; 
Senator Alan Cranston, Chainnan of the Senate Committee on Veterans Affairs; 
Senator Ted Stevens, Ranking Minority Member of the Senate Committee on Rules. and Administration; 
Senator Bob Packwood, Ranking Minority Member of the. Senate Committee on Finance; 
Senator Charles Grassley, Member of the Technology Assessment Board; 
Senator Barbara Mikulski, Chainnan of the Subcommittee on Veterans Affairs, Housing and Urban Development, and 

Independent Agencies of the Senate Committee on Appropriations; 
Senator Ernest Hollings, Chainnan of the Senate Committee on c::ommerce, Science, and Transportation; 
Senator Arlen Specter, Ranking Minority Member of the Subconlmittee on Veterans Affairs; 
Representative Henry A. Waxman, Chairman of the Subcommittee on Health and the Environment of the House Committee on 

Energy and Commerce; 
SenatOl: Daniel K. Akaka; 
Representative Morris K. Udall, Chairman of the House CoIlUIli,ttee on Interior and Insular Affairs; 
Senator Frank H. Murkowski, Vice Chainnan of the Senate Select Committee on Intelligence; 
Senator Christopher J. Dodd, Chairman of the Subcommittee on Children, Family, Drugs, and Alcohol of the Senate Committee 

on Labor and Human Resources; 
Senator Claiborne Pell, Chairman of the Senate Committee on Foreign Relations; 
Senator Dale Bumpers, Chairman of the Senate Committee on Small Business; 
Senator lloyd Bentsen, Chainnan of the Senate Committee on Finance; 
Senator Daniel P. Moynihan, Chairman of the Subcommittee on Social Security and Family Policy of the Senate Committee on 

Finance; 
Senator John D. Rockefeller, IV; Chairman of the Subcommittee on Medicare and Long Term Care of the Senate Committee 

00 Finance; 
Representative Don Young, Ranking Minority Member of the House Committee on Interior and Insular Affairs. 
A letter of support was received from the House Select Committee on Children, Youth, and Families. 

provide OTA staff with an adolescent perspective on the 
issues in the Report. The Youth Advisory Panel consisted 
of 21 individuals who ranged in age from 10 to 19. Panel 
members represented a range of backgrounds: racial! 
ethnic (white, non-Hispanic; Hispanic; Asian; black), 
socioeconomic, and experiential (e.g., homeless, sub­
stance use, pregnant, parenting, children of divorce, 
children from stepfamilies, and extended families). Al­
though all were from the greater Washington, DC, 
metropolitan area, they came from central city, suburban, 
and rural areas. During meetings, the Youth Advisory 
Panel highlighted important health issues for adolescents, 
developed a list of desirable features of health services, 
and made recommendations to the project staff on ways 
to improve adolescent health. Representatives of the 
Youth Advisory Panel also attended various workshops 
and meetings held by OTA. Members of OTA's Youth 
Advisory Panel are listed in box A-3. 

Workshops 

During the course of the study, OTA project staff 
convened five workshops to discuss various issues 
relating to adolescent health. Three of these workshops 
(the second, third, and fifth workshops) were supported 
by the Carnegie Council on Adolescent Development. 

• The first workshop, on American Indian and Alaska 
Native adolescents' mental health, was held on 
December 12-13, 1988, in Albuquerque, New Mex­
ico. 

• The second workshop, on health service delivery to 
adolescents, was held at OTA on August 1-2, 1989. 
At this workshop, participants discussed the availa­
bility, access, effectiveness, and appropriateness of 
various services for adolescents in such areas as 
mental health, substance abuse, child welfare; in the 
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An unusual feature of OTA's adolescent health 
assessment was the Involvement of a panel of 

10- to 19-year-olds who advised OTA. 

mainstream health care system; and in alternative 
organizational settings such as school-linked health 
centers and free clinics. Workshop participants 
responded to drafts prepared by OTA contractors. 

• In the third workshop, on the role of Federal agencies 
in adolescent health, representatives from relevant 
Federal departments and agencies discussed issues 
relating to the nature and scope of the Federal role in 
adolescent health. This workshop was held at OTA 
on October, 11, 1989. 

• The fourth workshop, on socioeconomic andcultura1! 
ethnicity issues in the delivery of health services to 
adolescents, was held on December 18-19, 1989, at 
OTA. At this workshop, parties responded to first 
drafts of papers prepared by OTA contractors. 

• On March 28, 1990, OTA held a final workshop to 
discuss how various policy options of the Report 
could incorporate an approach that was less focused 
on health problems and more oriented to health 
promotion. 

Workshop attendees included adolescent health care 
providers, academics, and adolescents. Participants of all 
five of the workshops are listed at the end of this appendix. 

Box A-3-.-Youth Mvisory Panel for 
OTA ~s Adolescent Health Report 

DeJrick Bames 
Washington, DC 

Steven Bell 
Burke, vA 

Ale~ Ching 
Silver Spring, IvID 

Steven Faller 
Upper Marlboro, IvID 

ShertyFem. 
Washington, DC 

Veronica Green 
Washington,~.nc 

Sean Greene 
Washington, DC 

Lourdes Gutierrez 
Washington, DC 

Gregory Hunter 
Springfield, VA 

Talynthla: Jones 
Washington, DC 

Sharon Knarvik: 
Washington, DC 

Rachelle Lewis 
Washington, DC 

Jonathl,Ul Polanin 
Greenbelt, MD 

Bounhome Sayboune 
Hyattsville, MD 

Rattana Sengsy 
Hyattsville, MD 

Jennifer Smith 
Suitland, MD 

Reagan Thomason 
Burke, VA 

'IWsa Williams 
Washington, DC 

Michael Wilson 
Roundhill, VA 

Survey of Federal Agencies and Site Visits 
In preparation for the workshop on the role of Federal 

agencies, OTA staff conducted a survey of various 
Federal agencies in August 1989 to determine the scope 
and level of activity at the Federal level regarding 
adolescent health. The results of the survey are presented 
in chapter 19, "The Role of Federal Agencies in 
Adolescent Health," in Volume m. 

In addition to conducting workshops and a survey of 
Federal agencies, OTA staff made site visits, conducted 
literature reviews, and performed other research activi­
ties. Project staff visited various programs in Los 
Angeles, San Francisco, New Jersey, New York, Boston, 
and Washington, DC, designed for adolescents. These 
visits included school-linked health centers, community­
based adolescent health centers, hospital-based and health 
maintenence organization-based adolescent clinics, youth 
serving organizations, and various programs for special 
groups, such as homeless adolescents and delinquents. 

Contractor Papers 
Thirty-one contractor papers were commissioned by 

OTA during the course of the study on adolescent health 



and are listed below. 1 The National Technical Information 
Service (NTIS) in Springfield, VA, has copies of most of 
the contractor papers; the NTIS classification numbers are 
listed beside the specific contractor paper. For additional 
information, call NTIS at (703) 487-4600. 

• LaRue Allen, Ph.D., University of Maryland, and 
Christina Mitchell, Ph.D., New York University, 
Poverty and Adolescent Health* (NTIS No. PB 
91-154385/AS) 

• Trina Anglin, M.D., Ph.D., Cleveland Metropolitan 
General Hospital, Health Service Delivery to Adoles­
cents* 

• Lois Bergeisen, Gaithersburg, MD, Indian Adoles­
cent Physical Health 

• Barbara Burns, Ph.D, Duke University, Carl A. 
Taube, Ph.D, Johns Hopkins University, and John E. 
Taube, University of Maryland, Mental Health 
Services for Adolescents* (NTIS No. PB 91-154 
344/AS) 

• Barbara Burns, Ph.D, Duke University, Carl A. 
Taube, Ph.D, Johns Hopkins University, and John E. 
Taube, University of Maryland, Use of Mental 
Health Sector Services l:ry Adolescents: 1975,1980, 
1986* (NTIS No. PB 91-154 344/AS) 

• Paul Casamassimo, D.D.S., M.S., Children's Hospi­
tal, Columbus, OR, Adolescent Dental and Oral 
Health (NTIS No. PB 91-154 336/AS) 

• Johanna Dwyer, D.Sc., R.D., New England Medical 
Center Hospital, and Carol N. Meredith, University 
of California at Davis, Great Expectations: Adoles­
cent Nutrition and Fitness 

• James Emshoff, Ph.D. and Ronnie Margolin, Geor­
gia State University, Treatment of Adolescent Sub­
stance Abuse: A National Review and Critique* 
(NTIS No. PB 91-154 344/AS) 

• Mathea Falco, J.D., New York, NY, Primary Pre­
vention of Alcohol, Tobacco, and Drug Use l:ry 
Adolescents 

• Ronald A. Feldman, Ph.D., Columbia University, 
How Can Society Contribute to Meaningful Use of 
Adolescents' Spare Time? (NTIS No. PB 91-154 
328/AS) 

• Michelle Fine, Ph.D., University of Pennsylvania, 
Middle and Secondary School Environments as They 
Affect Adolescent Well-Being (NTIS No. PB 91-154 
328/AS) 

• James Garbarino, Ph.D., Erikson Institute, Adoles­
cent Victims of Maltreatment (NTIS No. PB 91-154 
31O/AS) 

• Josephine Gittler, J.D., Mary Quigley-Rick, J.D., 
and Michael J. Saks, Ph.D., University of Iowa, 
Adolescent Health Care Decisionmaking: The Law 
and Public Policy* (available from Carnegie Coun-
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cil on Adolescent Development, Washington, DC 
202/429-7979) 

• Angela Holder, LL.M., Yale University, Legal and 
Ethical Issues Related to Adolescents' Participation 
in Research and Data Collection on Health and 
Related Topics* (NTIS No. PB 91-154 377/AS) 

• Jonathan Klein, M.D., M.P.H., Milton Kotelchuck, 
Ph.D., and Gordon H. DeFriese, Ph.D., University of 
North Carolina at ChapelHill, Critical Evaluation of 
Comprehensive Multi-Service Delivery Systems for 
Adolescents: A Frameworkfor Evaluation of Effec­
tiveness and a Feasibility Analysis* 

• Barry Krisberg, Ph.D., National Council on Crime 
and Delinquency, Juvenile Justice: A Critical Exam­
ination* (NTIS No. PB 91-154 351/AS) 

• Richard Kronick, San Diego, CA,Adolescent Health 
Insurance Status: Analyses of Trends in Coverage 
and Preliminary Estimates of the Effects of an 
Employer Mandate and Medicaid Expansion on the 
Uninsured* (available from GPO (telephone number 
202n83-3238); stock number 052-003-01160-3) 
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Appendix C 

ISSUES RELATED TO THE LACK OF INFORMATION ABOUT 
ADOLESCENT HEALTH AND HEALTH AND RELATED SERVICES 

In this Report, OTA was able to draw broad general 
conclusions about the prevention and treatment of adoles­
cent health problems, but it is important to note that 
OTA's analysis was often severely hampered by insuffi­
cient information. A paucity of information about adoles­
cent health concerns makes definitive conclusions about 
the extent of health problems among U.S. adolescents and 
about the availability and appropriateness of efforts to 
prevent and treat the problems (and promote positive 
adolescent health) difficult to draw. This paucity of 
information deserves specific attention in and of itself 
because it is an area particularly amenable to Federal 
attention. 1 

The assessment of adolescent health and health care is 
impeded by a paucity of information in two main areas: 

1. information related to the health status of adoles­
cents, and 

2. information on prevention- and treatment-oriented 
health services available to adolescents. 

Limitations of Information on Adolescents' 
Health Status 

Efforts to assess the health status of adolescents are 
universally stymied by at least two barriers: 1) limited 
conceptualizations of health, and 2) unusable and incon­
sistent aggregations of data by age, which in combination 
with small sample sizes, make analyses of available health 
status information difficult. 

Indicators of ~lealth status are typically disease focused, 
with mortality due to natural causes and physician visits 
for disease being two of the few outcomes measured. 
Examples of such indicators appear in two publications of 
the U.S. Department of Health and Human Services 
(DHHS), Health, United States, 1989 (289) and Healthy 
Peop{e (260). 

As discussed elsewhere in this Report, definitions of 
health are in flux; thus, it is difficult to define all the 
parameters of health for any given population.2 Even for 
the parameters of adolescent health that have generally 
been agreed upon, however, data are rarely collected in 
anyone place. For OTA's Adolescent Health Report (and 
similar compilations of data3), therefore, it was necessary 
to derive data from a variety of sources, and to request 
special data analyses.4 For many important adolescent 
problems (e.g., nonfatal accidents, sexually transmitted 
diseases, delinquency, mental health problems, homeless­
ness), there are no reliable sources of national data. 

Aggregations of Data by Age Groupings 
There is no single agreed-upon definition of adoles­

cence, and chronological age is a poor proxy for 
developmental status (150); criticisms of current data 
collection by age groupings may therefore seem out of 
place. Currently, however, most published data make it 
difficult to disaggregate data for any semblance of an 
adolescent age group, especially if one considers the onset 
of puberty (which generally occurs between ages 10 and 

lAs noted in OTA's 1988 report, The Quality 0/ Medical Care: In/ormation/or Consumers, there is a consensus, if not unanimity, that the Federal 
Government should playa central role in the collection and dissemination of information (225). 

2See box A, in I 'Major Findings," and ch. 2, IIWhat Is Adolescent Health?" in Vol. II, for a discussion of the ways in which adolescent health has 
been conceptualized. 

3Recent examples of compilations of adolescent health status data include the American Medical Association's publication, America's Adolescents: 
How Healthy Are They? (8); the Carnegie Council on Adolescent Development's publication, Thrning Points: Preparing American Youthfor the 21st 
Century (29); the National Center for Education in Maternal and Child Health's publication, The Health 0/ America's Youth (150); and the National 
Commission on the Role of the School and the Community in Improving Adolescent Health's publication, Code Blue: Uniting/or Healthier Youth (153). 

4For information about adolescents' sexual activity, for example, OTA sought information from the National Survey of Family Growth conducted 
by the National Center for Health Statistics in DHHS; for information about deaths, national vital statistics maintained by the National Center for Health 
Statistics in DHHS; for information about health care utilization, the National Ambulatory Medical Care Survey and the National Health Interview 
Survey conducted by the National Center for Health Statistics in DHHS; for information about school attendance, the U.S. Department of Education; 
for information about drug use, the National Household Survey of Drug Use conducted by the National Institute on Drug Abuse inDHHS, the Monitoring 
the Future/High School Seniors Survey conducted by University of Michigan researchers under contract 10 the National Institule on Drug Abuse in 
DHHS, and school surveys sponsored by the Cenlers for Disease Control in DHHS; for information about delinquency, the Uniform Crime Reports of 
the Federal Bureau of Investigation within the U.S. Department of Justice. 

-1-159-



/-160 • Adolescent Health-Volume I 

14) to be the beginning of adolescence.S 6 Only recently 
has the Bureau of Maternal and Child Health in DHHS 
published a volume on the health of youth in which some 
limited data are reported for 10- to 14- and 15- to 
19-year-olds (150). 

Because of the many problems in aggregations of data, 
even the assembly of data to describe adolescent health 
using admittedly gross indicators such as age becomes a 
major task. Not surprisingly, therefore, there is no regular 
monitoring of U.S. adolescents' health. 

Small Sample Sizes 
The problem of unusable aggregations of data would be 

amenable to solution by interested researchers if sample 
sizes were large enough so that individual years of age 
could be disaggregated and reaggregated, although con­
ducting these reaggregations would be difficult because 
of difficulties in gaining access to the data.7 Disaggre­
gating and reaggregating data is sometimes possible (e.g., 
mortality data, arrest data). Often, however, that approach 
is impossible because the data have been collected by 
methods that do not oversample for adolescents. Surveys 
that do not oversample for adolescents include the 
National Hospital Discharge Survey (NHDS),8 the Na­
tional Ambulatory Medical Care Survey (NAMCS), the 
National Health and Nutrition Examination Survey 
(NHANES Ill),9 and the National Drug and Alcoholism 
Treatment Unit Survey (NDATUS).10 

The problem of small sample sizes becomes particu­
larly acute when attempts are made to assess the health 
status of adolescents by region, residence,11 mce, ethnic­
ity, age, sex, or socioeconomic status. Such analyses are 
important when one is attempting to identify groups of 

adolescents or geogmphic areas in special need of 
services. NHANES ill, currently in the field, illustmtes 
the problem. NHANES ill is scheduled to collect data 
from only 1,120 black, 1,120 Hispanic, and 980 "white 
and other" 12- to 19-year-olds. With an estimated 34.762 
million 12- to 19-year-olds in the United States in 1989, 
each adolescent surveyed will have to represent 10,796 
adolescents of that age group. Thus, one would expect that 
only broad generalizations about adolescent health will be 
able to be made from NHANES ill. 12 

Information on Income Status 

OTA was consistently frustrated in attempts to disag­
gregate differences in health status apparently associated 
with race and ethnicity from differences truly associatecl 
with family income, primarily because inf011lllltion on 
income (unlike information on race and ethnicity) is 
almost never collected along with health information. As 
a result, problems which are often attributed to problems 
associated with one race or another may in fact be more 
properly attributed to socioeconomic (or other) differ­
ences. 

Information on Health From the Perspective 
of Adolescents 

One of the hallmarks of adolescent development is the 
increasing ability to evaluate one's self and surroundings. 
A perhaps related hallmark is the tendency to withhold 
information from others in one's immediate environment, 
such as parents. Rarely, however, are U.S. adolescents 
asked to report about aspects of their health other than 
their engagement in problem behaviors. 

3See ch. 2, "What Is Adolescent Health?" in Vol. II, for a discussion of adolescent development. 
6Age groupings in widely available data sources included the following: ages 5 to 14 and ages 15 to 24 in mortality data published in Health, United 

States, 1989 (289); ages 5 to 14 and ages 15 to 44 in National Health Interview Survey data on physician utilization published in Health, United States, 
1989; ages 15 to 24 (with no younger ages reported) in information on methods of contraception from the National Survey of Family Growth published 
inHealth, United States,1989; ages 15 and under and ages 15 to 24 in various data published in Health, United States,1989 and in Healthy People (260); 
less than age 18 and ages 18 to 19 in data on age of mother at birth of child published in Health, United States,1989; under age 18 and ages 18 to 44 
in data on specific chronic and acute conditions from the National Health Interview Survey (286); under age 18 and over age 18 in data on arrests from 
the U.S. Department of Justice (303); under age 18 and ages 18 to 64 in Current Population Report data on poverty status from the Census Bureau of 
the U.S. Department of Commerce (246); and 8th graders, 10th graders, and both grades combined in a unique national survey of adolescent attitudes 
(10). Other sources of data, with [mer age categories are published, but are not widely available. 

7More Federal data collection agencies are making data available electronically, but manipulation of the data requires special skills and access to 
appropriate computer software and hardware. Obtaining data from extragovernmental sources lnay be difficult because such data analyses are subject 
to long publication processes (if conducted by independent researchers) or because the analyses are kept by a local agency and not distributed. 

8Technically, NHDS, NAMCS, NDATUS, and the National Institute of Mental Health's surveys of mental health organizations involve data about 
health care utilization, not health status. Sometimes, however, data from these sources are used to make inferences about health status. If health care 
utilization rates are low, for example, it is sometimes inferred that a population has good health. One problem with such an inference is that it does not 
take into account the possibility !.hat low utilization rates may be caused by barriers to access. 

9NHDs, NAMCS, and NHANES are discussed in ch. 6, "Chronic Physical Illnesses: Prevention and Services," in Vol. II. 
IONDATUS is discussed in ch. 12, "Alcohol, 'Ibbacco, and Drug Abuse: Prevention and Serviccs," in Vol. II. 
lIIn U.S. Census Bureau terminology, "residence" signifies metropolitan area, nonmetropolitan area, central city, etc. (109). 
12The Centers for Disease Control in DHHS is instituting a cooperative program with State education departments to collect regular,locally relevant 

data on adolescent "risk behaviors" (277).11 is important to note, however, that this effort is limited to self-report data on selected behavior~. Efforts 
like NHANES actually conduct health examinations of individual participants. 
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Limitations of Information About Health 
Promotion, Disease Prevention, and Treatment 

Infonnation on health care provided to U.S. adoles­
cents is even more limited than information on such 
adolescents' health status.13 Surveys of private office­
based physician visits and analyses of hospital discharge 
data, for example, do not oversample for adolescent visits 
(or practitioners who might see adolescents), so infer­
ences about the utilization of mainstream health care by 
adolescents are difficult to draw. There is no single source 
of information about nonphysician providers and other 
sources of health care for adolescents, including hospital­
based and freestanding emergency rooms, school nurses, 
and school-linked health centers. Despite the problems, 
some broad inferences can be made about adolescents' 
utilization of mainstream sources of health care, but when 
the topic of interest is health care utilization by racial and 

ethnic minority adolescents, adolescents of varying levels 
of socioeconomic status, or adolescents in specific 
regions or residential areas, inferences are far more 
difficult to draw.14 

Another problem is that numerical data on health care 
utilization do not address the important issue of whether 
care provided to adolescents is appropriate, effective, and 
satisfactory to the adolescent users. Either there are no or 
almost no evaluations (e.g., acne treatment, treatment for 
dysmenorrhea, substance abuse treatment, treatment in 
juvenile justice facilities, school-linked health services 
centers), or serious methodological flaws hamper efforts 
to draw conclusions from available evaluations. Many of 
the methodological flaws can be attributed to common 
problems (e.g., low base rate of the health problem, little 
funding for objective evaluations, inadequate require­
ments for methodological criteria). 

13 As noted above- health care utilization data are sometimes used as the basis of inferences about health status; therefore, some sources of health 
utilization data (e.g.: NAMCS, NHDS, NDATUS) were referred to above in the discussion of health status information. 

14Such inferences are presented in Vol. minch. 15, "Major Issues Pertaining to the Delivery of Primary and Comprehensive Services to Adolescents." 
For further discussion, see ch. 18, "Issues in the Delivery of Services to Selected Groups of Adolescents," in Vol. m. 
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GLOSSARY OF ABBREVIATIONS AND TERMS 

AFDC 
AIDS 
DHHS 

Abbreviations 
-Aid to Families With Dependent Children 
-acquired immunodeficiency syndrome 
-U.S, Department of Health and Human 

Services 
EPSDT -Early and Periodic Screening, Diagnosis, 

and Treatment program (Medicaid) 
HCFA -Health Care Financing Administration 
HIV -human immunodeficiency virus (AIDS virus) 
OBRA-89 -Omnibus Budget Reconciliation Act of 

1989 (Public Law 101~239) 
OBRA-90 -Omnibus Budget Reconciliation Act of 

1990 (Public Law 101-508) 
OTA -Office of Technology Assessment (U.S. 

Congress) 
SID -sexually transmitted disease 

Terms 
Access: Potential and actual entry of a population into the 

health care delivery system. Elements of access 
include availability, affordability, and approachability. 

Accidental injury: An injury that is not self-inflicted or 
caused by maltreatment or other violence. 

Acne (vulgaris): A chronic inflammatory dis®se of the 
pilosebaceous apparatus (i.e., hair follicles and seba­
ceous glands), the lesions occurring most frequently on 
the face, chest, and back. The cause is unknown. 

Acute condition: A problem or disease of limited 
duration, as opposed to chronic. According to the 
DHHS National Center for Health Statistics, a condi­
tion is considered acute if: 1) it was first noticed no 
longer than 3 months before the reference date of the 
interview, and 2) it is not one of the conditions 
considered chronic regardless of the time of onset. 
However, any acute condition not associated with 
either at least one doctor visit or at least 1 day of 
restricted activity is considered to be of minor conse­
quence and is excluded from the final data produced by 
the DHHS National Center for Health Statistics' 
National Health Interview Survey. 

Addiction model: A model of treatment for alcohol and 
drug abuse based on the philosophy that once a person 
has become a problem user of alcohol or drugs, he or 
she will always be a problem user and should avoid any 
use of alcohol and drugs for life. 

Adolescence: Definitions of adolescence vary. and many 
observers agree that a definition based on age alone is 
not sufficient. Adolescence typically takes pla~~e dur­
ing the second decade of life, and is initiatl.".d by 
puberty, although physical and other changes {.'\Ccur 

(i.e., in height, weight, head size, facial structure, facial 
expression, and cognitive abilities). As used by OTA, 
adolescence most often refers to the periodoflife from 
ages 10 through 18. See early adolescence, middle 
adolescence, late adolescence, younger adolescents, 
older adolescents. 

Adolescent health: Narrow definitions of adolescent 
health might be the absence of physical disease and 
disability and the absence of engagement in health­
compromising behaviors that lead to the so-called 
"new morbidities." A broader definition would also 
include positive components of health (e.g., social 
competence); health and well-being from the perspec­
tives of adolescents themselves (e.g., perceived quality 
of life). A fully realized view of adolescent health 
would also consider the impact of social (e.g., families, 
schools, communities, policies) and physical (e.g., 
fluoridation, automobile and highway design and 
construction) influences on health and would be 
sensitive to developmental changes that occur during 
adolescence. See also health. 

. Advocacy: Refers to support, coordination and linkage to 
experts, individuals, groups, and institutions who may 
help adolescents. May be provided by parents or others 
known to an adolescent. 

Age of majority: The age at which by law a person is 
entitled to the management of his or her own affairs 
and to the enjoyment of civic rights. Currently, the age 
of majority is set at age 18 in every State but Alaska, 
Nebmska, and Wyoming, where the age is 19. 

Aggravated assault: See assault. 
AIDS (acquired immunodeficiency syndrome): A dis­

ease caused by human immunodeficiency virus (HIV) 
and characterized by a deficiency of the immune 
system, The primary defect in AIDS is an acquired, 
persistent, quantitative functional depression within 
the T4 subset of lymphocytes. This depression often 
leads to infections caused by micro-organisms that 
usually do not produce infections in individuals with 
nomlal immunity, HIV infection can be transmitted 
from one infected individual to another by means that 
include the sharing of a contaminated intravenous 
needle and engaging in unprotected sexual intercourse 
(Le., intercourse without the use of condoms). 

Aid to Families With Oependent Children (AFDC) 
program: A program, established by the Social Secu­
rity Act of 1935, providing cash payments to needy 
children (and their caretakers) who lack support 
because at least one parent is dead, disabled, continu­
ally absent from the home, or unemployed. Eligible 
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families must meet income and resource criteria 
specified by the State. 

Airbag: An automatically in..&J.ating bag in front of riders 
in an automobile to protect them from pitching forward 
into solid parts in case of an accident. 

Alcohol abuse: See substance abuse. 
Alcohol, drug abuse, and mental health (ADM) block 

grant: The major Federal program providing funds to 
States for outpatient alcohol, drug abuse, and mental 
health treatment programs. (Funds are not allowed to 
be used for inpatient services.) States receive a share 
of the ADM block grant appropriation through a 
formula based in part on the size of the State 
population (Subpart 1, part B of Title XIX of the Public 
Health Service Act). The ADM block grant consoli­
dated funds that were formerly made available under 
a variety of categorical programs, most significantly 
programs under the Community Mental Health Cen­
ters Act of 1963. The ADM block grant is administered 
by the Office of Treatment Improvement in the 
Alcohol, Drug Abuse, and Mental Health Administra­
tion in DHHS. 

Alternatives programs: Programs that provide alterna­
tives to life in the drug culture, such as recreation and 
sports programs and outward bound-type camping 
efforts. 

Ambulatory care: Health care services provided to 
patients who are not inpatients of hospitals or other 
residential facilities (e.g., residential treatment centers, 
nursing homes). It includes care provided in a hospital 
on an outpatient basis. 

American Indians and Alaska Natives: See Indian. 
Analgesic: Ingested substance that acts as a pain reliever. 
Anticipatory guidance: Counseling about topics impor-

tant to health, optimally provided before such prob­
lems have arisen. 

Anxiety disorders: Mental disorders in which excessive 
anxiety is the primary symptom. Separation anxiety 
disorder involves irrational fears or panic about being 
separated from those to whom one is attached, usually 
the parent(s). While separation anxiety disorder is 
more common among children, it may continue. into 
adolescence. 

Arrest rate: The number of arrests made in a given 
population per some population base during a given 
time period. 

Assault: Unlawful intentional inflicting, or attempted 
inflicting, of injury upon the person of another. Simple 
assault is the unlawful intentional inflicting of less 
than serious bodily injury without a deadly or danger­
ous weapon or an attempt or threat to inflict bodily 
injury without a deadly or dangerous weapon. Aggra­
vated assault is the unlawful intentional inflicting of 
serious bodily injury or death by means of a deadly or 
dangerous weapon with or without actual infliction of 
injury. 
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Asthma: A disorder of the bronchial tubes, producing 
wheezing and difficulty in breathing. 

"At risk": A phrase used to describe an adolescent in an 
environment, having an existing health problem, or 
exhibiting behavior, that may result in a poor health 
outcome. 

Authoritative parenting: A combination of open com­
munication, and give-and-take between parent and 
adolescent, in an environment of consistent support 
and firm enforcement of unambiguous rules. Authori­
tative parents are neither authoritarian (harsh, rigid, 
domineering), overindulgent, indifferent, nor reject­
ing. 

Base rate: The prevalence or incidence of a problem in 
a population. 

Behavioral problems: Behavior that disturbs or hanns 
the adolescent or others. Includes the mental health 
problems termed behavior disorders (e.g., attention 
deficit disorder, conduct disorder). See problem be­
haviors. Compare physical problems. 

Block grants-Sums of Federal funds allotted to State 
agencies (e.g., education, health) which may be passed 
onto local agencies. States determine the mix of 
services provided and the population served and are 
accountable to the Federal Government only to the 
extent that funds are spent in accordance with program 
requirements. Sometimes, however, set-asides are 
required for specific popUlation groups. 

Broad-based (programs): Typically, programs that take 
a comprehensive rather than a narrow approach to 
addressing a single health problem, such as by 
involving multiple service systems or strategies (e.g., 
a pregnancy prevention intervention that would in­
volve teaching of life skills and vocational training, as 
well as provide sexuality education) and possibly by 
measuring multiple theoretically and practically re­
lated outcomes (e.g., avoidance of school dropout as 
well as pregnancy prevention). 

Caries: See dental caries. 
Categorical requirements: Requirements that an indi­

vidual must fit a certain category of need in order to be 
eligible for assistance. See Aid to Families With 
Dependent Children (AFDC) program. 

Cerebral palsy: Any paralysis or other dysfunction due 
to perinatal damage to the motor areas of the brain. 
Perinatal damage is damage taking place around the 
time of birth. 

Child allowances: Sums provided to parents based on the 
number of children in the household. 

Child welfare services: See social services. 
Children's protective services: See protective services. 
Chlamydia: A sexually transmitted disease that is 

characterized by infection with the bacterial agent 
Chlamydia trachomatis. Infection with this bacterial 
agent can cause nongonococcal urethritis and other 
syndromes (e.g., genital ulceration) and may lead 
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eventually to meningitis, pneumonia, blindness, and 
cervical atypia. 

Chronic condition: A problem or disease that is lingering 
and lasting, as opposed to acute. For purposes of 
DHHS's NatioMI Health Interview Survey, a condi­
tion is considered "chronic" if: 1) the respondent 
indicates it was :fIrst noticed more than 3 months before 
the reference date of the interview and it exists at the 
time of the interview, or 2) it is a type of condition that 
ordinarily has a duration of more than 3 months. 
Examples of conditions that are considered chronic 
regardless of their time of onset are diabetes, heart 
conditions, emphysema, and arthritis. 

Civilian Health and Medical Program of the Uni­
formed Services (CHAMPUS): A health insurance 
progranl, administered by the U.S. Department of 
Defense, that provides health benefits to military 
dependents and retirees who are unable to receive 
services through uniformed service medical treatment 
facilities. 

Clinical trial: A scientific research activity undertaken to 
define prospectively the effect and value of prophylac­
tic, diagnostic, or therapeutic agents, devices, regi­
mens, procedures, etc., applied to human SUbjects. 

Cocaine: An addictive psychoactive substance obtained 
from coca leaves that is a central nervous system 
stimulant. 

Cognitive interventions (in health care): Interventions 
that rely heavily on interpersonal interaction (e.g., 
counseling) as opposed to more impersonal (technical) 
services. 

Cognitive skills: Specific skills relevant to higher order 
reasoning and critical thinking. Often part of life-skills 
training programs. 

Common law: As distinguished from statutory law 
created by a legislature, the body of principles and 
rules of action which derive their authority solely from 
long-standing usages and customs (in particular, 
Anglo-American usages and customs) or from the 
judgments and decrees of the courts recognizing, 
affirming, and enforcing such usages and customs. 

Common law rule: A rule grounded in common law (see 
above) rather than in statutory law. 

Community-based comprehensive health centers: Used 
to refer to those centers providing comprehensive 
health and/or related services that are situated in the 
adolescents' horne community, but are not school­
linked. 

Competence (to make health care decisions): Having 
sufficient knowledge, judgment, or skill to make 
health care decisions. The legal concept of competency 
is central to existing laws governing health care 
decisionmaking with respect to minors, and the 
parental consent requirement is partially an outgrowth 
of the presumption that minors are incompetent to 
make health care decisions. 

Comprehensive services for adolescents: The elements 
of comprehensive health and related services for 
adolescents are not entirely agreed upon. They include, 
at a minimum, care for acute physical illnesses, general 
medical examinations in preparation for involvement 
in athletics, mental health counseling, laboratory tests, 
reproductive health care,Jamily counseling, prescrip­
tions, advocacy, and coordination of care; the more 
comprehensive may include educational services, 
vocational services, legal assistance, recreational op­
portunities, child care services and parenting education 
for adolescent parents. Not all services are available at 
all centers, but a well-functioning comprehensive 
services center would provide for the coordinated 
delivery of care both within the center and between the 
center and outside agencies and providers. 

Condition: A general term that includes any specific 
illness, injury, or impairment. 

Condition-specific: A program or policy relevant to a 
specific illness, injury, impairment, or other health or 
related concern, as opposed to an entire population and 
its health concerns (e.g., women, minorities, children, 
adolescents) . 

Condom: A sheath commonly made of rubber worn over 
the penis for the purpose of preventing conception or 
the transmission of AIDS or other sexually transmitted 
diseases. 

Conduct disorder: A mental disorder diagnosed on the 
basis of a pattern of behavior (lasting at least 6 months) 
in which a young person violates others' rights as well 
a3 age-appropriate social norms and displays at least 3 
of 13 specified behavioral symptoms (e.g., truancy, 
lying, stealing, fighting). 

Confidentiality (of the physician/patient relationship): 
The state or quality of being confidential, that is 
intended to be held in confidence or kept secret. Courts 
and legislatures have established a physician-patient 
privilege to protect the confidentiality of communica­
tions between physicians and their patients and have 
established similar privileges to ensure the confidenti­
ality of communications between other types of health 
care providers and their patients or clients. By and 
large, the confidentiality of the relationship between 
health service providers and minors and the disclosure 
of confidential information by health service providers 
to the parents of minors or other third parties are not 
addressed in case or statutory law. See also parental 
consent requirement and parental notification. 

Congenital: Existing at birth. 
Consent: See infonned consent, parental consent re­

quirement. 
Contraception: The prevention of conception or impreg­

nation by any of a variety of means, including periodic 
abstinence (rhythm method); control of ejaculation 
(coitus interruptus); the use of spermicidal chemicals 
in jellies or creams; mechanical barriers (e.g., con-



doms, caps, or diaphragms); prevention of implanta­
tion (e.g., intmuterine device); the use of synthetic 
hormones to control the female reproductive cycle 
(e.g., the oral contraceptive pill); and sterilization of 
the male or female partner. 

Covariation: The tendency of health problems to occur 
in the same individual at approximately the same time. 
The problems may have a single common cause, or one 
problem may be the cause of another. 

Crisis intervention services: A not well-defined set of 
mental health services that can include crisis telephone 
lines (i.e., hot lines), emergency outpatient services, 
and a mnge of crisis-oriented outreach services such as 
home-based care and mobile crisis teams. 

Culturally competent: A set of congruent behaviors, 
attitudes, and policies that come together in a system, 
agency, or among professionals and enables that 
system, agency, or those professionals to work effec­
tively in cross-cultural situations. A culturally compe­
tent system of care acknowledges and incorporates-at 
all levels-the importance of culture, the assessment 
of cross-cultural relations, vigilance towards the dy­
namics that result from cultural differences, the 
expansion of cultural knowledge, and the adaptation of 
services to meet culturally unique needs. See culture. 

Culture: Implies the integrated pattern of human behav­
ior that includes thoughts, communications, actions, 
customs, beliefs, values, and institutions of a mcial, 
ethnic, religious or social group. 

Cystic fibrosis: An autosomal recessive disorder caused 
by the production of a unique glycoprotein that results 
in abnormal mucous secretions. It is one of the most 
common genetic diseases in caucasian children, and is 
most often seen in children and young adults. It is 
usually fatal before age 20. Death is due to excess 
mucus in the lungs and to pancreatic insufficiency. 

Day treatment: A nonresidential mental health service 
that provides an integmted set of educational, counsel­
ing, and family interventions which involve a child or 
adolescent for at least 5 hours a day, and that can be 
provided in school setting, community mental health 
centers, hospitals or elsewhere in the community. Day 
treatment programs that are provided in hospitals are 
referred to as partial hospitalization. Day treatment is 
considered the most intensive of the nonresidential 
services that can continue over a longer period of time. 

Death rate: The number of deaths per some portion of a 
population, usually 100,000 individuals. 

Decisionrnaking skills: Skills relevant to the ability to 
make rational, health~promoting decisions about one's 
life. Often a part of life-skills training interventions. 

Delinquent behavior: Includes two typf:'.s of acts: 1) acts 
committed by minors that would be considered crimes 
if committed by an adult, and 2) status offenses (i.e., 
acts that are offenses solely because they are commit-
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ted by a juvenile, such as running away from home, 
truancy). See minor offenses and serious offenses. 

Demonstration project: An intervention that is typically 
in an experimental (unproven) stage of effectivt::ness 
and is supported for a limited period with an evaluation 
component. 

Dental caries: The localized, progressive decay of a 
tooth, starting on the surface, and if untreated, extend­
ing to the inner tooth chamber and resulting in 
infection. 

Dental and oral health: The term dental means of or 
relating to the teeth or dentistry (the health profession 
that cares for teeth); and the term oral means of or 
relating to all aspects of the oml cavity (such as the 
gums and the tongue). Thus, dental and oral health 
refers to the health of these structures. 

Dependency ratio: The number of children and elderly 
people per every 100 people of working age. 

Depression: A mental disorder chamcterized by pro­
longed and intense feelings of worthlessness, hope­
lessness, or irritability and thoughts of death or suicide. 

Designated driver (programs): The practice of a group 
designating a person in the group to not drink alcohol 
and to be the driver for others who may be drinking 
beverage alcohol. 

Development: A process of growth and differentiation by 
successive changes. In humans, includes physiological 
development; cognitive development (increasing abil­
ity to think critically and engage in higher order 
reasoning); ego development (qualitatively different 
psychosocial stages, including internalization of the 
rules of social intercourse, increasing cognitive com­
plexity and tolerance of ambiguity, and growing 
objectivity); and moral development (changes in the 
ability to recognize and reason about moral dilemmas 
and to make choices based on moral principles and 
reasoning). 

Developmentally appropriate: Health promotion, pre­
vention, and treatment services and environments 
designed so that they fit the emotional, behavioral/ 
experiential, and intellectual levels of the individual 
who is to benefit from the service. Because of the 
asynchronous development within even individual 
adolescents (as well as individuals in other age 
categories), designing programs so that they are 
de'Jelopmentally appropriate is a distinct challenge. 

Diagnosable mental disorders: Disorders included in 
the American Psychiatric Association's Diagnostic 
and Statistical Manual of Mental Disorders, 3d ed., 
revised. 

Disability: A term used to denote the presence of one or 
more functional limitations. A person with a disability 
has a limited ability or an inability to perform one or 
more basic (daily) life functions (e.g., walking) at a 
level considered "typical." 
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Discretionary spending programs (in the Federal 
budget): Those spending programs subject to the 
annual appropriations process. Compare entitlement 
programs. 

Discretionary time: That portion of time during which 
individuals are not engaged in mandatory or mainte­
nance activities (e.g., school, work, sleeping, eating). 

Disease: Any deviation from or interruption of the normal 
structure of function of any part, organ, or system (or 
combination thereof) of the body that is manifested by 
a characteristic set of symptoms and signs and whose 
etiology, pathology, and prognosis may be known or 
unknown. 

Domestic discretionary spending: As defined by the 
Budget Enforcement Act of 1990 (Title xm of 
OBRA-90 [Public Law 101-508]), discretionary spend­
ing that is related to domestic programs (i.e., not to the 
military or to assist foreign governments). 

Dropout rate: School dropout rates can be defined in 
several ways. As defined in this Volume, the dropout 
rate is the status dropout rate, or the proportion of a 
particular group of individuals (usually an age cohort) 
who are not enrolled in school and have not finished 
high school at a particular point in time. Compare 
graduation rate. 

Dysmenorrhea: Difficult and painful menstruation. 
Early adolesc2nce: A period encompassing the profound 

physical and social changes that occur with puberty, as 
maturation bt:.gins and social interactl)ns become 
increasingly focused on sex (e.g., on members of the 
opposite sex). 1YPically takes place from ages 10 
through 14. Compare middle adolescence, late adoles­
cence, younger adolescents, older adolescents. 

Early and Periodic Screening, Diagnosis, and Treat­
ment (EPSDT) program: A State and federally 
funded, State-administered program under Medicaid 
that is intended to provide preventive screening exams 
and followup services for illnesses, abnormalities, and 
treatable conditions to Medicaid-eligible children under 
age 21. 

Earl,Y intervention: Treatment services delivered before 
a problem becomes serious and/or chronic. 

Education for All Handicapped Children Act: The 
Education for All Handicapped Children Act (Public 
Law 94-142) mandates that all physically and mentally 
handicapped children be provided a free, appropriate 
education and the "related services" necessary to 
obtain an education. The Federal Government pro­
vides a small amount of grant money to States to help 
them implement this law. 

Educationai neglect: As defined by DIffiS's National 
Center on Child Abuse and Neglect, educational 
neglect can take several fornls: permitted chronic 
truancy, failure to enroll a school-aged child in school, 
causing the child to miss school tor nonlegitimate 
reasons, and inattention to special educational need 

(e.g., refusal to allow or failure to obtain recommended 
remedial educational services). 

Educationally based preventive interventions: Preven­
tive interventions that rely primarily on educating the 
target group. See health education. Compare health 
protection and preventive strategies, 

Educationally disadvantaged: Having difficulties in 
learning not related to sheer exertion of effort (al­
though motivational difficulties can also prove a 
disadvantage) . 

Effectiveness: Same as efficacy (see below) except that it 
refers to " ... average or actual conditions of use. " 

Efficacy: The probability of benefit to individuals in a 
defined population from a health care technology 
applied for a given health problem under ideal 
conditions of use. 

Emotional abuse: As defined by DllliS"s National 
Center on Child Abuse and Neglect, emotional abuse 
takes three different forms: close confinement, such as 
tying or binding, or other tortuous restriction of 
movement; verbal or emotional assault (e.g., habitual 
patterns of belittling, denigrating, or scapegoating); 
and other overtly punitive, exploitative, or abusive 
treatment other than those specified under other forms 
of abuse (e.g., deliberate withholding of food). 

Emotional neglect: As defined by DllliS's National 
Center on Child Abuse and Neglect, emotional neglect 
can take several forms: inadequate nurturance and 
affection; chronic or extreme spouse abuse in the 
child's presence; encouragement or permitting of drug 
or alcohol use by the child; permittinl" other maladap­
tive behavior; refusal of recommended, needed, and 
available psychological care; delay in psychological 
care; and other emotional neglect (e.g., other inatten­
tion to the child's developmental/emotional needs not 
classifiable' under any of the above forms of emotional 
neglect, such as inappropriate application of expecta­
tions or restrictions), 

Emotional problems: The mental health problems ex­
hibited in the form of emotional distress (e.g., anxiety 
and depressive disorders); may include subjective 
distress. Compare behavioral problems 1 physical prob­
lems. 

Employer mandate: A requirement imposed by the 
Federal Government on the States that requires em­
ployers to offer group health insurance policies and 
pay a significant amount of the premiums for all 
employees who work more than a specified number of 
hours per week. 

Empowerment: 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 management of services, and, further, 
that those competencies can be evcn more fully 
developed by giving individuals additional opportuni-



~-~------------------------------

ties to control their own lives. Empowerment is 
sometimes viewed as a health promotion strategy. 

Entitlement programs: Programs that provide benefits 
paid out automatically to all who qualify unless there 
is a change in underlying law (examples include 
Federal employee retirement benefits, Medicare, Med­
icaid, unemployment compensation, Aid to Families 
With Dependent Children). 

Epidemiological studies: Studies concerned with the 
relationships of various factors determining the fre­
quency and distribution of specific diseases in a human 
community. 

Ethnicity: A teml used to indicate national origin (e.g., 
Hispanic). Most Census and health status information 
is available for individuals of Hispanic origin. Com­
pare race. 

Exploratory behavior: Ihhavior engaged in with the 
goal of exploring and learning about one's environ­
ment. May involve risk-taking. 

Family counseling: Counseling provided to an entire 
family rather than solely to an individual. 

Family planning: A range r.f services intended to help 
individuals plan when to have children, from counsel­
ing concerning the advisability of initiating sexual 
intercourse to the provision of contraceptive methods. 
See contraception. 

Family planning programs authorized by Title X of 
the Public Health Service Act: Title X, established by 
the Family Planning Services and Population Research 
Act of 1970, funds public or private nonprofit entities 
that operate voluntary family planning projects; funds 
training for personnel to improve the delivery of 
family planning servkes; promotes service delivery 
improvement through research; and develops and 
disseminates information on family planning. Contra­
ceptives may be distributed without parental consent 
or notification, but the use of Title X funds for abortion 
as a method of family planning has been prohibited by 
statute and regulations. Low-income individuals are 
targeted as a priority group for receivirlg services. 
Although projects funded by Title X do not focus 
exclusively on adolescents, they are required to offer 
a broad range of family planning services to all who 
want them, including adolescents. 

Family structure: Used to describe whether a family 
consists of children and a single parent, two parents 
living with ilil,jr biological child(ren), children living 
with a biological parent and a stepparent. 

Firearm: A weapon from which a shot is discharged by 
gunpowder. The term firearm is usually used only of 
small arms. The term firearms irlcludes guns (defined 
as portable firearms). 

Fitness: Usually defined as cardiorespiratory or aerobic 
fitness, but may also include muscle strength, muscle 
endurance, flexibility, and low body fat. 
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Flexible worktime: Structure of individual work sched­
ules so that they adapt to new, different, or changing 
requirements (e.g., of parents). 

Fluoridation: The addition of a minute quantity of a 
fluoride (usually one part per million of fluoride ion) 
to drirlking water supplies in order to protect growing 
children against dental caries. Fluoride can also be 
applied topically (in toothpaste and rinses). 

Free clinic: Typically freestanding community-based 
health services centers that developed in the late 1960s 
and early 1970s largely .in response to the needs of 
substance-abusing youth, many of whom were alien­
ated from society at large and were unable or unwilling 
to receive medical care from traditional sources. Free 
clinics do not set eligibility requirements or charge fees 
for services provided. In general, free clinic services 
are provided by volunteers, with agency activities 
coordinated by a core of paid staff. 

Freestanding (comprehensive) health services centers 
(for adolescents): Those centers not located within a 
school, health maintenance organization, hospital, or 
other facility. 

Gonorrhea: A sexually transmitted disease caused by the 
bacterial agent Neisseria gonorrhoeae. Gonorrhea can 
lead to irlfertility, premature delivery, acute arthritis, 
and disseminated gonococcal infection. 

Graduation rate: Graduation rates are calculated by 
dividing the number of high school graduates by the 
ninth grade enrollment 4 years earlier. Graduation rates 
by State are calculated by the U.S. Department of 
Education for public schools only because data on 
private high school graduates are not available by 
State. Compare dropout rate. 

Gynecology: The study of diseases peculiar to women, 
that is, disorders of the ovaries, fallopian tubes, uterus, 
vagina, and vulva, but not including disorders of the 
breast. 

Hallucinogens: A group of heterogeneous compounds 
inducing heightened awareness of sensory input, often 
accompanied by an enhanced sense of clarity, and loss 
of boundaries. Also known as psychedelics. 

Health: Most broadly, a state of optimal physical, mental, 
and social well-being, and not merely the absence of 
disease and infirmity. See adolescent health. 

Health education: Activities Rimed at influencing behav­
ior in such a way as it is hoped will assist in the 
promotion of health and the prevention of disease. 

Health maintenance organization (HMO): A health 
care organization that, in return for prospective per 
capita (capitation) payments, acts as both insurer and 
provider of comprehensive but specified health care 
services. A defined set of physicians (and, often, other 
health care providers such as physician assistants and 
nurse midwives) provide services to a voluntarily 
enrolled population. Prepaid group practices and 
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individual practice associations, as well as "staff 
models," are types of HMOs. 

Health outcome: A measure of the effectiveness of 
preventive or treatment health services, typically in 
terms of patient health status, but sometimes in terms 
of patient satisfaction. Attributing changes in out­
comes to health services requires distinguishing the 
effects of care from the effects of the many other 
factors that influence patients' health and satisfaction. 

Health promotion: Most broadly, a philosophy of health 
or a set of activities that takes as its aim the promotion 
ofhealth, not just the ;.revention of disease. Sometimes 
narrowly definoo as the set of prevention efforts aimed 
at changing individual behavior; compare health 
education, health protection, and preventive services. 

Health protection: Strategies for health promotion and 
disease prevention related to environmental or regula­
tory measures that confer protection on large popula­
tion groups. 

Health services system: Traditionally, the aggregation of 
diagnostic and treatment services delivered by health 
care professionals, including physicians, physician 
assistants, nurses, nurse-practitioners, psychologists, 
and health educators. 

Health status goals (of the report "Healthy People 
2000' '): Goals defined in terms of a reduction in death, 
disease, or disability (e.g., "Reduce deaths among 
youth aged 15 through 24 caused by motor vehicle 
crashes to no more than 33 per 100,000 people" 
[Healthy People Objective No. 9.3b]). 

Heroin: An addictive psychoactive substance derived 
from opium. 

Hispanics: Persons who identify themselves as of His­
panic origin, or, less typically, individuals with His­
panic surnames identified by others (e.g., health care 
providers identifying patients in surveys) as of His­
panic origin. Hispanics can be those whose families 
have emigrated directly from Spain, or from Cuba, 
Central or South America. Persons of Hispanic origin 
can be of any race (white, black, American Indian); 
most have been found to be white. 

Home-based (mental health) services: Crisis-oriented 
services, provided on an outreach basis to work 
intensively with children and families in their homes. 
Considered the extreme on the dimensions of timeli­
ness, accessibility, and intensity. 

Homelessness: The state of being without one's own 
home, either on one's own, with one's family, living on 
the street or in a shelter or other temporary situation 
(e.g., with relatives or friends). See runaway and 
thrownaway. 

Hormone: A chemical substance that is released into the 
circulatory "ystem by a gland that has a specific 
regulatory effect on another organ; functions regulated 
include metabolism. growth, and the development of 
secondary sex characteristics (e.g., breasts, facial hair). 

Human immunodeficiency virus (mV): The virus that 
causes AIDS. 

Illicit drug: As used in this Report. any drug that is illegal 
for use by persons of any age. 

Incidence: In health epidemiology, the measure of tIle 
number of new cases of a particular disease or 
condition occurring in a population during a given 
period of time. The definition of incidence differs 
when used in juvenile justice statistics (see Glossary. 
Vol. II). 

Indian: In this Report, refers to Native Americans in the 
continental United States, and Indians, Aleuts, and 
Eskimos in Alaska. 

Indian tribes: Any Indian tribe, band, nation, group, 
Pueblo, rancheria, or community, including any Alaska 
Native village, group, or regional or village corpora­
tion. A tribe may be federally recognized, State­
recognized, or self-recognized and/or federally termi­
nated. In the context of the Federal-Indian relationship, 
tribes must be federally recognized in order to be 
eligible for the special programs and services provided 
by the United States to Indians because of their status 
as Indians. See Indian. 

Informed consent: A penson's agreement to allow 
something to happen (e.g., a medical procedure) that is 
based on a full disclosure of facts needed to make the 
decision intelligently. Informed consent is also the 
name for a general principle of law that a physician has 
a duty to disclose information about the risks of a 
proposed treatment to a patient so that the patient may 
intelligently exercise his or her judgment about 
whether to undergo that treatment. 

Inpatient care: Care that includes an overnight stay in a 
medical facility. 

Interdisciplinary: An approach to training of health care 
professionals and delivery of services that uses the 
skills of professionals from multiple relevant disci­
plines (e.g., medicine, nursing, psychology, social 
work, health education) with an emphasis on those 
professionals working together to deliver services to 
adolescents, optimally in a model that does not follow 
traditional hierarchies. 

Internal medicine: Internal medicine in the United States 
differs from general and family practice mainly in not 
providing extensive training for pediatric and obstetric 
care and in providing more experience with severe and 
complex illness. General internal medicine differs 
from the sUbspecialties that have developed out of 
internal medicine (e.g., cardiology, oncology, hema­
tology) by offering primary care, including first 
contact care and referrals to subspecialists when 
warranted. 

Internist: A practitioner of internal medicine. 
Intravenous: Injected into or delivered through a needle 

into a vein. 
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Juvenile justice facility: Includes: 1) juvenile correc­
tional facilities (facilities that hold ju\,,\niles after 
adjudication and are for the purpose of long-term 
commitment or placement for supervision and treat­
ment); and 2) juvenile detention facilities (facilities 
that are usually called juvenile detention centers or 
juvenile halls, and hold juveniles pending adjudication 
or after adjudication and awaiting disposition or 
placement). Both juvenile correctional and juvenile 
detention facilities can be public (i.e., under the direct 
administration and operational control of a State or 
local government and staffed by governmental em­
ployees) or private (i.e., either profitmaking or non­
profit and subject to governmental licensing but under 
the direct administration and operational control of 
private enterprise; private facilities may receive sub­
stantial public funding in addition to support from 
private sources). 

Juvenile justice system: The juvenile justice system 
includes law enforcement officers and others who refer 
delinquent and maltreated juveniles to the courts, 
juvenile courts which apply sanctions for delinquent 
offenses and oversee the execution of child protective 
services, juvenile detention and correctional facilities, 
and, less frequently, agencies that provide protective 
services and care (e.g., foster care) for juvenile victims 
of abuse and neglect. The latter agencies intersect with 
the child welfare or social services system. See 
delinquent behavior, juvenile justice facilities. 

Late adolescence: Occurs for those individuals, typically 
ages 18 to the mid-20s, who, because of educational 
goals or other social factors, delay their entry into adult 
roles. Compare early adolescence, middle adoles­
cence, younger adolescents, and older adolescents. 

Legal access: In this Report, used to refer to aspects of 
access that have \.0 do with consent and confidentiality. 

Leukemia: Cancers of the blood-forming organs, charac­
terized by abnormal proliferation and development of 
leukocytes (white blood cells) and their precursors in 
the blood and bone marrow. 

Life-skills training: The formal teaching of the requisite 
skills for surviving, living with others, and succeeding 
in a complex society. Life-skills training interventions 
emphasize the teaching of social competence, cogni­
tive skills, and decisionmaking skills. 

Limitation (in a life activity): As defined by the DHl-IS 
National Center for H0alth Statistics for the National 
Health Interview Survey, refers to what a person is 
generally capable of and involved in doing (e.g., for 
those ages 5 to 17 years of age, attending school; for 
those under age 5, ordinary play; for those ages 18 to 
69, either working for payor keeping house). Compare 
restriction of activity. 

Low income: Living ina family that is poor or near-poor. 
Mainstream health services: Inpatient or outpatient care 

in acute care hospitals and ambulatory care in private 
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office-based physicians' offices. 
Major activity: In national health interview surveys such 

as DHHS's National Health Interview Survey, persons 
are classified in terms of the major activity usually 
associated with the particular age group; attending 
school is considered the major activity for the age 
group 5 to 17. Persons are not classified as having a 
limitation in a major activity unless one or more 
chronic conditions is reported as the cause of the 
activity limitation. 

Maltreatment: Physical, emotional, or educational ne­
glect, or physical, emotional or sexual abuse, most 
often perpetrated by a family member. 

Marijuana: A mild sedative-hypnotic agent, whose 
mechanism of action is unknown. 

Maternal and child health (MCH) services block grant 
program: A Federal block grant program authorized 
under Title V of the Social Security Act, tllat supports 
the provisions of health services to mothers and 
children, especially those with low income or living in 
areas with limited availability of health services. Funds 
are provided to States, which in turn may provide them 
to local health departments. Created by the Omnibus 
Budget Reconciliation Act of 1981, the MCH block 
grant consolidated several categorical grant programs 
into one block grant. The MCH block grant is 
administered by the Bureau of Maternal and Child 
Health in the Health Resources and Services Adminis­
tration in DHHS. 

Medicaid: A federally aided, State-administered program 
that provides medical assistance for low-income peo­
ple meeting specific income and family structure 
requirements. 

Menstruation: The periodic physiological discharge of 
blood and mucous membrane from the uterus, recur­
ring at approximately 4-week intervals throughout the 
reproductive period of the human female (i.e., from 
puberty to menopause). 

Mental disorders: See diagnosable mental disorders. 
Mental health problems: See diagnosable mental disor­

ders and subjective distress. 
Mental health promotion: A broad range of efforts that 

seek to foster a healthy mental equilibrium and 
maintain emotional stability. See health promotion 
and compare prevention. 

Mental health services: Care for the treatment of mental 
health problems, third-party payment for which is 
usually limited to diagnosable mental disorders, and 
not available for subjective distress without an accom­
panying diagnosable mental disorder. 

Mental retardation: A term used for mental subnormal­
ity (i.e., a deficiency of intellectual function). 

Mentoring: The practice of acting over time as a guide, 
tutor or coach, and sometimes as an advocate for 
another, typically not biologically related, person. 
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Middle adolescence: '!ypically, a time of increasing 
independence. Generally takes place during the period 
from ages 15 through 17. For those adolescents who do 
not go on to (and remain in) college, age 17 or 
completion of high school marks the end of adoles­
cence, in social terms. Compare earl) adolescence, 
late adolescence, younger adolescents, older adoles­
cents. 

Minor: A person who has not reached the age of majority, 
either age 18 or 19, depending on the State. Currently, 
the age of majority is set at age 18 in every State but 
Alaska, Nebraska, and Wyoming, where the age is 19. 

Minor offenses: Federal Bureau of Investigation Part IT 
offenses, which include drug abuse violations, weap­
ons violations, assaults without weapons, disorderly 
conduct, involvement with stolen property, driving 
under the influence of alcohol or other drugs, and 
status offenses. 

Morbidity: The condition of being diseased or otherwise 
afflicted with an unhealthful condition. See also new 
morbidities. 

Multiservice center: See comprehensive services for 
adolescents. 

Murder and non negligent manslaughter: The willful 
(nonnegligent) killing of one human being by another. 
Deaths caused by negligt'nce, attempts to kill, assaults 
to kill, suicides, accidental deaths, and justifiable 
homicides, are excluded. Justifiable homicides are 
limited to: 1) the killing of a felon by a law 
enforcement officer in the line of duty, and 2) the 
killing of a felon by a private citizen. 

National Health Interview Survey: A continuing na­
tionwide sample survey in which data are collected 
through personal household interviews. Information is 
obtained on personal and demographic characteristics, 
illnesses, injuries, impairments, chronic conditions, 
utilization of health resources, and other health topics. 
For individuals under age 17, information is collected 
from a proxy respondent, typically a parent or guard­
ian. The survey is conducted by the National Center for 
Health Statistics in DHHS. 

National Survey of Family Growth: An interview 
survey, conducted by the Na.tional Center for Health 
Statistics in DHHS, of a sample of women ages 15 to 
44 living in households. The purpose of the survey is 
to provide national data on the demographic and social 
factors associated with childbearing, adoption, and 
maternal and child health. These factors include sexual 
activity, marriage, unmarried cohabitation, divorce 
and remarriage, contraception and sterilization, infer­
tility, breastfeeding, pregnancy loss, low birthweight, 
and use of medical care for family planning, infertility, 
and prenatal care. Four "cycles" of the survey have 
been conducted, the latest in 1988. 

Near-poor: Being in a family with an income between 
100 percent and 150 percent of the official Federal 

poverty level. TIle Federal poverty level for a family of 
three was $10,560 in January 1990. 

New morbidities: illnesses and conditions caused by 
social and behavioral (rather than organismic) factors 
(e.g., outcomes of sex, drugs, and violence). 

Nonnegligent manslaughter: See murder and nonnegli­
gent manslaughter. 

Obesity: Can be defmed in different ways: 1) body mass 
index (BMl) weight in kilograms divided by height in 
meters squared [m2]) greater than or equal to the 95th 
percentile of a similar population group (usually by 
age); or 2) 20 percent or more over "normal" weight. 
More serious than overweight. 

Older adolescents: As defined in most DHHS National 
Center for Health Statistics data analyses, adolescents 
ages 15 to 19. 

"One-stop shopping": A setting for health care services 
that delivers an entire set of comprehensive health 
(and, often, related) services. Currently an ideal rather 
than an actuality. 

Outcome: See health outcome. 
Outpatient care: Care that is provided in a hospital, other 

medical facility, or other setting that does not include 
an overnight stay. Sometimes limited to care provided 
in a hospital setting that does not involve an overnight 
stay. Ambulatory care is the broader category, and 
includes outpatient care provided in a hospital setting. 
Outpatient care is often used as a synonym for 
ambulatory care (e.g., when referring to mental health 
services). 

Overweight: Can be defined as body mass index (BM!) 
(weight in kilograms divided by height in meters 
squared [m2]) greater than or equal to the 85th 
percentile of a similar group. Compare obesity. 

Parental consent requirement (applicable to health 
care of minors): As used in this Report, a legal 
requirement, grounded in common law, that a parent or 
other guardian of a minor child must give prior consent 
to the delivery of medical or surgical care to that child. 
Courts and legislatures have carved out a variety of 
exceptions to this requirement and have sometimes 
replaced the parental consent requirement with a 
parental notification requirement. 

Parental notification requirement (applicable to 
health care of minors): A legal requirement that the 
parents of minors be notified of the decisions of their 
minor children to obtain health services. Compare 
parental consent requirement. 

Parental support (programs): Preventive interventions 
that better enable parents to perform any or all of the 
following functions in relation to their children (in­
cludingadolescentchildren): 1) basic needs (e.g., food, 
shelter, education); 2) protection (e.g., of the psycho­
logical, spiritual, and cultural integrity of their children 
from threats from the natural and social environments); 



3) guidance (in all aspects of the child's environments; 
and 4) advocacy. 

Partial hospitalization: See day treatment. 
People of color: Individuals who are nonwhite (Le., 

typically, not of the Caucasian race). 
Periodontal: Having to do with the area surrounding the 

teeth, including the gums, the bony layers of the teeth 
within the gums (cementum), the periodontal mem­
branes, and alveolar Gaw) bone. 

Physical (as opposed to mental): Of or related to the 
body, and having material existence. See physiological. 

Physical abuse: Physical violence, including kicking, 
biting,. hitting with one's fist, beating, burning or 
scalding, and using a weapon. 

Physical neglect: As defined by DHHS' s National Center 
on Child Abuse and Neglect, physical neglect can take 
seven fonns: refusal to provide health care for physical 
problems, as recommended by a competent health care 
professional; delay in providing health care for a 
serious physical problem; desertion of a child without 
arranging for reasonable care and supervision (aban­
donment); other blatant refusals of custody, such as 
pennanent or indefinite expulsion of a child from the 
home; other custody issues, such as chronically and 
repeatedly leaving a child with others for days or 
weeks at a time; inadequate supervision; and other 
physical neglect, such as conspicuous inattention to 
avoidable hazards in the home. 

Physical problems: See physical and physiology. 
Physiological: Having to do with organs, tissues, and 

cells, and the physical and chemical phenomena 
related to organs, tissues, and cells. 

Poor: Being in a family with an income below 100 
percent of the Federal poverty level. The Federal 
poverty level for a family of three was $10,560 in 
January 1990. Compare near-poor. 

Postsecondary education: Education that takes place 
beyond the high school (12th grade) level. 

Poverty level: See poor. 
Pregnancy rate: The number of pregnancies per 1,000 

population. 
Prenatal care: Medical services related to fetal, infant, 

and maternal health, delivered from time of conception 
to labor. 

Prevalence: A measure of the number of individuals in a 
given population who have a specific disease or other 
condition at a designated time (or during a particular 
period). Point prevalence-the proportion of indi­
viduals in a population who have a given a condition, 
which is measured at a particular point in time. 
Lifetime prevalence-a measure of individuals con­
sidered at a point in time who have ever had an illness 
or condition which is under study. 

Preventive services: Strategies for health promotion or 
disease prevention that include counseling, screening, 
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immunization, or chemoprophylactic interventions for 
individuals in clinical settings. 

Primary care: Optimally, primary care includes the 
following elements: first contact care, comprehensive 
care, coordinated or integrated care, and care that is 
longitudinal over time rather than episodic. First 
contact care is the extent to which a patient contacts the 
source of care whenever he or she perceived a new 
need for care. Coordination of care entailr a health care 
provider's ability to provide for continuity of infonna­
tion from visits to other providers (e.g., specialists and 
emergency facilities) as well as from earlier visits to 
him or herself. Longitudinality of care is the. extent to 
which a provider serves as a source of care over time 
regardless of the presence or absence of a particular 
type of problem. 

Primary prevention: A category of health and/or related 
interventions that aim to eliminate a disease or 
disordered state before it can occur. See health 
promotion, health protection, preventive services. 
Compare secondary prevention. 

Proactive: Efforts that attempt to promote health and 
prevent the occurrence of health problems by changing 
environments rather than merely attempting to change 
individual behavior through didactic attempts at per­
suasion. 

Problem behaviors (in adolescence): Those behaviors 
that have been deemed socially unacceptable or that 
lead to poor health outcomes (e.g., unprotected sexual 
intercourse). 

Property offenses: According to the Federal Bureau of 
Investigation, serious property offenses include bur­
glary, larceny-theft, motor vehicle theft, and arson. 
Minor property offenses include involvement with 
stolen property. Compare violent offenses. 

Protective services: An aspect of social services de­
signed to prevent neglect, abuse, and exploitation of 
children by reaching out with social services to 
stabilize family life (e.g., by strengthening parental 
capacity and ability to provide good child care). The 
provision of protective services follows a complaint or 
referral, frequently from a source outside the family, 
although it may be initiated by an adolescent him or 
herself. 

Psychiatric hospitalization: Hospitalization in a spe­
cialty mental health facility or in a general hospital for 
purposes of mental health evaluation or treatment. 

Psychoactive substance: A substance that has mood­
altering abilities. 

Puberty: The period of becoming first capable of 
reproducing sexually, marked by maturing of the 
genital organs, development of secondary sex charac­
teristics (e.g., breasts, pubic hair), and in humans and 
higher primates, the first occurrence of menstruation in 
the female. 
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Quality of health care: Evaluation of the performance of 
health care providers and organizations according to 
the degree to which the process of care increases the 
probability of outcomes desired by patients and 
reduces the probability of undesired outcomes, given 
the state of medical knowledge. 

Race: Races can be distinguished by usually inherited 
physical and physiological characteristics without 
regard to language or culture (caucasoids, negroid, 
mongoloid). By Census Bureau definition, the term 
race is used to distinguish among peoples who are 
white (caucasoid), black (negroid), or Asians or Pacific 
Islanders or American Indians (mongoloid). See eth­
nicity, Hispanic, Indian. 

Randomized clinical trial: An experiment designed to 
test the safety and/or efficacy of an intervention in 
which people are randomly allocated to experimental 
or control groups, and outcomes are compared. 

Related intervention: A preventive or other service that 
may enhance health (e.g., social services, vocational 
training, educational services, food, housing, men­
toring) but is not delivered in what is traditionally 
considered the health services system. 

Reliability: The extent to which a measurement or result 
is obtained consistently. 

Reproductive health care: Can include a wide range of 
services related to the male or female reproductive 
systems, including gynecological treatment services 
(i.e., examination and treatment of the female repro­
ductive organs), and preventive services related to the 
use of contraception (e.g., counseling, prescribing 
contraceptive methods, dispensing contraceptives). 
See also prenatal care. 

Restricted-activity day: One of the following four types 
of days in which a person's activity is restricted: 1) a 
bed day, during which a person stayed in bed more than 
half a day because of illness or injury or was in a 
hospital as an inpatient; 2) a work-loss day, during 
which a currently employed person 18 years of age and 
over missed more than half a day from a job or 
business; 3) a school-loss day, during which a student 
5- ~o 17-years-old missed more than half a day from the 
school in which he or she was currently enrolled; and 
4) a cut-down day, during which a person cuts down 
for more than half a day on the things he or she usually 
does. Work-loss, school-loss, and cut-down days refer 
to the short-term effects of illness or injury. Bed days 
are a measure of both long- or short-term disability, 
however, because a chronically ill bedridden person 
and a person with a cold could both report having spent 
more than half a day in bed due to an illness. See 
restriction oj activity. 

Restriction of activity: As used in the DHHS National 
Center for Health Statistics' National Health Interview 
Survey, ordinarily refers to a relatively short-term 

reduction in a person's activities below his or her 
normal capacity. See restricted-activity day. 

Risk reduction goal (of the report "Healthy People 
2000"): Defmed 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 No. 9.13]). 

RiSk-taking behavior: An activity that may involve a 
risk to one's health. For adolescents especially, risk­
taking generally carries a negative connotation, but 
some risk-taking is essential to the further develop­
ment of competence, and thus some risk-taking can 
have positive health and other benefits. 

Robbery: The taking or attempting to take anything of 
value from the care, custody, or control of a person or 
persons by force or threat of force or violence and/or 
by putting the victim in fear. 

Rolelessness: The perception by adolescents (and many 
learned observers) that adolescents as a socially 
defined group do not have clear and useful roles to play 
in American society. That is, their function consists 
largely of being students and otherwise preparing 
themselves for the future, but there are few expecta­
tions for them to contribute to society while they are 
adolescents. 

Runaway: A young perscn who is away from home at 
least overnight without the permission of a parent or 
caretaker. Compare homelessness, thrownaway, and 
street kid. 

Rural: As strictly defined by the U.S. Census Bureau, 
rural refers to places of 2,500 or fewer residents. 
(Census-recognized "places" are either 1) incorpo­
rated places such as cities, boroughs, towns, and 
villages; or 2) closely settled population centers that 
are outside of urbanized areas, do not have corporate 
limits, and (unless tbey are in Alaska and Hawaii) have 
a population of at lea')t 1,000.) The term "rural" is 
often used to refer to nonmetropolitan statistical areas 
(i.e., any area not in a metropolitan statistical area, 
which, as defined by the U.S. Office of Management 
and Budget, a county or group of counties that includes 
either a city of at least 50,000 residents, or an urbanized 
area with at least 50,000 people that is itself part of a 
county/counties with at least 100,000 total residents). 

Safer sex practices: Sexual practices designed to avoid 
actual and potential transmission ofHIV infection and 
other sexually transmitted diseases (e.g., avoiding 
exchange of body fluids, use of condoms). 

School-linked health centers: Refers to any school 
health center for students (and sometimes the family 
members of students and/or school dropouts) that 
provides a wide range of medical and counseling 
services and is located on or near school grounds and 
is associated with the school. Compare comprehensive 
servicesjor adolescents. 



School-loss day: A day in which a student missed more 
than half a day from the school in which he or she was 
currently enrolled. 

Secondary prevention: An intervention that strives to 
shorten the course of an illness by early identification 
and rapid intervention. 

Sedatives: Central nervous system depressants that 
produce relief from anxiety, including barbiturates, 
metaqualone, and tranquilizers. 

Self-insured (health insurance) plan: A self-insured 
plan is a health benefit plan in which the financial risk 
for providing medical services is assumed by the 
employer or sponsor instead of purchasing health 
insurance from an insurance company. The employer 
or sponsor may continue to contract with an insurance 
company or other organization for claims processing 
and administrative services, as well as stop-loss 
insurance to limit the amount of their liability for 
medical claims. 

Self-report data: An indication of a survey respondent'S 
attitudes, knowledge, or behavior that is reported by 
the respondent him or herself. 

Serious offenses: Federal Bureau of Investigation Part I 
offenses, which include specified violent offenses (i.e., 
murder and nonnegligent manslaughter, forcible rape, 
robbe~l, and aggravated assault) and specified prop­
erty offenses (i.e., burglary, larceny-theft, motor vehi­
cle theft, and arson). 

Sexual abuse: As defined by DHHS's National Center on 
Child Abuse and Neglect, sexual abuse can take three 
forms; actual penile penetration; molestation with 
genital contact; and other unspecified acts not known 
to have involved actual genital contact (e.g., fondling 
of breasts or buttocks, exposure), or inadequate or 
inappropriate supervision of a child's voluntary sexual 
activities. 

Sexual activity rate: As typically used in the literature, 
the number of individuals who have ever had sexual 
intercourse, per some population base. 

Sexually active: As typically used in the literature, 
sexually active denotes ever having had sexual inter­
COurSb (as opposed to currently being sexually active). 

Sexually transmitted disease (STD): An infectious 
disease transmitted through sexual intercourse or 
genital contact. Formerly (and sometimes, in law) 
called venereal disease. 

Sickle-cell disease: A lifelong disorder due to an 
inherited abnormality of the hemoglobin molecule, 
characterized by chronic anemia, a sickle-shaped 
deformity of red blood cells, and intermittent occlu­
sions of the the blood vessels. 

Sinusitis: Inflammation of one or more of the sinuses that 
communicate with the nasal cavity. 

Smokeless tobacco: Tobacco that is typically chewed or 
held in the mouth rather than smoked. Contains 
nicotine, a central nervous system stimulant. 
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Social competence: Competence in aspects of interper­
sonal interaction, including: managing social transac­
tions such as entry into social situations; ability to 
maintain satisfying personal and work relationships; 
ability to resolve interpersonal problems so that there 
is both mutual satisfaction in the encounter and 
preservation of valued goals; ability to improvise 
effective plans of action in conflicted or disrupted 
situations; and ability to reduce stress and contain 
anxiety within manageable limits. The mediating 
factors affecting social competence that have been 
found to be susceptible to life-skills training include 
the individual adolescent's: 1) motivation (i.e., to 
acquire knowledge and skills to enhance social compe­
tence); 2) knowledge base (i.e., about developmentally 
relevant health and social concems); and 3) social 
skills (e.g., communication, empathy, ability to regu­
late one's own behavior). 

Social environment: The aggregate of social and cultural 
conditions that influence the life of an individual or 
community. Aspects of the social environment particu­
larly important to adolescents include the adolescents' 
families, other adults with whom adolescents come in 
contact, schools, workplaces, recreational facilities, 
and the media. 

Social services: Services provided in order to support the 
functioning of individuals or family units, including 
those services termed: 1) "supportive" or "protective 
services' '; 2) supplementary services (i.e., fmancial 
assistance, home aid services (e.g., homemaker, care­
taker, and parent aide services), respite care); and 3) 
"substitute" services (e.g., shelter services, foster 
care, adoption). 

Social support: Can involve the provision of any or all 
of: 1) supportive aid, including practical services and 
material benefits; 2) personal affirmation, including 
feedback that raises self-esteem and strengthens per­
sonal identity; and 3) supportive affect, particularly 
affection, caring, and nurturance. Compare parental 
support programs. 

Socioeconomic status: Used in this Report as a synonym 
for income levels, typically those of an adolescent's 
family of origin, because adolescent8 are unlikely to 
have their own independent sources of income. See 
poor, near-poor. 

Status dropout rate: See dropout rate. 
Status offenses: Acts that are legal offenses solely 

because they are committed by a juvenile, such as 
running away from home and truancy. 

Stimulants: Psychoactive substances that stimulate the 
central nervous system, including amphetamines, caf­
feine, and heroin. 

Street kid: A long-term runaway, thrownaway, or 
otherwise homeless child or adolescent who has 
become adept at fending for him or her8elf "on the 
street," usually by illegal activities. 
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Subjective distress: Feelings of sadness, hopelessness, 
discouragement, boredom, stress, dissatisfaction, or 
being worn out or exhausted, that are self-reported by 
individuals but are not necessarily symptoms of 
diagnosable mental disorders. 

Substance: Term used for alcohol, tobacco, and illicit 
drugs. 

Substance abuse: What constitutes adolescent substance 
abuse (any use at all or "problem" use) is a matter of 
controversy. The DHHS Office of Substance Abuse 
Prevention is of the view that any use by adolescents 
of psychoactive substances by adolescents should be 
considered abuse; the American Psychiatric Associa­
tion distinguishes between substance use, substance 
abuse, and substance dependence, although does not 
make distinctions by age. According to the American 
Psychiatric Association's diagnostic manual (DSM -ill­
R), substance abuse is characterized by maladaptive 
patterns of substance use that have never met the 
criteria for dependence for that particular class of 
substance, that results in harm to the user, and that the 
user continues despite persistent or recurrent adverse 
consequences. 

Substance dependence: A mental disorder in which a 
person has impaired control of psychoactive substance 
use and continues use despite adverse consequences. It 
is chamcterized by compulsive behavior and the active 
pursuit of a lifestyle that centers around searching for, 
obtaininp, and using the drug. 

Suicide: The taking of one's own life. 
Survival sex: Engaging in sexual intercourse in exchange 

for food, shelter, money, or drugs. 
Syphilis: A sexually transmitted diseClse caused by the 

bacterial agent Treponema pallidum, resulting in 
symptoms including chancre (primary syphilis); skin 
rash, malaise, anorexia, nausea (secondary syphilis); 
and eventually, central nervous system abnormalities 
and other serious problems (tertiary syphilis). 

Therapeutic foster care: A type of mental health care 
optimally involving the following features: 1) place­
ment of a child with foster parents who have specifi­
cally been recruited to work with an emotionally 
disturbed child or adolescent; 2) provision of special 
tmining to the foster parents to assist them in working 
with the child; 3) placement of only one child in each 
special foster home (with occasional exceptions); 4) a 
low staff to client ratio, thereby allowing clinical staff 
to work very closely with each child, with the foster 
parents, and with the biological parents if they are 
available; 5) creation of a support system among the 
foster parents; and 6) payment of a special stipend to 
the foster parents for working with the emotionally 
disturbed child or adolescent, and for participating in 
the training and other program activities. Regarded as 
the least restrictive of residential mental health services. 

Therapeutic group care: A type of mental health care 
provided in homes which typically serve anywhere 
from 5 to 10 children or adolescents, and provide an 
array of therapeutic interventions and a thempeutic 
environment. 

Third-party payment: Payment by a private insurer or 
government program to a medical provider for care 
given to a patient. 

Thrownaway: A child or adolescent who has been t~ld 
to leave the household, has been abandoned or 
deserted, or who has run away and no effort has been 
made to recover him or her. 

Title X: See family planning programs authorized by 
Title X o/the Public Health Service Act. 

Tracking: The assigning of students to a particular 
curricular track, usually on the basis of estimated 
ability. 

Tranquilizers: See sedatives. 
Traumatic brain injury: Injury to the brain occurring as 

the result of impact. 
Treatment: Interventions intended to cure or ameliomte 

the effects of a disease or condition once the condition 
has occurred. 

Tribal groups: See Indian tribes. 
Unprotected sexual intercourse: Sexual intercourse 

without precautions taken to prevent pregnancy or the 
transmission of AIDS or sexually transmitted diseases. 

Vcllidity: A measure of the extent to which an observed 
situation reflects the true situation. 

Venereal disease: Soo sexually transmitted disease. 
Violent offenses: According to the Federal Bureau of 

Investigation, serious violent offenses include murder 
and nonnegligent manslaughter, forcible mpe, rob­
bery, and aggmvated assault. Minor violent offenses 
include assaults without weapons and weapons viola­
tions. Compare property offenses. 

Waiting mode: The waiting mode of health service 
delivery is characterized most strongly by profession­
als physically remaining within a service system and, 
indeed, waiting for clients, generally with chronic 
problems, to come to them. The waiting mode is 
distinguished from the "seeking mode" wherein 
professionals are usually physically operating outside 
the service system and seeking to intervene in prob­
lems before they become chronic. In practice, it is 
acknowledged that waiting/seeking is best thought of 
as a continuum, and less as a dichotomy. 

"Wraparound services": A term used to denote a 
philosophy or practice of flexibly providing and 
funding mental health services that are designed to 
meet the unique needs of a particular adolescent, rather 
than (or in addition to) providing specified funding for 
particular settings or types of services (e.g., hospitals). 
The service package is developed by the child or 
adolescent's case manager and is purchased from 
vendors; when a service for a given child or adolescent 



is not available from an existing organization, funds 
are used to develop the service (e.g., flying in a 
consultant to treat a patient with schizophrenia rather 
than moving the patient to a hospital in another State). 

Younger adolescents: As defmed in most studies and 
data analyses, adolescents ages 10 to 14. 
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Youth Advisory Panel (OTA's): The group of21 young 
people ages 10 through 19 who met with OTA staff, the 
OTA Adolescent Health Advisory Panel, and attended 
workshops in order to provide the adolescent perspec­
tive on health issues. 
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The Office of Technology Assessment (OTA) was created in 1972 as an 
analytical arm of Congress. OTA's basic function is to help legislative policy­
makers anticipate and plan for the consequences of technological changes and 
to examine the many ways, expected and unexpected, in which technology 
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the physical, biological, economic, social, and political impacts that can result 
from applications of scientific knowledge. OTA provides Congress with in­
dependent and timely information about the potential effects-both benefi­
cial and harmful-of technological applications. 
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House of Representatives or Senate; by the Technology Assessment Board, 
the governing body ofOTA; or by the Director ofOTA in consultation with 
the Board. 
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merce; biological applications; food and renewable resources; health; 
telecommunication and computing technologies; oceans and environment; 
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