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Abstract

Confidentiality protections are a key component of high-quality adolescent sexual and 

reproductive health (SRH) care. Research has shown that adolescents value confidentiality and are 

more likely to seek care and provide honest information when confidentiality protections are 

implemented. However, many adolescents do not receive confidential SRH care. We synthesize 

studies of adolescents, parents, and providers to identify confidentiality-related factors that may 

explain why adolescents do not seek care or receive confidential services when they do access 

care. We present themes relevant to each population that address individual-level knowledge, 

attitudes, and behaviors, as well as clinic-level characteristics such as protocols, billing 

mechanisms, and clinic type. These findings have the potential to inform intervention efforts to 

improve the delivery of confidential SRH care for young people.
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Confidentiality protections are a vital aspect of adolescent healthcare because they 

encourage young people to seek care and disclose sensitive information that helps providers 

deliver appropriate clinical services.1 Multiple studies have found associations between 

confidentiality practices and receipt of recommended services.2–4 Additionally, ensuring 

young people have access to confidential services can help adolescents learn how to navigate 

the healthcare system and become autonomous healthcare consumers, in line with age-

appropriate developmental milestones (e.g., increasing independence from parents).5 

Confidentiality is particularly important for sexual and reproductive health (SRH) services, 

given possible sensitivity and stigma sometimes associated with sexual behavior.
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Key tenets of confidential SRH care include an adolescent’s ability to self-consent for 

services without parental permission or notification, time alone with a provider during a 

clinic visit, and maintaining privacy of medical information during health care interactions 

and follow-up, including data stored in electronic health records (EHRs), communication via 

online patient portals (e.g., test results), and billing of services. Such practices are reflected 

in guidelines from professional medical organizations, including the American Academy of 

Pediatrics (AAP) and Society for Adolescent Health and Medicine (SAHM), as well as legal 

protections.6–8 For example, all fifty states allow minors to consent to sexually transmitted 

infection (STI) services without parental permission, and many states allow minors to 

consent for contraceptives services, with some variation in the extent of protection.8

Despite these protections, receipt of confidential services is sub-optimal. Numerous studies 

have found adolescents may forgo care, including SRH care, due to confidentiality concerns, 

such as disclosure of sexual activity or sexual orientation to parents.4,9–13 Even adolescents 

who have clinic visits may not receive confidential care. For example, estimates suggest that 

only 14%-43% of adolescents have ever received time alone,14 one important aspect of 

confidential care.

Although the relationship between confidentiality practices and receipt of SRH services is 

well-established,2–4 a critical outstanding question is how to increase implementation of 

confidential care, particularly in the context of SRH (Figure 1). Limited research has 

explicitly assessed barriers and facilitators to confidentiality practices, but there have been a 

number of studies with adolescents, parents, and providers that assess knowledge, attitudes, 

and behaviors in relation to confidential SRH services. Given that such data have the 

potential to illuminate factors that influence implementation of confidentiality practices and 

could be targets for interventions to increase confidential SRH care, we sought to synthesize 

this body of research.

Approach

In the absence of well-developed literature clearly identifying barriers and facilitators to 

confidentiality practices, precluding a systematic review, we conducted a narrative review, 

which offers a more flexible approach to synthesizing relevant studies.15 Using electronic 

database searches, we identified peer-reviewed literature about confidentiality and 

adolescents published through November 2017. In addition to including studies that focused 

specifically on confidentiality in the context of SRH service delivery, we reviewed studies 

about confidential adolescent health care generally, as every health care visit can potentially 

serve as an opportunity to address SRH. We chose not to limit studies to a specific clinic 

setting, type of visit, or provider type to identify potential variation based on these factors 

that could inform appropriate targeting of strategies for intervention. However, we did focus 

on literature primarily about young people under the age of 18 (although some samples also 

included young adults), for whom there are unique legal dimensions related to consent and 

notification and increased need for initiation of time alone given parental attendance at clinic 

visits.

Pampati et al. Page 2

J Adolesc Health. Author manuscript; available in PMC 2021 May 18.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



From included studies, we grouped similar findings to identify confidentiality-related 

themes that may explain why adolescents do not seek care or receive confidential services 

when they do receive care. Our approach was informed by the triadic framework, which 

recognizes that leveraging the roles and interactions of the adolescent, parent, and provider 

triad has the potential to improve adolescent health.16,17 Specifically, we categorized themes 

as relevant to adolescents, parents, and providers, with the latter category including 

individual-level factors related to providers and other clinic staff as well as system-level 

factors related to the practice setting and operations. Although perhaps counterintuitive in 

the context of confidentiality, which involves some degree of limiting parental involvement 

in healthcare decision-making, our application of the triadic framework to inform our 

synthesis ultimately demonstrates the value of parent partnerships with both adolescents and 

providers in relation to increasing receipt of confidential SRH care.

Review of the Relevant Literature

ADOLESCENT THEMES

Younger adolescents less likely to receive confidential care.—A number of 

studies examined sociodemographic factors associated with receipt of time alone or 

adolescent perceptions of whether a clinic visit was “private/confidential”.3,18–24 These 

studies indicated that younger adolescents were less likely to receive confidential care than 

older adolescents.18–20,23,24

Low knowledge about confidentiality.—Studies demonstrated that many adolescents 

were unaware of specific protections for receiving confidential SRH services,25–28 although 

they may have had a basic understanding of confidentiality.27 For example, a study of Black 

adolescents aged 13-17 years found that approximately 90% understood that confidentiality 

means certain aspects of care can be kept private between an adolescent and their doctor,27 

yet 76% of adolescents assumed providers would disclose to parents if they were tested for 

STDs or had an STD.27 Further, one study found that adolescents’ knowledge of consent and 

confidentiality laws in the state of Minnesota was low.25 Adolescents’ understanding of 

confidentiality seemed to vary by age, with younger adolescents less aware of their right to 

confidential care.25,28

General support for confidentiality yet some discomfort regarding time alone.
—Multiple studies found adolescents valued confidentiality and having a private relationship 

with their providers,27,29–33 but several also documented adolescent girls’ discomfort with 

time alone.32,33 For example, in a qualitative study of Latina and Black girls aged 16-19 

years in New York City, some respondents expressed feelings of fear and awkwardness 

about how their providers presented the concept of time alone, such that, they were reluctant 

to agree to it, felt uncomfortable disclosing information, and were concerned about prying 

questions from parents afterward.32 In another study of low-income adolescent enrollees in 

Florida’s Medicaid or the State Children’s Health Insurance Program (CHIP), female 

participants reported wanting their mother present, even if they were not aware of all health 

risk behaviors.33 Younger adolescents may be more uncomfortable, as one study found that 
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11-14 year old participants desired provider disclosure of information to parents whereas 

15-19 year olds wanted information kept private.34

Trust in providers is low.—Adolescents’ attitudes about confidentiality were often 

intertwined with trust in their provider. In a study of ninth grade students in Philadelphia, 

participants indicated that confidentiality was important in the provider-patient relationship, 

but they did not believe care was confidential unless honesty and respect were also present.
30 Verbal reassurances also facilitated trust,30 although the qualitative study of Florida-based 

adolescents suggested they did not trust their provider would keep their information private, 

even with verbal assurances.33

PARENT THEMES

Low knowledge about confidentiality.—Studies indicated that parents have a limited 

understanding of confidentiality protections for adolescents.27,35,36 Basic knowledge of the 

concept may be high, as a survey of parents of Black adolescents found that the vast 

majority (88%) understood confidentiality means certain aspects of healthcare can be kept 

private between an adolescent and their doctor.27 However, another survey found that 

parental knowledge of specific legal protections in Minnesota was low.36 Moreover, parents 

had a range of misconceptions about the extent of confidentiality protections. For example, 

nearly all (96%) participants in the study mentioned previously with parents of Black 

adolescents believed a doctor will disclose any information they think the parent might want 

to know, even if the adolescent prefers the parent not be told.27 Most parents also thought 

provision of specific SRH services, such as testing and treatment for STDs, would be 

disclosed to parents.27 A qualitative study of Latino parents of 12- to 17-year-olds found that 

some parents believed confidentiality meant information was kept private between 

adolescent, provider, and parent.35

Mixed support for confidentiality.—Although parents may have recognized the 

importance of confidential services for adolescents, parental support for confidentiality 

appeared mixed.35,37,38 Most participants in the aforementioned qualitative study of Latino 

parents acknowledged that confidential care helps young people feel more comfortable 

talking to providers, including about SRH, and helps providers obtain accurate health 

information.35 Yet, a national online survey of parents found that 61% of respondents 

preferred to be in the examination room for the entire clinic visit.38 A different national web 

survey found that 46% of parents wanted full disclosure of confidential information obtained 

from adolescents during time alone, despite being informed of laws prohibiting this.37

Parental norms conflict with confidentiality.—A couple of studies suggested that 

parents’ desire to remain involved in their adolescent’s healthcare reflected parental norms 

that conflict with confidentiality practices.32,35 A qualitative study of Latina and Black 

mothers of adolescent girls 16-19 years found that many mothers were uncomfortable with 

confidential care because they worried providers would ask developmentally inappropriate 

questions (e.g., related to sexual activity).32 Latino parents in another qualitative study also 

expressed concern about not having important information to help their adolescent stay safe 
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and healthy. In fact, some parents believed they had a right to this information because they 

were responsible for their teen.35

PROVIDER/CLINIC THEMES

Inadequate knowledge and training about confidentiality.—In an online survey of 

providers of various specialties, including family medicine and pediatrics, more than three-

fourths (77%) of physicians said they needed additional training on confidentiality laws.39 In 

the same study, physicians identified low provider knowledge about what services are 

confidential as a barrier to implementing confidential care.39 Several studies suggested that 

providers have insufficient knowledge of legal protections related to confidentiality.
26,36,39,40 For example, a survey conducted with a random sample of AAP members found 

that approximately 25% did not know whether their state law allowed adolescents to receive 

HIV/STI testing without parental consent.40 Other studies with providers highlight a need 

for training related to confidentiality protections and implementation protocols.41,42 

Assessments of frontline office staff revealed similar knowledge gaps.43,44

Experiences with negative parental reaction.—One study documented provider 

experiences with negative parental reactions about confidential care.45 Most primary care 

clinicians at urban health centers reported difficult interactions with parents when asking for 

time alone or, more frequently, when parents desired to know adolescents’ test results (e.g., 

pregnancy test results).45 The study of Michigan physicians found that about 50% 

considered parental attitudes to inhibit provision of confidential care.39 Furthermore, in one 

study parents themselves reported reacting to time alone poorly.35

Limited communication and assurances of confidentiality.—Data suggest that 

lack of provider communication about confidentiality, particularly in terms of assurances 

offered directly to the patient, may create a barrier. A study of primary care clinicians in 

urban health centers found that some physicians limited communication about 

confidentiality with parents to avoid being “confrontational”.45 In a mystery shopper study 

of medical practices in the South Bronx in New York City, frontline staff rarely notified 

callers that services were confidential.46 There may be some variation based on provider 

training and/or setting as the study of urban-based primary clinicians noted that providers in 

adolescent clinics used a standardized approach introducing both adolescents and parents to 

confidentiality at the initial visit.45 Adolescents valued assurances of confidentiality from 

providers, viewing this specific communication as a provider’s responsibility.47 A study with 

parents also noted that provider communication about what to expect during a confidential 

visit minimizes parental concerns.35

Time constraints.—Time constraints emerged as a barrier to confidential care for 

adolescents.26,39,45 Almost all clinicians in a qualitative study of primary care clinicians 

cited time constraints as a barrier to offering time alone consistently.45

Type of visit associated with time alone.—Studies suggested that provision of time 

alone varied based on the type of clinic visit, with adolescents presenting for sexual 

healthcare and preventive visits more likely to receive time alone.3,18,45 For example, a 

Pampati et al. Page 5

J Adolesc Health. Author manuscript; available in PMC 2021 May 18.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



study with primary care providers in New York found that among adolescents attending a 

clinic visit with their parents, those who presented with a sexual health complaint were six 

times more likely to receive time alone compared to adolescents seeking care for other 

reasons.3 The same study found significantly higher odds of receiving time alone for 

physicals compared to same-day/walk-in visits.3

Clinic type associated with confidentiality.—Clinic type also influenced adolescent 

perceptions and receipt of confidential care.48–53 Several studies indicated that adolescents 

perceive clinics located at or near schools to be less confidential, in part, given the 

possibility of peers observing them accessing care.48–50 Other studies documented 

adolescents’ concerns about seeking care at STI clinics because of associated stigma.51,52 

Additionally, an assessment of confidentiality practices at Federally Qualified Health 

Centers (FQHCs) found that those participating in the Title X program, which funds health 

centers to provide confidential family planning services to low-income or uninsured 

individuals, were more likely to implement practices to maintain adolescents’ confidentiality 

compared with FQHCs without Title X funding.53

Physical space unfavorable to privacy.—Aspects of a clinic’s physical space may 

create a barrier to confidential care, according to several studies.31,33,50 In particular, 

providing reason(s) for visit or other private information in public spaces, such as in a 

check-in area, worried adolescents.31,50 The Florida-based study of adolescents found 

participants would prefer to provide sensitive information, specifically a health risk 

assessment, alone in a patient room.33 However, outpatient primary care providers in an 

intervention study reported insufficient examination rooms for adolescents to complete a risk 

assessment in a private space.26

Breaches of confidentiality linked to billing mechanisms.—Many studies 

highlighted billing practices as a barrier to confidential care,39,42,45,51,53–55 particularly 

given breaches may occur via explanation of benefits (EOB).45,54,55 The study of Michigan 

providers found that more than 70% reported that insurance issues inhibited their ability to 

provide confidential care.39 One study suggested some variation in the extent to which 

billing is an issue by Title X funding. FQHCs without Title X funding reported challenges 

that arise when adolescents request separate billing for family planning services, whereas 

FQHCs with Title X funding had resources to cover the costs without billing parents’ 

insurance.53

Lack of policy and protocol.—A number of studies underscored a lack of policies and 

protocols related to implementing confidential practices.26,39,40,45,53,56,57 For example, in a 

sample of pediatricians and family practitioners, only 43% reported having a specific policy 

regarding seeing adolescents without their parents present.56 Of those with policies, only 

22% were categorized as permitting providers to routinely see adolescents without parents.56 

Across multiple studies, gaps in protocols and policies were identified for the following 

topics: managing confidential test results, maintaining confidentiality with EHRs, addressing 

when confidentiality may be waived, scheduling appointments, documenting if time alone 

was spent with an adolescent, and billing for services.26,40,45,57 As a specific example, the 
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study of Michigan providers found that systems issues with EHRs and uncertainty about 

parental access to EHRs inhibit provision of confidential care.39 Protocols for confidentiality 

may vary by clinic type, as Title X clinics were more likely to have confidentiality protocols 

and thus provide confidential care.53

Discussion

Although confidentiality is a key component of high-quality SRH care, many adolescents do 

not receive confidential services.58 From empirical studies with adolescents, parents, and 

providers, we identified confidentiality-related themes that capture potential barriers and 

facilitators to adolescent access to and provider delivery of confidential SRH services. These 

themes address individual-level knowledge, attitudes, and behaviors of each population, as 

well as clinic-level characteristics such as protocols, billing practices, and physical space. 

Taken together, our findings underscore the potential for a triadic approach, which leverages 

the roles of and interactions between adolescents, parents, and providers, to improve receipt 

of confidential SRH services. Although we have focused on SRH services, much of the 

relevant literature addressed confidential care for health services generally, and many of the 

themes have broader implications as well.

Adolescents, parents, and providers each had low knowledge of specific confidentiality 

protections. Knowledge gaps among adolescents may prevent them from seeking care, and 

low knowledge among providers may inhibit receipt of confidential SRH services when they 

do. Adolescents should be educated about their right to confidential care, whether through 

school-based or broader health promotion efforts (e.g., communications campaigns, 

websites, etc.), to alleviate confidentiality concerns that may prevent them from seeking 

care. A recent analysis of online SRH content for young people highlights a need for 

comprehensive definitions of confidentiality that include time alone,59 a practice particularly 

important for younger adolescents who, as research suggests, are less aware of their right to 

confidential care.25,28 Providers also need information about confidentiality, and it is 

promising that they recognize gaps in their own training41,42 and are interested in further 

training.39 One potential opportunity for continuing medical education is to incorporate this 

topic in efforts to train providers on recent advances in adolescent SRH care (e.g., long-

acting reversible contraception, HIV pre-exposure prophylaxis). Doing so may help ensure 

understanding of how newer services align with existing confidentiality protections, as well 

as reinforce basic confidentiality practices. Training on confidentiality should also extend to 

other clinic personnel (e.g., receptionists, nurses, and physician’s assistants), given low 

knowledge documented among frontline and other office staff.26,43,44

A notable theme in the literature given overwhelming evidence that adolescents value 

confidential care,27,29–33 is that there can be some degree of adolescent discomfort in 

receiving time alone, especially among younger patients who may not have prior experience 

navigating provider-patient relationships without a parent present. Parental and provider 

discussions that introduce adolescents to the concept of time alone before it is initiated may 

mitigate adolescent discomfort and are needed in light of a recent study suggesting that less 

than half of adolescents ages 13-14 years have ever talked about confidentiality with their 

provider.14 Providers and parents may work together to establish gradual and increasing time 
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alone practices that strengthen the adolescent-provider relationship to promote comfort. For 

instance, parents may consciously facilitate direct conversations between their children and 

providers by allowing their children to answer providers’ questions themselves during visits. 

Providers should offer assurances that information will be kept private in a clear, specific, 

and developmentally appropriate manner. These assurances should be accompanied with a 

description of the limitations to confidentiality, including specific instances when 

confidentiality cannot be maintained. In addition to verbal assurances of confidentiality, 

practices can provide adolescents with written information (e.g., brochures, letters) that 

detail related rights and policies.

Efforts to address parental knowledge gaps that help resolve the tension we identified 

between parental norms and confidentiality practices32,35 may be most effective. This 

tension likely contributes to mixed parental support for adolescent receipt of confidential 

care35,37,38,60 as well as parent report and provider experiences of negative parental 

reactions.35,45 From the HPV vaccine literature, we know that provider concern about 

negative parental attitudes can be a barrier to service delivery.61 One potential strategy to 

overcome this barrier is the use of presumptive announcements that assume parents are 

ready to vaccinate rather than participatory conversations asking parents about their 

willingness to do so.62 In the context of confidentiality, this approach may be combined with 

an effort to align with the norms and values parents ascribe to regarding responsibility for 

their child’s safety and well-being. For example, the Adolescent Health Initiative offers a 

sample script for introducing confidentiality to parents that situates related practices within a 

developmental process (“As teens begin to develop into adults”), stresses the normative 

aspects of confidential care (“we always ask parents/guardians to wait outside”), and 

educates parents about the benefits of confidential care (“to encourage the teen to discuss 

their own view of their health”).63 Parents can also be educated about time alone through 

other channels (e.g., parenting websites) so that they can volunteer to step out of the room if 

a provider does not ask. Providers can promote parental monitoring and parent-adolescent 

communication and provide relevant health information that helps keep them involved.17 

That said, not all adolescents have safe and supportive relationships with their parents and 

engaging parents may not always minimize parental concerns about confidentiality or be in 

the adolescent’s best interest.

At the clinic-level, the lack of policies and protocols related to confidentiality emerged as an 

important theme. Implementation science can address how clinic-level policies are written 

and implemented to facilitate the delivery of confidential SRH services. Protocols are key to 

implementation of policy and could likely serve to address a variety of other barriers 

identified, including time constraints, physical space, and billing practices. Time constraints 

are a well-known barrier in healthcare delivery given the multiple, competing demands 

providers face,64 and protocols could help increase efficiency. Confidentiality protocols 

could also promote task sharing whereby other appropriately trained clinic staff (e.g., nurses, 

health educators) are involved in delivering confidential care. However, such an approach 

requires careful implementation given evidence that having to discuss health issues with 

multiple people during the same visit increases adolescents’ concerns about confidentiality.
50 Use of tablets or other technology for risk assessments could minimize burden on 

clinicians while also facilitating confidential disclosure of health information.33
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Ensuring billing and insurance claims do not breach confidentiality remains a priority. As 

outlined in a recent joint position statement from SAHM and AAP, protocols play a key role 

in outlining actions to take when certain billing-related protections cannot be implemented.
65 Sending EOBs directly to adolescents (e.g., personal email address instead of a household 

address), using a generic current procedural terminology code rather than specifying 

sensitive services, and referring adolescents elsewhere are possible approaches.65–67 

Maintaining an updated list of free or sliding scale clinics, where services can be obtained 

by direct payment to minimize insurance and billing-related confidentiality issues, can 

facilitate referrals and receipt of services.67 Further, the Affordable Care Act (ACA) 

mandates coverage of many SRH services, such as contraceptive counseling and STI 

screening, without cost sharing, which could theoretically reduce concerns about billing-

related breaches. However, adolescents may not understand this benefit or how to fully take 

advantage of it (e.g., scheduling appointments with in-network providers), as one recent 

study suggests youth had limited understanding of health insurance coverage in the context 

of confidentiality,68 and EOB statements may still disclose receipt of SRH services. 

Moreover, the provision of time alone has only increased negligibly (1%) since the passing 

of the ACA, which may be due to increasing demands placed on providers to deliver 

preventive services.69 Surprisingly, we did not identify empirical studies that addressed the 

confidentiality-related implications of the ACA for adolescents, although there has been 

more recent literature on this topic, including how extension of parental coverage to age 26 

years may create confidentiality barriers for young adults.68,70 Likewise, we identified few 

studies describing confidentiality-related issues associated with EHRs and online patient 

portals, despite the attention this issue has received from professional medical organizations.
71,72 Both SAHM and AAP recommend specific confidentiality protections while using 

EHRs, including requiring adolescent consent for release of information.71,72

Finally, themes related to clinic and visit type can inform efforts to minimize potential 

system-level barriers. As part of program requirements, Title X clinics have clearly defined 

protocols that support confidentiality and can serve as a model for other clinics. This may be 

particularly important for clinic settings where adolescents have particular concerns about 

confidentiality that may prohibit them from seeking care at specific locations, such as 

school-based clinics, clinics near schools, and STI clinics.48–52 Findings from these types of 

clinics underscore that adolescents have privacy concerns in relation to their peers as well as 

parents. Flexible hours, inconspicuous entrances, and minimal time in waiting rooms may 

help alleviate these concerns. Provision of select contraceptive services (i.e., emergency 

contraception, oral contraception) over-the-counter (OTC) may also facilitate confidential 

care, although we did not identify any studies empirically assessing this hypothesis, and 

substantial barriers to OTC emergency contraception access for adolescents have been 

documented.73,74 Improving confidentiality in acute care visits and in relation to a variety of 

health issues is also important, given evidence that providers are more likely to offer time 

alone for preventive care and sexual health-related visits.3,18,45

There are some additional gaps in our understanding of confidentiality worth noting. Across 

studies, “confidential care” was often not clearly operationalized or confidentiality was only 

defined in terms of time alone despite other key practices, such as minor consent and 

appropriate disclosure of test results. Future research should examine such aspects of 
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confidential care, including predictors of their implementation to identify barriers as well as 

facilitators. Likewise, there is a need to address provider type in relation to confidentiality to 

inform who could particularly benefit from confidentiality-related training or systems-level 

intervention. Although we identified a limited number of studies examining provider 

specialty,26,39,44 findings were mixed (perhaps due to varied operationalization across 

studies), prohibiting identification of a clear theme.

There are also limitations to our approach. As mentioned previously, few studies have 

explicitly assessed barriers and facilitators to adolescents’ receipt of confidential care, which 

prohibited a systematic review. As a narrative review, our literature search was not 

exhaustive and some relevant articles may not have been included. In particular, we focused 

on studies including adolescents under the age of 18, and in doing so, we may have excluded 

key studies addressing billing and other systems-related dimensions of confidentiality that 

remain salient for young adults. Moreover, most findings were descriptive and did not 

directly link key factors (e.g., knowledge, clinic type) to care seeking and/or receipt of 

confidential care, but were included because we interpreted them to be potential barriers/

facilitators. Some themes were also only supported by a limited number of studies. 

Nonetheless, our synthesis of adolescent, parent, and provider perspectives and experiences 

has highlighted potential explanations for why adolescent receipt of confidential care is sub-

optimal.

Summary and Implications

In reviewing the literature on adolescent, parent, and provider perspectives and experiences 

with confidentiality, we have identified opportunities for intervention to address this 

persistent challenge to providing high quality clinical care for young people. Across many of 

our findings, partnerships between these three populations emerged as an approach (Box 1). 

Parents and providers can educate young people about confidentiality protections to increase 

knowledge and reduce discomfort with time alone. Providers can offer parents alternative 

ways to stay engaged in and promote their adolescents’ health by encouraging parent-

adolescent communication and parental monitoring. Parents can signal to providers that they 

are supportive of time alone to reduce provider experience with, and anticipation of, negative 

parental reaction. Parents may benefit from intervention efforts that help them recognize and 

embrace their evolving role in protecting their children’s health by supporting acquisition of 

skills needed to navigate the healthcare system independently. These are just a few 

examples, but implementation science that considers other dimensions of such partnerships 

and how to appropriately institutionalize them is warranted. Continued attention to clinic-

level factors, which seems to have been the recent focus of major professional organizations,
72,75 is also critical. Combining these efforts with a triadic approach that addresses the 

complex interplay of adolescents, parents, and providers may have the most impact.

Acknowledgments

Findings from this study were presented at the 2018 STD Prevention Conference in Washington, D.C.

Pampati et al. Page 10

J Adolesc Health. Author manuscript; available in PMC 2021 May 18.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Abbreviations:

SRH (Sexual and Reproductive Health)
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Box 1.

Examples of a triadic approach to confidential sexual and reproductive care

Provider – Parent interactions

• Providers can explain the benefits of confidentiality in relation to the norms 

and values to which parents ascribe.

• Parents can signal to providers their support of confidential care practices, 

such as time alone.

• Providers can use presumptive announcements when informing parents about 

confidentiality.

• Providers can offer parents alternative ways to stay engaged by providing 

relevant health information, encouraging parent-adolescent communication, 

and parental monitoring.

Provider – Adolescent interactions

• Providers can educate adolescent patients about specific confidentiality 

protections, such as written information detailing their rights to confidential 

care.

• Office staff can inform adolescents of the clinic’s confidentiality practices 

when appointments are scheduled.

• Providers can provide verbal reassurances of confidentiality at each visit, 

while clearly explaining the limits of confidentiality.

• Providers can gradually introduce confidentiality-related practices to 

adolescents to alleviate potential discomfort.

Parent – Adolescent interactions

• Parents can prepare teens for time alone by having conversations with their 

teen early on, before time alone is implemented.

• Parents can indicate that they support their teens receiving confidential care.
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Implications and Contribution

Efforts to improve the delivery of confidential care for adolescents may benefit from a 

triadic approach that recognizes and leverages the roles of parents, adolescents, and 

providers in advancing adolescent sexual and reproductive health, along with clinic-level 

efforts to maintain confidentiality.
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Figure 1. 
Conceptual framework
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