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Purpose of review

This review summarizes recent research on the topic of adolescents’ access to

reproductive healthcare, including an overview of recommended reproductive health

services, access to the healthcare system and reproductive health specifically, and

barriers and emerging service delivery and policy issues in the field.

Recent findings

Recent research confirms the need for diverse healthcare points of access to the

reproductive healthcare system for adolescents. It also highlights key policy and service

delivery strategies that can improve access to and use of reproductive healthcare

among adolescents.

Summary

Access to high quality, confidential, and comprehensive reproductive healthcare is

critical to ensuring the overall health of adolescents. Most adolescents are sexually

active, and as a result require a wide range of counseling, clinical, and preventive care.

The current healthcare system is not adequately structured to meet the diverse needs of

adolescents, in particular for reproductive health needs. Continued attention to

removing common barriers to care, such as concerns about confidentiality and cost, as

well as promoting new screening and delivery strategies, are critical to reducing the

incidence of unintended pregnancy and sexually transmitted infections among

youth.
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Introduction

Adolescence represents a period of tremendous physical,

psychological, and cognitive growth and development.

Adolescents undergo significant changes as they tran-

sition from childhood to adulthood, developing habits,

behavior patterns, and relationships that influence their

lifelong health outcomes [1��]. This period is also marked

by increasing involvement in risk behaviors, including

the initiation of sexual activity. By age 18, over one-half

of adolescents in the United States have had sex [2].

Inconsistent contraceptive use places many at risk for

unintended pregnancy and sexually transmitted infec-

tions (STIs). Despite substantial declines over the past

two decades, the United States has one of the highest

adolescent pregnancy rates among all industrialized

countries [3]. Each year, approximately 750 000 young

women aged 15–19 become pregnant [4], and the vast

majority of these pregnancies are unintended [5].

Although young women from all economic and ethnic

backgrounds experience unintended pregnancies, poor
1040-872X � 2010 Wolters Kluwer Health | Lippincott Williams & Wilkins
youth and youth of color continue to be disproportionally

impacted. For example, 8% of non-Hispanic white teens

have had a first birth by age 20, compared with 20% of

non-Hispanic black and 24% of Hispanic teens [2]. The

negative effects of teen childbearing have been well

documented, and include delayed entry into prenatal

care, poor birth outcomes, lower educational attainment,

and persistent poverty [6].

Sexually active adolescents also face significant risk

for STIs, including HIV. Rates of the most common

STIs, including chlamydia and gonorrhea, peak in late

adolescence and early adulthood, with 15–24-year-olds

accounting for nearly half of all new STIs, including HIV,

diagnosed annually. Young females are disproportionally

affected by these patterns of STIs [7�]. Early and regular

access to reproductive healthcare, including contracep-

tive counseling, STI testing and treatment, cervical

cancer screening, and other preventive care, is key to

assuring that early sexual behavior does not result in

negative outcomes [8,9��].
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When are reproductive health services
necessary?
The American College of Obstetricians and Gynecolo-

gists (ACOG) recommends an initial reproductive health

visit between the ages of 13 and 15 [10]. Although often

in advance of their sexual debut, this visit offers adoles-

cents the opportunity to build a trusting relationship with

their provider and begin conversations about sexual

decision-making and relationships. Numerous pro-

fessional guidelines, including those issued by the Amer-

ican Medical Association and ACOG, recommend that all

adolescents, regardless of sexual experience, receive

anticipatory and ongoing counseling on responsible

sexual behavior, including sexual decision-making, absti-

nence, birth control, and STIs/HIV [11]. For sexually

active adolescents, care should also include contraceptive

counseling and regular chlamydia, gonorrhea, and HIV

testing as well as screening for other STIs as medically

indicated [12].

The recent approval of two human papillomavirus (HPV)

vaccines, including the quadrivalent Gardasil in 2006 and

bivalent Cervarix in late 2009 has expanded the recom-

mended guidelines for adolescent reproductive health-

care [13]. The Advisory Committee on Immunization

Practices currently recommends that all young women

receive HPV vaccination at age 11/12, with catch-up

vaccinations throughout adolescence [13]. Currently,

one-quarter of women aged 13 to 17 has received at least

one dose of the vaccine [14]. Recent studies have docu-

mented wide support for the vaccine among diverse

groups of parents, providers, and clients [15–17].

In 2009, the Federal Drug Administration expanded its

approval for the HPV vaccine to include use in adolescent

and young adult males aged 9–26 years. A review article

summarizing the small body of literature on patient,

parent, and provider’s acceptability of HPV vaccination

for males documents overall support for the vaccine in

this population, but to a lesser extent than had been

observed in similar studies on women’s vaccination [18�].
Adolescents’ access to healthcare
The current system of health services and settings is

often poorly equipped to meet the diverse acute and

preventive health needs of adolescents [1��]. Although

the vast majority of adolescents have health insurance,

primarily through their parent’s private, employer based

coverage or through expansions in public health insur-

ance programs (such asMedicaid and the State Children’s

Health Insurance Program), many adolescents remain

underserved, as services delivered in private and public

settings are not always accessible, acceptable, appropri-

ate, or effective for all adolescents [19]. In addition, a
significant minority of adolescents, estimated at over four

million in 2005, remains uninsured [1��]. Poor, racial/

ethnic minority and noncitizen adolescents are dispro-

portionally represented in the uninsured population [1��].

Adolescents without health insurance coverage are more

likely to forgo or delay seeking medical care, fail to get

needed prescriptions, have no usual source of care, and no

physician visits in the last year [1��].
Adolescents’ access to reproductive
healthcare
Nationally, birth control and pregnancy-related services

comprise the two largest medical expenditures for pre-

scriptions and outpatient care among adolescent and

young adult women [7�]. According to the 2002 National

Survey of Family Growth, approximately 40% of adoles-

cent women aged 15–19 received sexual or reproductive

health services from a medical provider in the previous

year [20]. Adolescents accessed services through diverse

provider types and settings; females were equally likely

to seek reproductive health services from a private doctor

or managed care provider (55%) as they were a public

clinic (53%), with some using more than one system

during the year [21]. The types of providers utilized also

vary according to clients’ age. Pediatricians remain the

primary source of care for adolescents aged 14 and under;

however, by age 17 and 18, a larger proportion of women

access care through OBGYNs (34%) and family practice

specialists (34%) than pediatricians (23%) [22��]. This

points to the importance of assuring a variety of entry

points for different segments of the youth population.

The quality and comprehensiveness of reproductive ser-

vices also varies substantially by site [23]. For example,

only one-half (56%) of pediatricians indicate that they

routinely offer at least some reproductive health services,

and just one in five (22%) distribute or make condoms

available to their patients [24]. In a separate study asses-

sing service integration at adolescent health clinics, a

minority of primary care settings were able to routinely

offer same-day HIV, STI, and family planning services to

their adolescent clients [25].

Reproductive health screening and counseling can be

delivered in the context of primary or preventive health

visits. However, only 38% of adolescents have had a

recent (in the last 12 months) preventive care visit that

included screening and anticipatory guidance for health-

related behaviors [26]. Preventive visits are most com-

mon in younger adolescents (ages 10–14), and decline

significantly between the ages of 16 and 19 [27], when

adolescents typically become most in need of reproduc-

tive health services. In the context of primary or pre-

ventive care visits, less than one-third of providers rou-

tinely discuss or counsel their patients on reproductive
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and other sensitive health topics [28,29], despite the

fact that adolescents’ satisfaction with care increases

when these discussions occur [29]. As a result, alternative

sources of care are critical, as well as improving current

systems of care.

Access to publicly funded family planning services

Over one-quarter of women accessing contraceptive ser-

vices in the United States annually does so at one of

8199 publicly funded clinics, including county or city

health departments, Planned Parenthoods, outpatient

departments, and community health centers [30]. Title

X, the nation’s only dedicated family planning program,

and Medicaid constitute the largest sources of federal

funding [31], and synergistically ensure coverage to

diverse populations [32].

In 26 states, Medicaid family planning waivers have

greatly expanded access to reproductive health services

using innovative outreach, enrollment, and service deliv-

ery strategies. These strategies, including point of service

enrollment, eligibility determination based on individual

(not family) income, and requirements protecting client

confidentiality regardless of age, have particularly bene-

fited adolescents [33,34]. Nationally, publicly funded

family planning programs prevent an estimated 290 000

unintended pregnancies annually among adolescents,

saving over four billion dollars in costs associated with

maternity and infant care for these pregnancies [35].
Barriers to accessing reproductive healthcare
Adolescents face numerous barriers to accessing needed

healthcare, including lack of familiarity with the health-

care system, limited ability to pay for services, fear of

disclosure of confidential information to family and

friends, and uncertainty about their ability to access

services without the consent of a parent or guardian

[8].

Confidentiality is critical to ensuring adolescents’ will-

ingness to access health services, disclose sensitive health

information, and return for necessary follow-up care [36].

Confidentiality protections are particularly important for

reproductive and other sensitive healthcare, as adoles-

cents are likely to forgo needed care in the absence of

these protections [37]. Confidentiality can be achieved by

ensuring that adolescents have time alone with their

provider. However, only 34% of adolescents reported

having spent time alone with their physician at some

point during the previous year. Reports of spending time

alone were higher among men than women (42 vs. 37%),

and lowest among younger Hispanic teens (18%) [38��].

These disparities raise significant concerns about the role

of provider screening and counseling practices in con-

tributing to overall health disparities [39].
Further, even if an adolescent has time alone with their

provider, a complex patchwork of federal, state and case

laws can limit that provider’s ability to offer services

confidentially [40]. Currently, only 26 states permit

minors aged 17 and under to provide their own informed

consent for contraceptive services [41]. For reproductive

health specifically, insurance coverage alone will not

guarantee access to needed care. Certain insurance

benefits plans do not cover the full scope of contraceptive

methods, or impose cost-sharing requirements (such as

copayments or deductibles) that are beyond most ado-

lescents’ financial resources [42]. For example, despite

increased awareness of the availability of emergency

contraception, adolescents remain hesitant about their

ability to access the method given its cost [43].

At the provider level, perceived inadequacies in training

on adolescent health topics, lack of self-efficacy in pro-

viding confidential care, and concern about legal restric-

tions related to confidentiality of care limits provider’s

ability to screen and counsel youth on sensitive health

topics [1��,44]. Healthcare systems barriers often com-

pound provider-level issues, including inadequate reim-

bursement for reproductive health related counseling,

particularly for private providers [45]. For example, in

order to cover the United States Preventive Care Task

Force’s recommendations for adolescent health screen-

ings, providers would need an average of 40min with

their patients, far more than most healthcare systems or

reimbursement structures currently permit [46].
Emerging issues in the provision of
reproductive healthcare to adolescents
A number of studies published in the last year offer new

guidance to providers on counseling their adolescent

clients.

Ensuring contraceptive continuity

Recent research highlights the need for providers to pay

particular attention to the relationship context of sexual

decision-making in counseling their adolescent clients, as

relationship status, duration and quality each influence

the likelihood of contraceptive use. Manning et al. [47��]
recently found that adolescents in high quality relation-

ships, defined by emotional closeness, relationship

salience, and trust, used condoms less consistently than

their peers, placing them at increased risk for unintended

pregnancy. At the same time, young women in relation-

ships characterized by negative relationship qualities,

including partner’s controlling behavior, mistrust,

jealousy, and perceived partner inferiority were also

significantly less likely to use condoms consistently.

Relationship quality has also been found to influence

resumption of sexual activity following an STI diagnosis
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in a sample of urban adolescents. Posttreatment counsel-

ing for adolescents should address their plans for contra-

ceptive use once they resume sexual activity, in addition

to recommending a period of abstinence while they are

being treated [48]. There is a clear need for testing family

planning service delivery models that encourage provi-

ders to assess the contextual and dynamic factors that

influence contraceptive behaviors [49], including partner

and relationship dynamics.

Increased involvement of male partners in contraceptive

decision-making and use can also have direct benefits on

young men’s, as well as young women’s reproductive

health. Only one-quarter (26%) of adolescent males

reporting high-risk sexual health behaviors receive

STI/HIV counseling [50].

Increasing use of long-acting methods

Although condoms and oral contraception remain the

most commonly used contraceptive methods among ado-

lescents, recent efforts to promote the use of long-acting

and highly effective methods, including intrauterine

contraception (IUC), could have a significant influence

on decreasing unintended [51�] and rapid repeat preg-

nancy [52] in this population. Professional organizations

have issued guidelines supporting expanded access to

IUCs [53,54]. Knowledge of IUCs among adolescents and

young adults is generally low, so providers need to

counsel eligible patients, including dispelling mispercep-

tions about the long-term side-effects of these methods

[55].

Understanding the association between intimate

partner violence and reproductive health

Although past research has consistently documented the

association between intimate partner violence (IPV) and

unintended pregnancy among women of all ages, recent

studies elucidate the mechanism through which this

association occurs and highlight its prevalence in young

women specifically. Reproductive control, when a male

partner uses economic, emotional, and/or physical means

to enforce his own reproductive intentions regardless of

his partner’s agreement, is a common component of IPV.

Reproductive control encompasses a broad range of

behaviors, including pregnancy promotion, contraceptive

sabotage, sexual violence, controlling a pregnancy out-

come, or interfering with care [56].

This violence occurs in adolescent relationships. For

example, 51% of young women aged 16–20 surveyed

at five family planning clinics in Northern California had

experienced lifetime physical or sexual abuse from an

intimate partner. Adolescents also reported pregnancy

coercion (18%), and birth control sabotage (12%) by a

male partner [57��].
Emerging policy issues

Recent federal healthcare reform effortswill likely have an

impact on access to and provision of reproductive health-

care services in the United States. The new legislation

enables states to expand their Medicaid coverage for

family planning services through a less cumbersome state

plan amendment process, as opposed to filing for a federal

waiver which must be renewed on a regular basis [58],

thereby increasing access to family planning services

throughMedicaid. It also increases the number of rebates

that pharmaceutical companies must offer to safety net

providers, including Medicaid and Title X clinics, and

creates new funding to broaden thenetwork of community

health centers [59]. Other changes include insurance cov-

erage expansion of young adults through their parent’s

health insuranceplans up to the age of 26.Carefulmonitor-

ing of reform implementation and assuring that expanded

reproductive health services are made available to adoles-

cents and young adults, given their profile of adolescent

pregnancy, STIs, and health disparities, is key.
Conclusion
Although progress has been made in responding to the

unique needs of adolescents, they are often underserved

by the current healthcare system, especially for preventive

and sensitive services. Disparities in access to overall care

[1��], confidential care [38��], and reproductive health

services [60] by demographic characteristics persist. Given

its central role in ensuring overall health, access to high-

quality, comprehensive, confidential reproductive health

services remains critical to adolescents’ ability to success-

fully navigate these years, as well as prepare them for a

lifetime of positive health outcomes, including protecting

their fertility. Adolescence represents a key window of

opportunity for promoting life-long health behaviors,

building health self-efficacy, and increasing their capacity

to make healthy decisions [61,62]. Providers can andmust

play a critical leadership role in providing care, developing

new models, and evaluating these efforts.
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