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A
lthough most adolescents are relatively healthy by
traditional medical standards, they face a number of
significant threats to their health, many of which 

are preventable.  The most serious, costly, widespread 
adolescent health problems are attributable primarily to
health-damaging behaviors.  These behaviors affect not
only adolescent health, but also contribute to the leading
causes of adult morbidity and mortality.  

Early interventions to identify at-risk adolescents would
improve the health of today’s adolescents and tomorrow’s
adults. Such interventions include services to prevent
these behaviors before they begin; change these behaviors
among adolescents who engage in them; or reduce their
impact.  Thus, adolescence presents a unique opportunity
to invest in the health of the entire population.  During the
past two decades, however, the U.S. has made less
progress in achieving its morbidity and mortality reduction
goals for adolescents and young adults than it has for 
virtually every other age group. 

As policymakers and health providers are challenged to
improve the health of all Americans, they have increasingly
turned to preventive efforts that address both biomedical
concerns and their social, behavioral and environmental
antecedents.  These efforts span a wide range of approaches
including clinical preventive services (the focus of this
monograph) and school- and community-based prevention
programs.  The ascendance of managed care, with its focus
on wellness and population-based health, has the potential

to complement this shift toward prevention in the clinical
setting.  And, while many of the early prevention efforts
established by managed care organizations focused on
infants and older adults, a “second wave” of preventive
interventions explicitly targets children and adolescents as
well.  Outside the clinical setting, prevention programs—
including health education, skills training in areas such 
as conflict resolution and decision-making, and public
information campaigns to prevent adolescents from
engaging in risky behaviors—are indispensable comple-
ments to clinical preventive services, establishing and/or
reinforcing the messages that health care providers deliver
during clinical visits. 

This monograph begins by presenting a rationale for 
providing clinical preventive services to adolescents; defining
clinical preventive services; and reviewing evidence about
the efficacy of these services.  Turning to implementation
issues, we explore the extent to which these services are
being delivered, barriers to service delivery, and promising
strategies to reduce these barriers.  The monograph then
addresses financial issues, reviewing current research on
the costs of adolescent health problems and clinical 
preventive services.  Finally, we consider current trends
that can potentially improve the delivery of clinical preventive
services. The monograph concludes that, despite the need
for further research on cost and efficacy, existing evidence
makes a compelling case for investing resources to
increase the delivery of clinical preventive services to
America’s adolescents. 

1

W H Y  P R O V I D E  C L I N I C A L  
P R E V E N T I V E  S E R V I C E S ?

The most serious, costly and widespread adolescent health
problems—unintended pregnancy, sexually-transmitted
infections, violence, suicide, unintended injuries, and the use
of alcohol, tobacco and other drugs—are potentially 
preventable.  Indeed, nearly three quarters of adolescent
mortality is due to preventable causes.  Moreover, the behaviors
that contribute most to the leading causes of mortality and
morbidity in adults are often initiated during adolescence.1

About 25-30% of adolescents are considered to be at risk of
adverse health outcomes based on the reported prevalence
of health-damaging behaviors such as unsafe sexual activity,
violence, drinking and driving, and substance use.2 C o - o c c u r r e n c e
of these behaviors is common—with more than a quarter of

students in 7th-12th grade engaging in two or more risk-
taking behaviors.3,4 Because of the rapid physical, cognitive
and emotional developments that take place during this age
period, adolescence is also a time when many health and
mental health problems may first emerge. 

Although adolescents see physicians less frequently than
other age groups,5 nearly three quarters (73%) of American
adolescents see a physician at least once per year.6 These visits
offer physicians and other clinicians the opportunity to provide
preventive services.  Providers can administer immunizations
and prescribe preventive interventions to ensure that certain
conditions do not develop.  By providing a comfortable, 
confidential environment and asking relevant questions, 
clinicians can also identify adolescents who are at risk for, or
engage in, health-compromising behaviors.7,8 This type of
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clinical encounter allows clinicians to educate adolescents
about the risks of such behaviors and potentially modify the
behaviors and their related outcomes.  

Studies show that adolescents and their parents want 
clinicians to address risk-taking behaviors and prevention,
9,10,11 and that adolescents see physicians as credible sources
of health information. 12 In a survey of high school students, 
80-90% of adolescent respondents indicated that they would
find it helpful to talk with a physician about sexual matters
and 75% stated that they would trust a physician 
to keep their questions confidential.13 Most clinicians also
acknowledge the importance of incorporating preventive
care into their practices.14 Together, these factors create a
unique opportunity for open discussions of sensitive topics
such as reproductive and mental health behaviors, symptoms
and needs. 

W H A T  A R E  C L I N I C A L
P R E V E N T I V E  S E R V I C E S ?

Clinical preventive services are services that are delivered by
a physician or other health care provider in a clinical setting
such as a medical office or health center.  They are designed
to avert or delay the onset of various health and mental
health problems, or to identify these problems early in order
to reduce their impact more effectively.  Although clinical
preventive services can be medical in nature (e.g., immunizations
for infectious diseases, screening for testicular cancer), many
of the most important preventive services for adolescents
focus on the behaviors and psychosocial issues that most
affect their health and well-being.  

The most common clinical preventive services for adoles-
cents include immunizations for infectious diseases such as
diptheria, hepatitis A & B, measles, mumps, polio, rubella,
tetanus and varicella; screening for a wide range of health
and mental health conditions such as depression, vision
problems, scoliosis, anemia, and tuberculosis; and education
and counseling (also known as health promotion or “antici-
patory health guidance”) regarding nutrition and diet, 
exercise, injury prevention, tobacco, alcohol, drugs, dental
health, school, family, peers, and sexual behavior. 

Preventive services can be broad-based—provided to an
entire population, patient or enrollee group—or targeted.
Potential criteria for targeted preventive services include age,
gender, demographic characteristics (e.g., family income,
education, race, ethnicity), family medical history, environ-
mental factors (e.g., neighborhood, geographic region), and
behavioral risk factors (e.g., substance use, sexual activity).
Often a “bundle” of preventive services is provided during a
single wellness visit or checkup.  

Recommend at ions  f or  P rovidi ng  Cl in ical
Pr even t iv e  S ervices  to  Adolesce nts

C li n i ca l  G u i d el i n e s
During the past decade, several national organizations have
developed practice guidelines to support the provision and
expansion of clinical preventive services to adolescents.
These guidelines define the recommended periodicity and
content of comprehensive preventive health visits for 
adolescents.  Major sources of practice guidelines include the
American Academy of Pediatrics, American Association of
Family Physicians, American Medical Association, Maternal
and Child Health Bureau, U.S. Preventive Services Task Force,
and U.S. Public Health Service.14,15,16,17,18 The Society for
Adolescent Medicine also recommends that health 
insurance benefit packages for adolescents include periodic
preventive health screening consistent with the recommen-
dations in these professional guidelines. 19

These guidelines recommend that clinicians address a 
broad range of medical, psychosocial, developmental and
environmental issues in their encounters with adolescents.
Most recommend annual preventive visits throughout 
adolescence, de-emphasize screening for uncommon 
biomedical problems, and encourage education and counseling
for health-damaging behaviors.  They extend the concept of 
routine well-child care throughout adolescence and support
the delivery of immunizations as recommended by the
Centers for Disease Control and Prevention’s Advisory
Committee on Immunization Practices. 

P e r i o d i c i t y  of  V i s i t s
All the major practice guidelines recommend preventive
health visits every 1 to 2 years for healthy adolescents and
more often for adolescents who exhibit various behavioral
and/or medical risk factors.  The importance of annual 
preventive visits for adolescents is underscored by dramatic
increases in the incidence of health-risk behaviors from year
to year during this developmental transition.  Rates of 
alcohol, tobacco and other drug use increase significantly
from early to late adolescence and the number of adoles-
cents who are sexually active increases significantly every
year from 9th to 12th grade.1,15 Furthermore, the percentage
of students engaging in two or more risk behaviors increases
from 19% among 7th and 8th graders to 36% among 11th
and 12th graders.4 Because of these large yearly changes, 

For a comprehensive review and comparison of clinical 
preventive services guidelines, please refer to Clinical
Preventive Services Guidelines for Middle Childhood and
Adolescence: An Analysis and Synthesis of Major
Recommendations, available from the website of the
Policy Information and Analysis Center for Middle
Childhood and Adolescence, University of California, San
Francisco (http://youth.ucsf.edu/policycenter).
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primary prevention efforts require yearly contacts if they are
to take place before risk behaviors begin.  In addition, annual
preventive visits foster early screening, counseling, and interven-
tion.  They offer clinicians the opportunity to reinforce health
promotion messages for both adolescents and their parents,
to identify adolescents who are at-risk for health problems or
have initiated health-risk behaviors, and to develop relation-
ships with adolescents that will foster the open and accurate
disclosure of future health information.  They also provide the
opportunity to monitor growth and development, support
psychological and emotional well-being, and encourage
healthy lifestyles.  Finally, by facilitating adolescents’ develop-
ment of on-going relationships with their clinicians and
enhancing adolescents’ own knowledge and skills, the visits
can help adolescents build competence in effectively and
appropriately utilizing the health care system.  Through this
process, adolescents will potentially be empowered to take
greater responsibility for their own health and well-being.20 

C o n t en t  o f  V i s i t s
Although major practice guidelines vary in their specific 
recommendations, they converge in a number of areas.  For
example, preventive services recommended for adolescents
by all of the major guidelines include screening for depres-
sion, eating disorders, hypertension, sexual behavior, sexually-
t r a n s m i t t e d infections (STIs), suicide risk, tuberculosis, and
substance use; counseling for diet, exercise, injury prevention,
sexual behavior, substance use and violence prevention; and
immunizations for measles, mumps, rubella, tetanus, diptheria,
and Hepatitis B (for sexually active youth).1 4 - 1 8 Each of the
recommendations also specifies topics for discussion and
guidance to be undertaken with adolescent patients and
their parents in order to promote healthy development and
lifestyles. 

T H E  E F F I C A C Y  O F  C L I N I C A L
P R E V E N T I V E  S E R V I C E S

Preventive services provided by physicians can have a 

significant impact on behavior and behavioral change:

■ Clinical preventive counseling services have been shown

to be successful with adults in a wide variety of areas,
including smoking cessation, problem drinking, nutrition
and diet, and injury prevention. 18

■ Accident prevention counseling by pediatricians has been

shown to decrease the likelihood of unintentional injury
to children.  More extensive interventions, including home

nursing visits, can influence outcomes such as uninten-
tional injuries, eating patterns, and behavior problems for

young children.18

Preventive services have also been shown to be successful
with adolescents in reducing specific risk behaviors:

■ Adolescents in a school with a school-linked clinic and 

on-campus counselors and health education classes had a
lower pregnancy rate than students in a comparison
school.21

■ Adolescent females improved their adherence to contra-

ceptive regimens after receiving comprehensive, develop-
mentally appropriate reproductive health counseling.22

■ College freshmen who completed a comprehensive risk

appraisal questionnaire followed by individualized feedback
were less likely to use tobacco than comparison students.2 3

However, few studies specifically address the effectiveness of
comprehensive clinical preventive services that screen for
multiple risk behaviors.  One such study found that initiation
rates of cigarette smoking and alcohol use were substantial-
ly lower among adolescents who received counseling on
these topics compared to those who did not; on the other
hand, significant differences between the two groups were
not reported for weight loss, increased exercise, improved
dental hygiene, diet, or contraceptive use. 24 

Clearly, more research providing definitive evidence of the
efficacy and effectiveness of specific and overall preventive
interventions for adolescents is needed.16,19,25 Unfortunately,
the evaluation of preventive health services is fraught with
methodological challenges.  Measuring the effects of clinical
preventive services requires large sample sizes; well-defined,
relevant outcomes; suitable surveillance systems and data
collection mechanisms; and long-term follow-up that grant
funding and research cycles may not support.2 For all these
reasons, little clinical research has focused on preventive
interventions and their outcomes.

I M P L E M E N T I N G  C L I N I C A L
P R E V E N T I V E  S E R V I C E S

How  Wel l  are  Cl in i cal  Pr even t iv e  Serv ices
Cur rent ly  Del iv ered  to  Adoles cent s?

The potential of preventive services to improve adolescent

health will only be realized to the extent that they are adopt-
ed and utilized by clinicians, health plans, and 

policymakers.  Despite evidence suggesting the importance
and potential efficacy of clinical preventive services for 

adolescents, delivery of these services lags well behind
national recommendations.  Even when adolescents do

see clinicians for regular preventive (“well care”) visits, many 
studies suggest that the content of these visits rarely meets

professional standards:

■ Of 60 million adolescent visits to private physicians’ offices

in 1990, only 15% were health supervision visits; fewer
than 5% of visits included preventive health screening
procedures such as vision testing; and less than 2% of 
visits included health promotion counseling on HIV 
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transmission, or advice on cholesterol reduction.26 Two
thirds of visits included no counseling services of any kind.

■ One study examined the extent to which comprehensive,

age-appropriate adolescent health screening was under-
taken in various clinical settings.  In no practice 
setting was screening provided at the level recommended
by professional guidelines.  On average, private pediatric
and family practice settings screened for only one fifth of
age-appropriate health risks; the community family 
practice setting screened for one third of these risks; the
school-based teen clinic screened for just over half of the
risks; and the community teen clinic screened for two
thirds of age-appropriate health risks.  Clinicians at the
non teen-focused practice settings rarely screened for
socio-behavioral health risks.27

■ A survey of 366 California pediatricians practicing in a

large group-model HMO revealed that, while most
screened their adolescent patients for immunization 
status, blood pressure, and school performance, less than
half screened for drinking and driving, depression, eating
disorders, suicide, access to handguns, or substance use,
and fewer than 20% screened for sexual orientation, sexual
and physical abuse, or other injury-related behaviors.28

Furthermore, the survey found that pediatricians often
failed to provide preventive services to adolescents who
screened positive for risky behaviors. 

■ A recent study revealed that primary care pediatricians

nationally are not screening or educating adolescents
about alcohol to the extent recommended by national
guidelines.29 Of 1,842 physicians surveyed, 49% screened
younger (ages 11-14) adolescents and 73% screened older
(ages 15-17) adolescents for personal alcohol use.  Only
21-32% of physicians asked whether their adolescent
patients had ever ridden in a motor vehicle with a driver
who had been drinking.  With regard to patient education,
physicians reported that, on average, 44% of their younger
and 62% of their older adolescent patients were educated
about alcohol risks; however, a majority of physicians
(62%) never utilized the skills-based interventions that
have been shown to be most effective in modifying risky
behaviors. 

■ Most state Medicaid programs have not delivered the

comprehensive range of early detection and prevention
services included in the federally mandated Early and
Periodic Screening, Diagnosis and Treatment (EPSDT)
guidelines.  Although the required package of services
includes physical and mental health assessment, screen-
ing, and supportive services, there have been widespread
problems with states’ implementation of EPSDT.  Few
states have established periodicity schedules that meet
adolescents’ needs and, among those states that have,
few adhere to existing schedules.30 In addition, states
have failed to deliver these services at the rates required
by the federal government.  In contrast to a federal goal of
80% participation in EPSDT for adolescents, the national
participation rate for 15-20 year-olds in 1996 was only

51%.31  Only 18% of Medicaid beneficiaries in this age
group received dental screening, 11% received vision
screens, and 6% had their hearing screened. 

These and other studies that examine clinician screening for
specific risk behaviors (e.g., sexual health, violence)13, 32, 33, 34 or
comprehensive screening for multiple risk behaviors3 5

confirm that clinicians’ provision of preventive services falls
well below recommended levels.

B arr iers  to  the Del ivery  of  
Cl in ical  P revent i ve  Ser vice s

As the studies cited above suggest, developing guidelines
with the expectation that clinicians will read them and
change their practice has had little clinical impact.36, 37, 38 A
number of factors have impeded the widespread implemen-
tation of guidelines for preventive services.  These include
beliefs and skills of individual providers as well as broader
issues related to the health care system and financing in the
U.S.  These factors, reviewed below, are often reinforced by
barriers to health care in general for adolescents. These barriers
have been well-described elsewhere and include: i n c o n v e n i e n t
hours and location, cultural and linguistic barriers, fears a b o u t
confidentiality, and lack of experience navigating a complex and
often fragmented health care system. 39, 40 

Pr ovid er  B el i efs  an d S ki l l s

A number of surveys have examined provider-related barriers
impeding the delivery of clinical preventive services. Some
health care providers are simply unaware of or unfamiliar
with new or revised guidelines.36 In addition, physicians and
other clinicians often need training to develop the skills
required to provide preventive services confidently and
effectively to the general population and to adolescents in
particular.26, 41 ,42 Many primary care providers are ill-prepared
or reluctant to address the social and behavioral etiologies
that underlie the major causes of adolescent morbidity and
mortality: 

■ Prevention skills are not widely taught in U.S. medical

schools, with only 25% of accredited medical schools 
including a course on preventive medicine in their curricula.4 1

■ Pediatric providers’ feelings of self-efficacy regarding

screening adolescents for risky behavior are significantly
related to their screening practices during adolescent 
preventive visits.4 3 And yet, physicians serving adolescents
report a lack of confidence in their ability to provide what they
consider important services to adolescents.  In a national 
survey of pediatricians, only 20% to 30% of respondents
believed that they were likely to be effective in modifying a
variety of patient risk factors for prevention of adult heart 
d i s e a s e .4 4 In another survey of pediatricians and family 
practitioners, 30% of respondents indicated that they did not
know how to counsel families about firearms.4 5
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■ Few clinicians specialize in adolescent health, and most

are inadequately trained to address health problems
whose symptoms may be primarily psychosocial instead
of physical.  Furthermore, many clinicians are uncomfortable
addressing sensitive issues,1 9 , 4 2 and reluctant to raise 
questions where they cannot provide referrals. 46

■ Some clinicians believe that preventive health counseling

in general is ineffective, while others believe that adoles-
cents in particular will not change their behavior in
response to counseling.1 9 Whereas disease-oriented,
acute care treatment often provides visible, short-term
results that are satisfying to clinicians, patients and 
families, preventive services in general provide far less
immediate feedback and reinforcement.19 Clinicians are
much more likely to learn about prevention failures such a
sexually-transmitted infection or an unplanned pregnancy
than about prevention successes, such as adolescents
making health decisions based on health counseling 
provided during clinical encounters.  It is therefore hard
for clinicians providing preventive care to adolescents to
know that their efforts make a difference.2

Hea lt h C are  S yst em

In addition to the beliefs and attitudes of individual
providers, the context in which clinicians work influences
the extent to which they follow clinical guidelines, including
guidelines for preventive services. Many aspects of the
health care system are not conducive to the provision of
clinical preventive services to the general population and to
adolescents in particular: 

■ Both clinicians and their adolescent patients are accustomed

to acute, problem-focused treatment.  The implementation
of preventive services requires a shift to a health promotion/
disease prevention paradigm that recognizes the 
influence of social behavior on medical problems.1 5 , 1 9 Health
care systems often lack the resources, including referral
sources, educational materials, and additional support

staff, needed to accomplish this shift.26 Physicians have
also cited lack of these resources as barriers to following

clinical guidelines in general. 36

■ Providing consistent delivery of preventive care requires

organizational commitment, time, and a critical analysis of
the delivery of care.  The resources to achieve this funda-
mental change may not be available to all clinical sites.1 4

■ Clinicians frequently cite lack of time as an important 

barrier to the provision of preventive services.26 Providing
these services may take 30-45 minutes for low-risk adoles-
cents and longer if multiple problems are identified.19 Few
clinical settings allow providers to spend this much time
with individual patients.2 6 Non-medical preventive services,
such as health education, often receive low priority in
busy health care systems where urgent needs take prece-
dence in appointment scheduling and triage activities.26

■ Providing effective and comprehensive preventive care

requires that the programs and agencies that serve 
adolescents coordinate their activities in a regular and 
systematic fashion.  Unfortunately, the fragmentation that
characterizes the U.S. health care delivery system creates
additional barriers for adolescents and other populations
that are not experienced with accessing health care services,
navigating their way through complex sets of eligibility
requirements, or advocating for their own needs.47

Hea lth Care  In suranc e a nd F inanci ng

Approximately 14% of American adolescents ages 10-17 are
not covered by any public or private health insurance 
program;6 30% of older adolescents and young adults ages
18-24 are uninsured. 48 Studies consistently show that these
adolescents receive fewer health services than their insured
peers in general; for preventive services, this disparity
appears to be even greater.6 Even adolescents with health
insurance, however, may face financial barriers to receiving
the clinical preventive services they need:

■ Clinicians frequently cite reimbursement issues as a barrier

to providing preventive services.19, 49 Health insurance
may not cover preventive services for adolescents,30 or it
may cover fewer than one well care visit per year.47 In
addition, the use of restrictive medical necessity criteria
may limit the extent to which services in a benefits package
are actually covered.3 0 On the other hand, research indicates
that reimbursement alone is not sufficient to ensure the
delivery of preventive services.  Even when preventive
services are fully reimbursed, providers do not always
implement these services, indicating the importance of
clinician attitudes discussed earlier.50

■ Furthermore, primary care clinicians operating under a cap-

itation system receive one fixed monthly payment per
patient, regardless of the volume or type of services they
or other clinicians provide to those individuals.  Similarly,
clinicians may be reimbursed a fixed amount for a well-
care visit, regardless of the length of the visit.51 Thus,
unless clinicians perceive an immediate economic benefit
from the provision of preventive services, they will face a
financial disincentive for rendering this care, especially if
those services might identify health problems needing
costly referrals.30

■ Physician reimbursement rates for adolescent well-care

visits may be the same, or less, than for younger children,
despite substantially greater morbidity among adoles-
cents.19 For patients, if co-payments are required, even
very small amounts may discourage adolescents and their
families from initiating preventive care. 47

For many clinicians, then, the current balance of factors

favors not providing comprehensive preventive services to
adolescents. The Society for Adolescent Medicine (SAM) 

suggests a number of strategies for shifting this balance,
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including: enhanced educational efforts targeted toward
health professionals and the general public; the endorse-
ment of practice guidelines; training In adolescent preventive
s e r v i c e s for primary care clinicians and other health care
providers; adequate financing and reimbursement for clinical
preventive care; additional research into the health outcomes
and cost-effectiveness of adolescent preventive services; and
the further design and testing of innovative approaches to
improve the delivery of prevention to adolescents.19

S tra tegies  to  Im prove the  Del ivery  of  
Cl ini cal  P reven t i ve  Ser vic e s

Several strategies have been shown to improve the delivery of
clinical preventive services to the general population.
Examples include manual and computerized prompting 
systems, screening questionnaires and the development of
specific health promotion roles for all office staff.1 9 In addition,
SAM recommends that routine health guidance be provided
with a variety of alternative methods and media—e.g., peer
education, group health education, printed materials, audio-
visual materials, and/or computer-based, interactive multimedia.
These approaches should be actively developed and 
systematically evaluated with the aim of further improving the
cost-benefit ratio of adolescent preventive services.1 9 R e c e n t
studies suggest that provider-focused initiatives can increase
the delivery of clinical preventive services to adolescents:

■ The University of California San Francisco (UCSF) Division

of Adolescent Medicine is collaborating with a major staff-
model HMO to implement and evaluate an adolescent
preventive services intervention that aims to increase the
delivery of preventive services in five areas—helmet and
seatbelt use, sexual behavior, tobacco, and alcohol.  The
intervention includes provider training as well as a cus-
tomized adolescent screening questionnaire, a provider
charting tool, and preventive services support staff (a
health educator).  The evaluation showed substantial
increases in adolescent screening and counseling rates by
pediatric primary care providers.20

■ Some health plans have developed their own training sessions,

questionnaires and charting forms to help facilitate the
implementation of clinical preventive services guidelines.
At five community and migrant health centers, 
a program to increase implementation of GAPS—including
training of health center staff and providing patient 
questionnaires, resource materials, and clinician manuals—
resulted in increased screening and health counseling.52 

■ One HMO has developed an interactive risk assessment

tool that helps to screen adolescents for a variety of risky
behaviors and health problems.  Adolescents sit at a 
personal computer, answering a variety of questions
about their lifestyles and health; this information is used to 
create a personal health profile.  A counselor or health
educator reviews this profile in conjunction with the ado-
lescent to identify areas of risk, suggestions for reducing

this risk, and areas that need to be handled clinically.  A 
clinician provides follow-up screening, counseling, and
treatment based on the results of the profile, allowing the
clinician to target areas of concern and allocate time with
patients more efficiently.  During pilot testing, many ado-
lescents stated that they were more comfortable answering
personal questions by computer than they would be with
their doctor.  The study also suggested that adolescents
offer more accurate information to the computer, allowing
providers to meet adolescents’ needs more effectively.5 3

■ The American Medical Association (AMA) is working with

9 middle school-based health centers (SBHCs) in 4 states
to determine whether training SBHC staff in GAPS
improves clinicians’ delivery of clinical preventive services.
As part of this project, the AMA has developed a new
GAPS Early Adolescent Questionnaire and other data-
gathering forms specifically for SBHCs serving 10-14 year-
olds. The AMA has also developed resources to provide
health guidance to the parents/ guardians of 10-14 year-
olds and to help primary care providers share important
information about adolescence with parents. 54

These studies offer promising evidence that it is possible to
increase the delivery of clinical preventive services. 

C O M P A R I N G  C O S T S

T he Costs  of  A dol escent  He alth  Prob le ms

It has been estimated that the U.S. spends at least $33.5 billion
per year on preventable adolescent morbidities.2 4 T h i s
includes only the direct medical costs (e.g., hospital and
physician care, drugs, and appliances) associated with 6
health areas (adolescent pregnancy, sexually-transmitted
infections (STIs), alcohol and other drug problems, m o t o r
vehicle injuries, other unintentional injuries, and outpatient
mental health visits), and therefore underestimates substan-
tially the total impact of preventable adolescent morbidity.  

A more recent study by Hedberg and colleagues placed the

costs of preventable adolescent morbidities much higher:
over $700 billion per year.7 This study reached its calculations

by taking into account the long-term health impact on adults
of risk behaviors initiated during adolescence as well as many

more indirect costs.  These costs include the value of lost 
productivity and workdays due to illness, disability and 

premature death; legal costs associated with crime and risky
behaviors; the costs of treating pelvic inflammatory disease

and infertility; and societal costs associated with adolescent
pregnancy and childbirth.  

Even the latter estimate, however, is admittedly conservative.

It includes only the annual costs the U.S. incurs as a result of 
tobacco use, obesity, alcohol and drug use, injuries, and

unprotected sexual activity.  These analyses do not include
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the costs of treating many other preventable conditions such
as measles or tuberculosis; nor do they account for the costs
of failing to diagnose health problems such as dental caries,
asthma, depression or diabetes until they develop into much
larger, more costly problems.  With the exception of immu-
nizations and STI screening, few studies to date have
addressed these costs.

The Cos ts  of  P rovi ding Cl in i cal  
Preven t iv e  Serv ices

A few studies have attempted to calculate the costs of 
providing comprehensive clinical preventive services to 
adolescents.  One estimate is that it would cost $130 per 
person per year, on average, to provide the clinical preventive
services recommended by the American Medical Association
to all Americans ages 11 to 21 in a fee-for-service system in
1993 dollars.  This figure ranges between $78 and $304,
depending on the age of the patient.2 4 A second study, from
1995, suggests that these costs would range from $50 per
year for low-risk adolescents to $150 for high-risk adolescents.2

And in 1998, the American Academy of Pediatrics (AAP) 
estimated that the comprehensive range of clinical preventive
services it recommends for all adolescents 10-24 years old
could be provided for only $78 per person per year ($203.40 if
preventive dental services are included).5 5 Since payers already
incur some of the screening costs included in calculating th e s e
figures, the net additional cost of providing preventive services
is somewhat lower.  Finally, new innovations hold promise 
for reducing the cost of assessing adolescents’ risk-taking
behavior.  A recent study that examined the use of computer-
assisted preventive visits with health counselors found that
high-quality screening for risk behavior and counseling visits
can be provided for as little as $15.5 3 In short, comprehensive
clinical preventive services can be provided without incurring
significant additional costs.

T he Cost-E ffect iv eness  o f  
Pr ovid ing Prev ent ive  Servi ces

Studies to establish the cost-effectiveness of providing clinical
preventive services to adolescents have been limited.  As
noted earlier, any effort to quantify the efficacy of clinical 
preventive services—which is needed for cost-effectiveness
calculations—faces substantial methodological barriers.
Some research has been focused on the costs and benefits of
hypertension screening for various adult populations, the
age at which women should receive regular mammograms,
or the value of providing influenza vaccinations to the elderly
and immunocompromised.  Although some work has been
done in the area of immunizations, research related to health
guidance and counseling has rarely included measures related
to costs or cost-benefit ratios.
Although definitive studies documenting the cost-effective-
ness of clinical preventive services for adolescents are not

currently available, many health professionals believe that
improving the provision of such services could, over time,
represent substantial long-term savings in direct medical
costs and indirect social costs such as human suffering.16,19

Conservative projections of clinical cost and resource savings
support the notion that even limited success in risk identifi-
cation, behavioral change, and morbidity reduction will have
significant effects in adolescent health and costs.  There is
evidence to suggest that investing in prevention and early
detection for adolescents may yield significant cost savings:

■ In a study that modeled adverse outcomes to adolescents

based on their participation in risky behaviors, an office-
based program to reduce high-risk behaviors saved
money when it was effective in preventing risky  behavior
in more than 5.6% of adolescents; if it was just 5.6% effec-
tive, it would be “cost-neutral.” 2 According to the authors,
this efficacy rate is similar to that demonstrated by other
counseling services.  Although the study targeted adoles-
cents more likely to engage in alcohol abuse and unsafe
sexual activity, the analysis was constructed to understate
many of the benefits associated with prevention and the
indirect costs it averts (e.g., for treating pelvic inflammatory
disease).

■ Another estimate of cost-effectiveness, based on different

assumptions, can be derived by considering the costs
described in the previous section.  Based on the AAP 
estimates, it would have cost $4.3 billion to provide 
comprehensive clinical preventive services to all 10-24
year-olds in 1998.55, 56 Therefore, if the delivery of compre-
hensive clinical preventive services (as defined by the
AAP) prevented 1% of the $700 billion in costs (i.e., $7 billion)
calculated by Hedberg and colleagues,7 it would “save”
more than $2.7 billion, after subtracting the amount
required to provide these services to all adolescents.

■ A cost-benefit analysis conducted in school-based health

centers documented savings of $1.38 to $2.00 for every
dollar spent based on estimated reductions in the use of
emergency rooms, lower pregnancies, early prenatal care,
and early identification of chlamydia. 57

■ A cost-effectiveness analysis conducted in family planning

clinics suggests that age-based screening for chlamydia
can prevent costly episodes of pelvic inflammatory 
disease and result in significant cost savings.58

The balance in favor of providing clinical preventive services
to adolescents can be further enhanced through novel
approaches to providing preventive care such as computer-
assisted screening and peer-based counseling.
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E F F O R T S  T O  I M P R O V E  P R E V E N T I V E
S E R V I C E S :  O P P O R T U N I T I E S  
A N D  C H A L L E N G E S

A number of initiatives and trends hold promise for improving
the delivery of clinical preventive services to adolescents and
enhancing our understanding of which specific strategies are
most effective. 

Hea lt h I nsur ance Expans ion s

In 1997, the U.S. Congress passed the State Children’s Health
Insurance Program (SCHIP), which provides enhanced federal
funding to states to expand Medicaid coverage and/or 
create new health insurance programs for low-income children
and adolescents.  Through SCHIP, the federal government
matches state expenditures on clinical preventive services,
although it does not require that states include these services
in their SCHIP programs.  States, clinicians and health plans
are also prohibited from charging co-payments for preven-
tive services such as well visits and immunizations for families
with incomes less than 150 percent of federal poverty guide-
lines.  A 1999 study of 12 states’ SCHIP programs found that,
for either periodicity or content of care, six states require
health plans to use adolescent preventive services guidelines
and five states are encouraging their use.4 7 It is the role of states
to ensure that health plans and clinicians actually provide the
preventive services that enrolled adolescents need and 
to monitor the provision of these services through focused
contracts and proactive quality assurance activities.

A dol escent -Focus ed S ources  of Ca re

Several innovative methods for organizing and delivering
clinical preventive services for adolescents have emerged
over the past decades, among them:

■ T e e n  C l i ni c s . Some hospitals, counties and managed

care plans operate special teen clinics for their adolescent
clients.  Services provided in these settings are compre-
hensive, interdisciplinary, confidential, age-appropriate
and adolescent-friendly.  One study indicates that teen
clinics screen patients more extensively for behavioral,
psychosocial, substance abuse and sexual behavior risks
than community family practice, private family practice or
private pediatric settings.27

■ S c h o o l - B a s e d / S c h o o l - L i n k e d  H e a l t h  C e n t e r s

( S B H C s / S L H C s ) . Located on or near a middle, junior
high or high school campus, these programs provide a
wide range of preventive medical, mental health and
health education services to children and adolescents in a
convenient, accessible setting.  There are about 800
school-based or school-linked health centers in the U.S.—
just under 2% of all middle and high schools—that serve
middle and/or high school students.  These health centers
are sponsored by schools, hospitals, community health
centers, universities, county health departments, and

mental health and other agencies.59,60 Evidence from
Colorado suggests that adolescents who have access to
school-based health centers use more outpatient primary
care and mental health services, but require fewer urgent
care and emergency room visits,61 thus confirming the
notion that SBHCs help to prevent costly episodes of care.  

■ S a fe t y  N et  Pr o v id er s.  In addition to teen clinics and

school-based/school-linked health centers, numerous
other organizations—including federally qualified health
centers, local health departments, family planning clinics,
and State Title V/Maternal and Child Health agencies—all
have experience and expertise providing primary and 
preventive care services to adolescents. 30

■ N o n-p h ysi c ia n  Pr o vid er s. Increased use of health pro-

fessionals other than physicians, such as nurse practitioners,
social workers and health educators, and the increasing
use of paraprofessionals, may help to expand the system’s
capacity to deliver the full range of prevention strategies
to larger numbers of adolescents.  The Society for
Adolescent Medicine suggests that peer-based strategies
(e.g., peer counseling, health education and risk assess-
ment), although largely untested, hold promise as well.19

Current innovative approaches to clinical prevention for
youth raise the questions of how best to provide health coun-
seling and prevention messages.  As these innovations 
continue to develop and spread, it will be important to establish
the right balance between one-on-one professional guidance
by clinicians and supplemental strategies, such as peer 
education and computerized screening tools.

Hea lt hy  P eople  200 0/2 01 0 

Since 1979, the U.S. Office of Disease Prevention and Health
Promotion has sponsored a national initiative known as
Healthy People, the goal of which is to improve the health of
all Americans.  Healthy People 2000, released in 1990, was
structured around national health promotion and disease
prevention objectives targeted for improvement by the year
2000.  Adolescents and young adults are one of four age
groups targeted by Healthy People 2000, and now Healthy
People 2010.  More than 90 objectives for the year 2010 focus
on this age group, with 21 “critical” health objectives being
used to mobilize the energy of policymakers and public
health professionals at the federal, state and local levels.  They
include areas such as: physical activity and fitness, injury/ 
violence prevention, family planning, immunization and
infectious diseases, mental health and mental disorders, 
sexually-transmitted infections, and substance abuse. 1

Manag ed Ca re  and  P reven t i ve  Ser vic e s

For an increasing number of adolescents, insurance coverage
is provided through managed care rather than traditional
insurance arrangements.  Thus far, the evidence is inconclusive   
as to whether managed care organizations (MCOs) support
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the delivery of clinical preventive services to either the 
general population or adolescents in particular.  On one
hand, managed care has traditionally embraced principles of
prevention, wellness, population-based medicine, quality
assurance, and health promotion.51 On the other hand, some
studies show that managed care does not increase access to
preventive services.30, 62, 63

Managed care can potentially play a powerful role in preven-
tion efforts for adolescents.  MCOs will use health promotion
and disease prevention programs to improve health status
and quality of care if they believe that such programs will 
also contain health care costs.  Managed care also offers 
the potential for improved case management and greater
continuity of care.  Managed care plans can initiate system-
wide education and prevention efforts that reach a 
large number of adolescents.  Plans that offer innovative 
preventive services to adolescents may also benefit through
increased member satisfaction and loyalty as parents with a
choice of health plans select those that offer broader cover-
age for their adolescent children.  Examples of preventive
adolescent health initiatives include:

■ Kaiser/Group Health in Seattle includes evidence-based

guidelines on its internal computer system which are
geared toward helping physicians conduct preventive 
visits with adolescents.  This plan also features a multidis-
ciplinary adolescent consultation team that identifies 
adolescents at risk for drug abuse, sexually-transmitted
infections, and various health-damaging behaviors. The
health plan projects that the team saved $50,000 in
unnecessary visits and emergency room use in just 6
months.51,64

■ Tufts Health Plan in Massachusetts has sponsored a Teen

Council to help design adolescent-friendly programs.
Council activities have included targeted mailings to
physicians and members encouraging them to take
advantage of annual checkups for adolescents, and the
development of guidelines to encourage effective 
dialogue between providers and adolescents for a 
number of important health behaviors. 64

■ United HealthCare of Florida has sponsored an interactive

educational program on topics such as heart health and
breast cancer.  In one session it sponsored with a local

medical center, health educators showed adolescent girls
how to do breast self-examinations. 64

■ B o t h PacifiCare of Colorado and Kaiser Permanente in

Denver have collaborated with Denver public schools to
improve members’ access to school-based health centers
(SBHCs).  Kaiser employs staff who work at several SBHCs,
while PacifiCare reimburses SBHCs for care provided to its
members.64

Qual ity  and Perform anc e Mea sures

The current movement toward increased accountability 
contributes to the improved delivery of clinical preventive
services for adolescents through the measurement of various
quality and performance indicators.  Current developments
in this area may encourage managed care plans to invest in
clinical preventive services for adolescents.  For example, the
National Committee for Quality Assurance (NCQA) includes a
strong focus on prevention in its accreditation process and
the most recent version of the Health Plan Employer Data
and Information Set (HEDIS).  HEDIS—a set of quality indicators
used to rank the performance of clinicians and health plans—
tracks preventive measures for adolescents such as well-care
visits and various health screenings.  These indicators are
included in health plan “report cards” that purchasers and con-
sumers use to compare plans.  HEDIS 3.0, released in 1996,
includes 4 specific measures of adolescent clinical preventive
services: a preventive services visit within the past 12 months,
adolescent immunization status, physician counseling
regarding substance use, and chlamydia screening for young
women ages 15 to 25 years.65 Many plans are currently
reporting information on these measures, while others are
voluntarily collecting these and other prevention data.  Many
states are using or adapting HEDIS for their SCHIP Programs.66

Similar developments include the Consumer Assessment of
Health Plans and a collaboration between NCQA, Agency for
Healthcare Research and Quality and Foundation for
Accountability to develop a Child and Adolescent Health
Measurement Initiative (CAHMI).  The CAHMI is developing a
standardized tool for measuring the quality of care provided
to children and adolescents.  The tool includes an adolescent-
specific survey targeted to 14-18 year-olds and is therefore an
important potential tool to monitor and evaluate health care
programs.  The CAHMI is working closely with NCQA to
maximize the potential for the inclusion of appropriate meas-
ures in HEDIS.47 Finally, since 1999, the Maternal and Child
Health Bureau has required that all state and territory Title

V/Maternal and Child Health agencies report on 18 national
performance measures, 6 national outcomes measures, and

7-10 state-negotiated performance measures, as well as state
activities to address these areas.  Although the national

measures cover a wide range of maternal and child health
issues, many states and territories are focusing at least some

of their measures and activities on clinical preventive services
for adolescents.47

Medica id  M anaged  C are

Most state Medicaid agencies now contract with managed

care organizations to provide health care to child and 
adolescent Medicaid recipients.  Although all require that 

managed care plans cover the full range of services specified
by the EPSDT program, most face considerable challenges in

integrating these services into managed care.62 A second
challenge for states is quality assurance for Medicaid 
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managed care.  Most states have established incentives and/or
penalties for providers and/or health plans to achieve certain
levels of compliance with service standards—often based on
HEDIS measures.  According to one study, about two thirds of
states with managed care contracts in 1995 monitored 
the periodicity of well-child visits provided to adolescents
ages 12-21, primarily following HEDIS specifications for 
adolescents.67

The Pot enti a l  P ower  of  Purcha sers

In many cities and states, employers who provide health
insurance for their workers and workers’ families have 
channeled their collective purchasing power into larger pur-
chasing coalitions.  These organizations have been successful
in negotiating discounts and quality improvements from
managed care plans.  Such coalitions—not to mention large
public purchasers such as state Medicaid agencies—could
also be instrumental in shaping the content of benefit pack-
ages.  For example, purchasers could require that all plans
they contract with cover a full range of clinical preventive
services for adolescents; ensure that provider payments are
adequate to cover these services; and monitor the delivery of
preventive services using focused quality assurance and
reporting systems.  The Center for Health Policy Research at
George Washington University has created several guides for
state managed care purchasers (primarily Medicaid and SCHIP
a g e n c i e s) to use in contracting with managed care plans.68

C O N C L U S I O N

Preventable health conditions have a profound effect on the
lives of adolescents, their families, and the communities in

which they live.  The unique opportunities brought about by
managed care, the movement toward greater accountability

and quality improvement, the power of purchasers, new and
expanded health insurance programs, national efforts such

as Healthy People, and widespread recognition of the impor-
tance of prevention argue for the timeliness of efforts to truly

invest in prevention for America’s adolescents.  The fact that
these services have the potential to accomplish so much—
for both the health of adolescents and, in the long-term, of
adults—with a relatively modest financial outlay further
enhances their value.

Although clinical preventive services represent a promising
strategy, improving adolescent health requires a broader
prevention approach that reflects the complex array of influ-
ences on adolescent health—influences such as schools, the
media, government regulations, and the characteristics of
the families, neighborhoods, and cultures in which adoles-
cents live and learn.  While important, clinical preventive 
services alone will have minimal impact on adolescent health
and prevention in the absence of efforts from other sectors of
the adolescent’s environment.69, 70 The involvement of multi-
ple groups is critical to assuring the success of prevention
efforts, particularly as the number of adolescents continues
to grow and become more racially and ethnically diverse.
Studies have shown that coordinated community-wide
efforts focused on a broad spectrum of risk and prevention
are most likely to be successful.7 1 Indeed, the services
described in this monograph will be most effective when
they are reinforced by activities and programs that build skills
and attitudes supportive of health promotion among adoles-
cents, as well as adults.72 This requires the commitment of
youths, families, schools, communities, businesses, media
and faith-based organizations, as well as health care profes-
sionals.  Clinicians can play a significant role in helping to
coordinate community efforts, advocating for the inclusion
of adolescents in the planning process and for systems that
are “adolescent-friendly.”73

In addition to being comprehensive, prevention efforts
require sustained commitment to be successful in the long-
term.  In recent years, the U.S. has made some progress in
reducing adolescent morbidity and mortality, and in lower-
ing the rates at which young people engage in risky and
health-compromising behaviors.  Research suggests, however,

that we cannot take these improvements in adolescent
health for granted.  In 1992, after a downward trend in illicit

drug use, the proportion of adolescents who reported that
they perceived drugs to be very risky, as well as those who

said that they disapproved of drug use, began to decline.
After 1992, the use of illicit drugs rose sharply among high

school students.74 Lessons learned from other health trends
suggest that prevention efforts at multiple levels—including

providers, schools and the public health community—must
continue or even increase in order to sustain current gains. 75

Although clinical preventive services represent a promising
component of a broad-based prevention approach, advo-
cates for adolescents must be realistic about how much
health care decision-makers are willing to invest in preventive
care.  It may take years before the health and financial benefits
of prevention are realized.  For managed care organizations

10

Managed care organizations that want to assess and
improve their performance with adolescents should
refer to Assuring the Health of Adolescents in Managed
Care: A Quality Checklist for Planning and Evaluating
Components of Adolescent Health Care.  The tool can 
be used to review current practices and to develop 
procedures designed to better meet the needs of 
adolescents in a number of areas, including access (e.g.,
confidentiality, choice of providers), adolescent-
appropriate quality services (e.g., use of practice guide-
lines), and coordination of services (e.g., outreach, case 

management).  The checklist is available from the web-
site of the National Adolescent Health Information

Center (http://youth.ucsf.edu/nahic).
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(MCOs), which may experience annual turnover in membership,
the initial fiscal burden of implementing comprehensive
preventive services for adolescents may appear to outweigh
the long-term benefits.  Some health care purchasers and
MCOs are therefore hesitant to make this investment in 
adolescent preventive care.  As noted earlier, a substantial
portion of these long-term benefits will be realized by avoiding
costly health problems among adults.  Thus, the short-term
cost of clinical preventive services is incurred primarily by
purchasers, employers and insurers, while the long-term 
benefit may be accrued by other insurers, adolescents, 
families, and society as a whole. 

Advocates must also be realistic about what the public is 
willing to support and what the health care system is capable
of achieving.  Adolescents in the 21st century will represent a
smaller percentage of the overall population than they do
currently, placing them in competition for limited resources.
As the drive to contain health expenditures continues, it will
be important to continue to focus attention on the real
needs of adolescents.  If standard indicators of adolescent
morbidity and mortality show signs of improvement, for
example, will resources be shifted to other critical areas and
populations?  Although those in the field typically advocate

for comprehensive preventive health services, it may be
more realistic and useful to instead promote services that are
closely tailored to the needs of individual adolescents, their
communities, and the settings in which they are seen.  For
example, practice guidelines may recommend that all 
adolescent girls be screened for eating disorders, but in
communities where physical violence poses a greater threat
to young women’s health, clinicians may want to focus their
efforts on personal safety and/or injury prevention.  In short,
some flexibility on the part of clinicians and the groups that
formulate preventive services guidelines will be required.

On the other hand, there are some indications that the 
public might proactively decide that it is willing to invest in
comprehensive clinical preventive health services for youth.
At least one study suggests that Americans, far from wanting
to pursue spending reductions at all costs, would be willing
to pay more in health insurance premiums, alcohol/tobacco
taxes, and/or other subsidies, to fund more prevention and
community-based health efforts.76 It will be important for
policymakers and advocates in the 21st century to present
these critical tradeoffs in ways that value young people, their
role in society, and what they need in order to be healthy,
productive and integral members of society. 75
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