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he Society for Adolescent Medicine (SAM) is a
ultidisciplinary organization of professionals com-
itted to improving the physical and psychosocial

ealth and well-being of all adolescents. SAM be-
ieves that universal access to health care for all is a
imely and essential goal and that proposals to
mprove access must address the unique needs and
haracteristics of adolescents [1].

Drawing from recommendations contained in
ther policy statements and position papers previ-
usly endorsed by the Society for Adolescent Medi-
ine [1–6] and other recently published literature
7–25], this position paper outlines a range of policies
nd programs that should be implemented to ensure
hat all adolescents have access to high quality,
omprehensive health care.

ealth Insurance Coverage
ll adolescents and young adults through age 24

hould have access to affordable health insurance
overage. Insurance coverage should be continuous
nd not subject to exclusions based on pre-existing
onditions. Eligibility for health insurance through
ublic programs, particularly Medicaid and the State
hildren’s Health Insurance Program (SCHIP),

hould be expanded to make coverage available to all
ninsured adolescents and young adults who do not
ave access to affordable private insurance. Intensive
utreach efforts should be undertaken to ensure that
dolescents and young adults who are eligible for
edicaid and SCHIP actually enroll and benefit from

hese programs. Federal and state efforts to reduce
ligibility levels, restrict benefits, or decrease fund-
ng for Medicaid and SCHIP should be opposed and,

t a minimum, should not be allowed to affect s

054-139X/04/$–see front matter
oi:10.1016/j.jadohealth.2004.03.003
dolescents disproportionately in comparison with
ther age groups.

omprehensive, Coordinated Benefits
ublic and private health insurance coverage and
ublic health programs should provide timely access

o comprehensive, coordinated benefits that meet the
hysical, psychological, and developmental needs of
dolescents, including preventive, primary, and spe-
ialty care services. Public and private health insur-
nce coverage should provide for “equity” or “par-
ty” in coverage of services that are often limited for
dolescent enrollees, such as reproductive and sex-
al health services (including contraceptives), dental
ervices, mental health, and substance abuse ser-
ices. The principles of equity and parity should
pply both to differences in coverage between ado-
escents and other age groups and among specific
ervices.

afety Net Providers and Programs
dolescents and young adults receive care from a
ariety of health professionals and sites, including
rivate offices, academic medical centers, school-
ased health centers, community health centers, fam-

ly planning and STD clinics, mental health and
ubstance abuse treatment centers, and other public
ealth clinics that rely on public funding. These
afety net providers represent a critical element of
ealth care access and the health care delivery infra-
tructure for adolescents and young adults, particu-
arly those from low-income families and those with

pecial health care needs. Adequate funding should

© Society for Adolescent Medicine, 2004
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e provided to ensure the sustainability and financial
iability of these safety net providers and sites.

uality of Care
ealth insurance plans and public health programs

hould implement quality assurance plans and goals
hat specifically address the needs of adolescents and
oung adults. Performance measures should include

tems of particular relevance and importance to
dolescents and young adults, including prevention
nd health promotion. Quality and performance data
hould be collected, analyzed, and reported by age
roup, and data collection methods should incorpo-
ate input from a variety of sources, including ado-
escents and young adults themselves.

ffordability
ealth services should be affordable for adolescents

nd young adults and their families, and cost-shar-
ng requirements such as premiums, co-insurance,
eductibles, and co-payments should not hinder

heir utilization of health services. Co-payments, if
equired at all, should not be imposed for preventive
ervices, family planning services, screening and
reatment for sexually transmitted infections, sub-
tance abuse and mental health services, and other
ervices that adolescents may seek on a confidential
asis.

onsent and Confidentiality
dolescents should be able to receive confidential

ervices based on their own consent whenever limi-
ations on confidentiality would serve as an obstacle
mpeding their access to care. Federal and state laws
hould support confidential access to health care for
dolescents in these circumstances. Existing laws
hat provide for adolescents who are minors to give
heir own consent for health care and to receive
ervices on a confidential basis should be maintained
nd fully implemented. Where additional protec-
ions are needed, they should be put in place. Health
lans and providers should understand the relevant

aws in their own jurisdictions, should implement
dministrative policies and procedures to maintain
dolescents’ confidentiality, and should inform ado-
escent patients and their parents about the scope
nd limitations of these protections. The existence of
onfidentiality protections for adolescents does not

reclude, and sometimes helps to support, voluntary t
ommunication with parents, often with the assis-
ance of a health care professional. Efforts to repeal

inor consent laws or to place limits on the confi-
entiality of services for adolescents who are minors
ould undermine their access to essential services
nd should be opposed.

ompensation
ealth plans and providers will be able to deliver the

ull range of comprehensive, age-appropriate ser-
ices needed by adolescents only if capitation rates,
ee schedules, and other reimbursements paid to
roviders are established at a level that enables them

o do so. Health care financing mechanisms, includ-
ng risk adjustment and other mechanisms, should
e sufficient to support the range and intensity of
ervices needed by adolescents, including those with
hronic illness or disabilities and those with other
ntense or specialized health care needs. Reimburse-

ent rates for specific services should account for the
ime required to address the specific developmental
eeds of adolescents.

vailability of Trained and Experienced Health
are Providers
ealth care providers who are appropriately trained

nd experienced in adolescent and young adult
ealth should be available in all communities. Health
lans should include health care providers with

raining, expertise, and experience in serving this
opulation in their provider networks, both as pri-
ary care providers and specialists for referral. Ad-

lescents and young adults should be offered maxi-
um choice among providers and sites within health

lans.

isibility and Flexibility of Adolescent-oriented
ites and Services

number of features characterize adolescent-ori-
nted sites, including locations and hours that are
ccessible to adolescents; age-appropriate settings;
nd multi-disciplinary clinical and administrative
taff who are approachable and are able to address
he cultural, linguistic, and developmental needs of
dolescents from a variety of backgrounds. Informa-
ion about adolescent-oriented providers and sites
nd the services they offer should be made available

o adolescents and their families.
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oordination
ocal, state, and national health goals and objectives
hould include issues of particular importance and
elevance to adolescents and young adults. Public
ealth programs, including publicly funded health

nsurance, should be coordinated at local, state, and
ational levels to ensure that health services are fi-
anced and delivered in a way that addresses the needs
f underserved adolescents, particularly those who
xperience disparities in access and health outcomes.
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