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Healthy development is likely to occur when an adolescent’s risk factors are limited and when protective factors are fostered.
Healthy development s further encouraged when youth feel valued, empowered, and form healthy social connections. Threats
to the well-being of adolescents typically result from experimentation and psychosocial stressors. SSHADESS (strengths,

school, home, activities, drugs, emotions/eating, sexuality, safety) is a mne-
monic to facilitate collection of psychosocial history of critical life dimensions
emphasizing strengths within a youth's life experience instead of solely focusing
on risks, which in isolation can provoke feelings of shame. Because adolescents
are more likely to access health care and share sensitive information when con-
fidentiality is assured, clinicians should regularly offer confidential screening
and counseling. When limited for time, a brief psychosocial screen may include
current stressors, availability of a confidant, and school or work experience as a
proxy for well-being. Clinicians should provide education to prevent initiation
of tobacco use. Long-acting reversible contraceptives are safe and effective in
adolescents and should be offered as first-line options to prevent pregnancy.

Sexually active females 24 years or younger should be screened for gonorrhea

and chlamydia annually. Adolescents 12 years or older should be screened for major depressive disorder when systems are
available to ensure accurate diagnosis, treatment, and follow-up. Adolescents with body mass index at the 95th percentile or
higher should be referred for comprehensive behavioral interventions. Seatbelt use and avoidance of distracted or impaired
driving should be discussed. Clinicians should discuss digital literacy and appropriate online boundary setting and display of
personal information. (Am Fam Physician. 2020;101(3):147-158. Copyright © 2020 American Academy of Family Physicians.)

Adolescence, the life stage between childhood and
adulthood, encompasses the physical, cognitive, and emo-
tional changes of puberty resulting in maturity.! For this
reason, we use adolescence to refer to an expanded age range
inclusive of what may be traditionally defined as young
adulthood (e.g., 10 to 24 years) to reflect the complex bio-
logic growth and social role transitions that occur during
this period.! Through exploration, an adolescent’s thinking
progresses from concrete to abstract with greater ability to
appreciate consequences and independently seek advice with
maturity.* Threats to the well-being of adolescents typically
result from experimentation and psychosocial stressors.*

Additional content at https://www.aafp.org/afp/2020/0201/
pl47.html.

[EXH This clinical content conforms to AAFP criteria for
continuing medical education (CME). See CME Quiz on
page 141.
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Causes of death among people 10 to 24 years of age in
the United States include motor vehicle crashes (22%), other
unintentional injuries (20%), suicide (17%), and homi-
cide (15%).° Furthermore, morbidity involving sexuality,

Adolescent Screening and Counseling

Adolescents are more likely to access health care, have a more
favorable attitude about their clinicians, and share sensitive
information when confidentiality is assured. However, approx-
imately 60% do not get time alone with their clinician for con-
fidential discussion despite patient and parental preferences.

In the United States, 95% of youth 13 to 17 years of age report
smartphone access, and almost 50% report nearly constant use.

Approximately one-half of new sexually transmitted infections
occur in people 15 to 24 years of age. Rates of chlamydia,
gonorrhea, and syphilis infections among adolescents
increased from 2012 to 2016.
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TABLE 1

Risky Health Behaviors Among Adolescent High School Students in the United States

2007 2017 2007 2017
Behavior (%) (%) Behavior (%) (%)
Poor diet or low physical activity Suicide*
Obese 13.0 14.8 Attempted suicide 6.9 7.4
Overweight 15.8 15.6 Experienced persistent feelings of sadness or 28.5 31.5
Physically active < 60 minutes on any day 24.9 15.4 hopelessness
in previous seven days Required treatment after a suicide attempt 2.0 2.4
Used computer for > 3 hours per average 24.9 43.0 Seriously considered attempting suicide 14.5 17.2
school day for work unrelated to school
Unintentional injury

Sexual activity Carried a gun unrelated to hunting or sport NA 4.8
Currently sexually active 35.0 28.7 during previous 12 months
Did not use a condom during most recent 38.5 46.2 Carried a weapon in previous 30 days 18.0 15.7
sexual intercourse Drove a car after drinking alcohol in previous 10.5 5.5
Did not use any method to prevent preg- NA 13.8 30 days (among drivers)
nancy during most recent sexual intercourse Never or rarely wears a seatbelt 11.1 59
Ever had sexual intercourse 478 395 Ridden in car in past 30 days with a driver who ~ 29.1 16.5
Has had at least four sex partners 14.9 9.7 was drinking alcohol

A Texted or emailed while driving NA 39.2
Substance misuse
Alcohol use within 30 days 447 29.8 Violence victimization
Ever misused prescription opiates NA 14.0 Bullied at school NA 19.0
Ever used cocaine, inhalants, heroin, meth-  22.6 14.0 Did not go to school because of safety concern 5.5 6.7
amphetamine, hallucinogens, or ecstasy Electronically bullied NA 14.9
Marijuana use within 30 days 197 19.8 Experienced physical dating violence 9.9 8.0
Smoked > 1 cigarette within 30 days 20.0 8.8 Experienced sexual dating violence NA 6.9
Used electronic vapor product within NA 13.2 Forced to have sex 78 74
SCES Threatened/injured with a weapon at school 7.8 6.0

NA = not applicable.
*—Females had approximately a twofold risk compared with males.

Information from references 4, 6, and 7.

substance misuse, social media, eating, and other stress-
ors is widespread (Table 1).**” In a national survey of high
school students’ behavior in the previous month, 39%
reported texting while driving, and 30% reported using
alcohol.* Despite these risks, most adolescents thrive.?

Adolescents typically present to care for acute
complaints. Only 70% of school-aged youth have a pre-
ventive care visit within four years, and some adolescents
are exposed to health care only during sports prepartic-
ipation examinations.” Knowing that adolescents seek
health-related information from online and unverified
sources," clinicians have a unique opportunity to provide
accurate information and administer preventive care at all
visits through trusted clinician-patient relationships®!®!
(Table 2>Y; Figure 1>%'2).

Approach to Visits

CONFIDENTIALITY

Clinicians should regularly offer confidential screening
and counseling because when confidentiality is assured,
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adolescents are more likely to access health care, have a
more favorable attitude about their clinicians, and share
sensitive information.*'* However, approximately 60%
do not get time alone with their clinician for confidential
discussion despite patient and parental preferences.'*!*!
Clinicians may request privacy by asking, “As part of my
routine practice, may I take a moment to speak privately
with your daughter about possible stressors [or] to help her
begin to take responsibility for her health care?” and clarify
the approach to confidentiality.>%"

Once alone, clinicians can set the stage for a trustworthy
relationship by reiterating the purpose of privacy (e.g., to
ensure success by discussing positive aspects of life and
psychosocial stressors without judgment)® and limitations
to privacy according to applicable minor consent laws
(eTable A). Clinicians may consider stating, “Everything
we talk about is private (e.g., protected by law) unless I'm
particularly worried about your safety, meaning you ending
your life or someone else’s life or that someone is abusing
you. If involvement of others is important, I will tell you,
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TABLE 2

Select U.S. Preventive Services Task Force Recommendations
for Screening and Counseling in Adolescents

Screening/

counseling Recommendation Grade; year
Cancer

Cervical Screen every three years with cervical cytology alone in Grade A; 2018

Skin: behavioral

Testicular

women 21 to 29 years of age
Screening women < 21 years is not recommended

Counsel young adults and adolescents with fair skin types
about minimizing exposure to ultraviolet radiation

Screening is not recommended

Cardiovascular health

Blood pressure
(hypertension)

Lipid disorders

General health

Intimate part-
ner violence

Obesity

Prevention of
neural tube
defects

Scoliosis

Mental health
Depression

Suicide risk

Insufficient evidence to assess the balance of benefits and
harms of screening asymptomatic adolescents to prevent car-
diovascular disease in childhood or adulthood

Screen those > 18 years; obtain measurements outside of
the clinic setting for diagnostic confirmation before starting
treatment

Insufficient evidence to assess the balance of benefits and
harms of screening < 20 years

Screen women of reproductive age and provide or refer
women who screen positive to ongoing support services
Screen and offer or refer to comprehensive, intensive behav-
joral interventions

Recommend that all women who are planning or capable of
pregnancy take a daily supplement containing 0.4 to 0.8 mg
of folic acid

Insufficient evidence to assess the balance of benefits and
harms of screening in children and adolescents 10 to 18 years
of age*

Insufficient evidence to assess the balance of benefits and
harms of screening in children < 11 years

Screen adolescents 12 to 18 years of age and adults, includ-
ing pregnant and postpartum women; adequate diagnostics,
effective treatment, and follow-up should be in place
Insufficient evidence to assess the balance of benefits and
harms of screening adolescents in primary care

Sexually transmitted infections

Behavioral

Chlamydia and
gonorrhea

Hepatitis B
virus infection

Herpes simplex
virus infection
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Provide intensive behavioral counseling for all sexually active
adolescents

Screen sexually active women < 24 years

Insufficient evidence to assess the balance of benefits and
harms of screening in males

Screen those at high risk of infection (e.g., > 2% hepatitis B virus
prevalence in country of origin, HIV infection, injection drug
users, household contacts or sex partners of others with hepati-
tis B virus infection, men who have sex with men, immunocom-
promised persons, or those in other high-prevalence settings)
Screen for hepatitis B virus in pregnant women at their first
prenatal visit

Routine serologic screening in asymptomatic adolescents is
not recommended, including in women who are pregnant

www.aafp.org/afp

Grade D; 2018
Grade B; 2018

Grade D; 2011

Grade |; 2013

Grade A; 2015

Grade |; 2016

Grade B; 2018

Grade B; 2017

Grade A; 2017

Grade [; 2018

Grade I; 2016

Grade B; 2016

Grade |; 2014

Grade B; 2014

Grade B; 2014
Grade I; 2014

Grade B; 2014

Grade A; 2019

Grade D; 2016

continues

and together we will discuss
the way to proceed.”*

Mentioning  commonly
discussed protected top-
ics such as mental health,
drug use, or sexual activity
may ease the patient’s fear
about disclosing sensitive
information.***** Clinicians
should strive to prevent
confidentiality lapses with
electronic health record use
(printable prescription and
problem lists, automated
appointment reminders, test
results mailed or visible on
patient portals), local phar-
macy practices, and billing
information.>'$*

The American Academy
of Family Physicians sup-
ports clinicians in helping
adolescents, young adults,
and their parents be aware
of the importance of confi-
dential care.?

STRENGTH-BASED
INTERVIEWING
Healthy development is
likely to occur when an
adolescent’s risk factors are
limited and when protec-
tive factors are fostered.
Healthy development is
further encouraged when
adolescents  feel  valued
and empowered and when
they form healthy social
connections within their
schools, peer groups, fami-
lies, and communities.®"?
Clinicians may use moti-
vational interviewing and
shared decision-making
to help adolescents build
confidence for behavioral
change.®

SSHADESS  (strengths,
school, home, activities,
drugs, emotions/eating,
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SCREENING AND COUNSELING ADOLESCENTS AND YOUNG ADULTS

TABLE 2 (continued)

Select U.S. Preventive Services Task Force Recommendations
for Screening and Counseling in Adolescents

Screening/
counseling Recommendation Grade, year

Sexually transmitted infections

HIV infection Screen adolescents > 15 years; screen younger adolescents Grade A; 2019
with risk factorst; offer preexposure prophylaxis with effective
antiretroviral therapy to those at high risk of HIV acquisition

Screen pregnant women Grade A; 2019
Syphilis Screen adolescents who are at increased risk of infection# Grade A; 2016
Screen pregnant women Grade A; 2018

Substance abuse

Alcohol Evidence is insufficient to assess the balance of benefits and Grade |; 2018
harms of screening and brief behavioral counseling interven-
tions for adolescents 12 to 17 years of age

Screen for unhealthy alcohol use in those > 18 years, includ- Grade B; 2018
ing pregnant women, and provide those engaged in risky or

hazardous drinking with brief behavioral counseling interven-

tions to reduce unhealthy alcohol use

Tobacco Provide interventions, including education or brief counsel- Grade B; 2013
ing, to prevent initiation of tobacco use among adolescents

Ask all individuals > 18 years about tobacco use, advise to Grade A; 2015
stop, and provide behavioral interventions for cessation; if

nonpregnant, also offer U.S. Food and Drug Administration—

approved pharmacotherapy for cessation

Evidence is insufficient to assess the balance of benefits and Grade |; 2015
harms of pharmacotherapy intervention for tobacco cessation
in pregnant women.

Evidence is insufficient to recommend electronic nicotine Grade [; 2015
delivery systems for tobacco cessation in adults, including
pregnant women.

Note: Grade A: high certainty of substantial net benefit; service recommended. Grade B: high certainty of
moderate net benefit; service recommended. Grade C: moderate certainty that the net benefit is small;
selectively offer or provide service based on professional judgment and patient preferences. Grade D:
moderate or high certainty of harm or lack of benefit; service not recommended. Grade I: current evidence
is insufficient to assess the balance of benefits and harms of the service. If the service is offered, patients
should understand the uncertainty about the balance of benefits and harms.

*—Bracing may slow curvature progression if Cobb angle is 40 to 50 degrees. Evidence is inadequate on
long-term health outcomes or treatment harms.

+—One approach is one-time screening to identify HIV-positive persons and then repeated screening of
those who are actively engaged in risky behaviors or who live or receive medical care in a high-prevalence
setting (e.g., 2 1%).

i—Effective intervals are not well established; however, screening men who have sex with men and those
with HIV every three months may improve detection.

Adapted with permission from Ham P, Allen C. Adolescent health screening and counseling. Am Fam Phy-
sician. 2012,86(12):1110, with additional information from reference 11.

identifying strengths within
a youth’s life experience
while assessing risks, which
in isolation can provoke
feelings of shame.® Prior
examples of a patient over-
comingadversity or showing
resilience can be incorpo-
rated into discussion using
praise and reflective inter-
viewing.>® SSHADESS also
prioritizes initial queries
about school functioning—
which may be expected and
less personal than other
topics—and broad screen-
ing for emotions and stress
rather than limited focus on
depression.>® The patient’s
history should be tailored to
each patient’s personal con-
text (including any adverse
childhood or marginal-
ization experiences that
may be disclosed as trust
is built) instead of a rigid
checklist approach.>® See
Table 4 for questions regard-
ing social media use to be
used in conjunction with
the SSHADESS mnemonic.’

A therapeutic  alli-
ance through rapport and
continuity of care may
reinforce clinicians’ recom-
mendations and improve
outcomes.®>* Clinicians may
request permission before
inquiring about sensitive
topics and should limit yes-
or-no  questions, which
can hinder response depth
and appear disingenuous.®
Questions should generally
progress from impersonal
to personal (e.g., “Are any

sexuality, safety) is a mnemonic to facilitate collection of of your classmates experimenting with cigarettes?” before
a psychosocial history of critical life dimensions (Table 3).* “Have you experimented with cigarettes?”).>® Clinicians
Based on the traditional HEEADSSS (home, education/ should thank patients for disclosing personal information,
employment, eating, activities, drugs, sexuality, suicide/ share their concerns respectfully and empathetically (e.g.,
depression, safety) model,” this approach emphasizes “I'm worried that your daily marijuana use may affect your

150 American Family Physician www.aafp.org/afp Volume 101, Number 3 * February 1, 2020



SCREENING AND COUNSELING ADOLESCENTS AND YOUNG ADULTS

goal of military service.”), and reflect patients’
previously disclosed examples of resilience.”
Diminishing statements such as “I understand”
or “It’s not that big of a deal” should be avoided.>*

When limited for time, clinicians may priori-
tize a therapeutic history over thoroughness. In
such circumstances, a brief psychosocial screen
may include current stressors, availability of
a confidant when needed, and school or work
experience as a proxy for well-being.® Previsit
computer or written questionnaire-administered
comprehensive screening may increase efficiency,
but evidence on patient-oriented outcomes,
including clinicians’ actions based on acquired
information, is lacking.** Privacy may be war-
ranted at every visit because adolescents may
present with a hidden agenda. For example, one
study showed approximately 50% of youth who
completed suicide visited a primary care setting
in the preceding month.*

Recommendations

SOCIAL MEDIA

In the United States, 95% of youth 13 to 17 years
of age report smartphone access, and almost 50%
report nearly constant use or more frequent use
than several times per day.”® Traditional and
social media, interactive video games, and other
digital content can improve adolescents” social
support and access to diverse information but
may negatively affect health (e.g., sleep, attention,
learning, mood, weight, driving safety), com-
promise personal privacy, and reveal inaccurate
content and unsafe contacts.>**

Clinicians should ask about media exposure
and educate families about digital literacy, open
family communication, and boundary setting
on content and display of personal informa-
tion.Recommendations for a family media use
plan (www.healthychildren.org/MediaUsePlan),
lifestyle modifications, or behavioral health con-
sultation may help limit risk (Table 5).>**%3

SUBSTANCE USE

The American Academy of Pediatrics recom-
mends that clinicians screen adolescents for
substance use and, if applicable, provide a brief
intervention, establish follow-up, and con-
sider referral (e.g., for weekly or more frequent
use).'>’! The CRAFFT+N (car, relax, alone, for-
get, family/friends, trouble, nicotine) screening

February 1, 2020 * Volume 101, Number 3
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FIGURE 1

Address applicable acute complaints and routine
preventive care, including immunizations
Incorporate explanation of the
patient-physician relationship and validate the
parent/guardian’s importance in care

Spend time alone with the
adolescent if possible

Set the stage and explain the
confidentiality policy*

Does time permit for a complete
psychosocial interview?

lNo lYes

Brief psychosocial screen Psychosocial interview
(e.g., SSHADESS or
HEEADSSS)

Inquire about any current stressors and
explore a possible hidden agenda for
the visit (e.g., “Tell me about how school
[work] is going” as a proxy for well-being)
Ask “When you're not happy, how do you
handle it, and who do you talk to about it?”

'

Concerning response identified?

lNo lYes

Plan for routine Screening, Brief Intervention,
follow-up, well Referral to Treatment (SBIRT)

visits Plan primary care follow-up
Identify your office as a safe

place for future discussion
about sensitive matters

Algorithm for systematically implementing the psychosocial
interview in all visit types.

HEEADSSS = home, education/employment, eating, activities, drugs, sexual-
ity, suicide/depression, safety; SSHADESS = strengths, school, home, activities,
drugs, emotions/eating, sexuality, safety.

*—Consider discussing your role as a clinician, services available, expectations
during visits, and interconnectedness between physical, behavioral, and emo-
tional health, which may be explored

Information from references 5, 8, and 12.
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TABLE 3

SSHADESS Strength-Based Psychosocial History*

Aspect of life ~ Example questionst Aspect of life  Example questionst
Strengths What do you like doing? Emotions Have you been feeling stressed?
How would you describe yourself? Do people get on your nerves more than they
Tell me what you're most proud of? used to?
How would your best friends describe you? Have you been having trouble sleeping lately?
' Have you been feeling down, sad, or
School What do you enjoy most/least about school? depressed? Have you thought of hurting your-
What would you like to do when you get older? self or someone else?
How are your grades? Do you feel like you're Have you ever tried to hurt yourself?
doing your best at school? (If no) Why not?
What is getting in the way? Eating Would you describe yourself as a healthy eater?
Do you feel safe on the way to school and in Have you been trying to gain or lose weight?
school? Tell me Why.
Home Who do you live with? Sexuality Are you attracted to anyone? Tell me about that
. erson. (Use gender-neutral language.)
How do you get along with the people you o s ) 2
live with? Are you attracted to guys, girls, or both? Are
X o you comfortable with your sexual feelings?
Could you talk to anyone in your family if you
were stressed? What kind of things have you done sexually?
Kissing? Touching? Oral sex? Have you ever had
Activities Do you have a best friend or adult you can sexual intercourse?
trust outside of your family? What steps do you take to protect yourself?
Arg you still involved in the activities you were Have you ever worried that you could be
doing last year? pregnant?
Alre you spending as much time with your Have you ever been worried about or had a
friends as you used to? sexually transmitted infection?
Drugs/ Do any of your friends talk about smoking Safety Are there a lot of fights at your school?
substance cigarettes, taking drugs, or drinking alcohol?
—— Do you carry weapons?

Do you smoke cigarettes? Drink alcohol? Have
you tried sniffing glue, smoking weed, using
pills, or other drugs?

When/if you smoke, drink, or get high,

how does it make you feel or what does

it do for you?

Do you feel safe at school? Have you been
bullied?

Has anyone ever touched you physically or sex-
ually when you didn't want them to? (Note that
abuse is asked about in the context of safety,
not sexuality.)

SSHADESS = strengths, school, home, activities, drugs, emotions/eating, sexuality, safety.

*—The SSHADESS psychosocial history should help foster rapport and build trust. A therapeutic approach to history taking is always necessary, even

if a thorough history is not possible because of time limitations.

t—Questions may be open- or closed-ended. To foster additional information from a closed-ended question, consider open-ended follow-up
questions, such as the following: “What do you think is the cause of that?" or "What is the best way to make a change in that situation?” or “I'm

interested in that point. Tell me more about it." or “Why do you say that?”

Reprinted with permission from Ginsburg KR, Kinsman SB, eds. Reaching Teens: Strength-Based Communication Strategies to Build Resilience and
Support Healthy Adolescent Development. American Academy of Pediatrics; 2014:140.

tool is sensitive for identifying problematic substance use
(https://craftt.org/).*

Approximately 87% of adult tobacco users initiate use
before age 18; such use can have lifelong deleterious health
consequences.” Among 12th graders in the United States
in 2018, 29% reported using a nicotine product, and 21%
reported using electronic cigarettes.* Electronic cigarette
users are more likely than nonusers to use combustible
cigarettes, and users of nicotine or tobacco products are
more likely than nonusers to use marijuana.’*** Nicotine
products may disproportionately affect neural pathways
involving attention, cognition, addiction, and mood if

152 American Family Physician
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used in adolescence.”’” Clinicians should counsel adoles-
cents to prevent initiation of, or stop, nicotine or tobacco
use.'> Limited evidence suggests that behavioral support
or smoking cessation medications facilitate long-term ces-
sation in youth.*®

Adolescents who experiment with alcohol, marijuana,
energy drinks, supplements, unauthorized prescription
opioids, or other substances may develop problematic use.
Although evidence for adolescents is limited, brief behav-
ioral counseling to reduce alcohol use has demonstrated
benefit in adults.®® Marijuana use by adolescents has been
associated with abnormal neural development and may
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TABLE 4

Social Media Questions to Supplement the SSHADESS History

How many hours do you spend on any given day in front of a screen, such as a com-

puter, television, or phone? Do you wish you spent less time on these things?

Some of my patients spend most of their free time online. What types of things do

you use the internet for?

Have you messaged photos or texts that you have later regretted?

Can you think of a friend who was harmed by spending time online?

How often do you view pornography (or nude images or videos) online?

Have you ever sent unclothed pictures of yourself to anyone online?

When was the last time you sent a text message while driving?

SSHADESS = strengths, school, home, activities, drugs, emotions/eating, sexuality, safety.

Information from reference 5.

TABLE 5

Suggestions for Discussing Social Media Use with Adolescents

Questions

Recommendations

Which social media sites
and/or apps do you use?

How long do you spend
on social media in a typ-
ical day?

Do you think you use
social media too much?

Does viewing social
media cause you stress?

Do you use electronic
media before bed?

Have you experienced
cyberbullying, sexting, or
an online user asking to
have sex with you?

Discuss privacy settings
Develop a family media use plan
www.healthychildren.org/MediaUsePlan

Discuss digital literacy, critical thinking, and boundary
setting

Exposure to inaccurate content
Exposure to unsafe contacts
Display of personal information

Discuss open family communication about media

Limit nonscholastic screen time to 1 or 1.5 hours daily
Participate in at least 1 hour of physical activity daily
Achieve 8 to 12 hours of sleep nightly; remove
electronics

Ask what was tried to remedy the overuse

Ask what barriers are present; what has been successful

Assess mental health risk
Recommend a follow-up visit

Refer to a behavioral health professional

Avoid electronic devices in the bedroom
Avoid screen exposure for 1 hour before bedtime
Facilitate communication between adolescent and care-
giver about online citizenship and safety

Treat others with respect online

Avoid cyberbullying and sexting

Be wary of online solicitation

Avoid communications that compromise personal
safety and privacy

Information from references 5, 27, 28, and 30.
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increase the risk of depression and
suicidality in adulthood"; clinicians
should consider local state laws and
patient age when counseling indi-
viduals on its use.” Use of prescribed
opioids before high school graduation
is associated with a 33% increased
risk of subsequent opioid misuse.”
Buprenorphine is approved to treat
opioid-addicted adolescents 16 years
and older.*” Energy drinks contain
unregulated ingredients and stimu-
lants, have no therapeutic benefit, and
may cause toxicity; screening for use
provides opportunities for education.*
A previous article in American Family
Physician provides further information
about recognition and management of
adolescent substance misuse.**

SEXUAL HEALTH
Adolescent pregnancy, a risk factor for
adverse fetal and maternal outcomes,*
has become less common in recent
years.*s According to a survey among
adolescents 15 to 19 years of age, this
trend was attributed to improvements
in contraceptive use as opposed to
changes in rates of sexual behaviors.*®
Clinicians should counsel adolescents
on pregnancy risk, healthy relation-
ships, and contraception, including
long-acting reversible contraception
as a first-line option and availabil-
ity of emergency contraception.>**s
Reducing barriers to contraceptives for
adolescents reduces health disparities
and abortion rates without increasing
rates of sexual activity.**' Discussions
about menstruation and bleeding pat-
terns should be conducted regularly
and may serve as a proxy for overall
health status.>

Approximately one-half of new sex-
ually transmitted infections occur in
adolescents 15 to 24 years of age.*® Rates
of reported chlamydia, gonorrhea, and
syphilis infections among adolescents
have increased from 2012 to 2016.%
As part of the confidential sexual his-
tory, clinicians should assess sexual
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TABLE 6

Suggestions for Discussing Sexual Health with Adolescents

Action Example

Setting the stage

Address
confidentiality*

“Everything we talk about is private [by law], unless I'm particularly worried
about your safety, meaning you ending your life or someone else'’s life or
that someone is abusing you. If involvement of others is important, | will
tell you, and we can together discuss the way to proceed. Do you have any
questions about what is and isn't confidential?”

‘I talk to my patients alone for a few moments to discuss aspects of life
going well and not well. My goal is to establish trust; | commit to being
honest and will avoid judgment during our conversation. May | ask you
some personal questions that will help me understand what kind of health
advice | can offer you?”

Seek permission to
proceed

Sexuality-specific items
Use gender-neutral  “Have you had a romantic or sexual relationship with someone?”
language when

) “Tell me more about your relationship(s).”
appropriate

Clarify unfamiliar
terminology

“Can you clarify what you mean by pansexual identification?”

Ask direct, respect-
ful questions for
clarification if
indicated

“What are your plans for birth control?”

“Are you participating in sex education classes?”

“Have you been sexually involved with anyone in the past six months?"t
“Are your sexual activities enjoyable?”

“"Have you and your partner talked about consent—and the importance of
obtaining consent from each other before having sexual contact?”

“What are your concerns or questions about sex?”
“What have you learned about HIV and sexually transmitted infections?”

"What types of sexual experiences have you had?” (instead of "Are you
sexually active?”)

“Have any of your relationships been violent?”
“Have you ever been pregnant or worried that you may be pregnant?”
“Have you ever had or worried that you had a sexually transmitted infection?”

"How (often) do you use condoms? If you don't use them, what gets in
the way?”

Use open-ended
questions

“What does the term safer sex mean to you?”

Describe how cli-
nicians can help

‘I'm here to educate you and give you information. | hope you'll make good
decisions but realize that not every decision will be perfect. If you ever
make a mistake, my goal is that you will trust me to help take care of you.”

Set goals “Can we schedule an appointment to discuss birth control before you

become sexually active?”

“I'm amazed at how you navigated the bullying situation at school. Are
you able to use a similar approach in asking new partners to get tested for
sexually transmitted infections?”

Use supportive “That must have been hard for you.”
statements when

. “Thank you for sharing your experience with me.”
possible

“You have made the decision to wait to have sex. It sounds like you are
making the decision that is right for you.”

*—Consider specifically explaining what is and what is not protected under state and federal confidentiality
laws (eTable A).

t—The clinician may follow up with “Boys, girls, or both?" or be more inclusive of transgender and gender-
diverse partners based on the clinical context by asking, "What pronouns does your partner (or partners) use?”

Adapted with permission from Ham P, Allen C. Adolescent health screening and counseling. Am Fam Phy-
sician. 2012,86(12):1113, with additional information from references 5 and 54.

www.aafp.org/afp

behaviors, including number
of partners, barrier contra-
ceptive use, and a history of
sexually transmitted infec-
tions (Table 6)>>** Absti-
nence, if practiced, should
be reinforced.** Clinicians
should annually screen for
gonorrhea and chlamydia
in sexually active females 24
years or younger.'"** Adoles-
cents who are at high risk for
these infections may bene-
fit from testing every three
to six months.** Age- and
risk-specific immunizations
should be provided.

Many adolescents face
issues with sexual orien-
tation and gender identity
formation.®* Family con-
nectedness and social sup-
port have been shown to be
protective against negative
mental health outcomes and
high-risk sexual behaviors
in sexual minority and gen-
der minority populations.*
Clinicians may help ado-
lescents disclose to family
members if requested.*

OBESITY AND EATING
DISORDERS

More than 30% of adoles-
cents in the United States are
overweight or obese.*** The
U.S. Preventive Services Task
Force recommends screen-
ing for obesity in adolescents
using body mass index
percentile and offering or
referring to comprehensive,
intensive behavioral inter-
ventions, including exercise,
nutrition, and behavioral
modification.'>**>*”  Surveil-
lance of the body mass index
percentile trend may help
identify obesity and disor-
dered eating.
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TABLE 7

PHQ-2* and PHQ-97 for Adolescents: Screening Instruments for Depression

Over the past 2 weeks, how often have you been bothered by Several More than one-half Nearly

the following problems? Not at all days of the days every day

PHQ-2 (first two questions)

1. Little interest or pleasure in doing things 0 1 2 3

2. Feeling down, depressed, irritable, or hopeless 0 1 2 3

PHQ-9 (all questions, including the first two)

3. Trouble falling or staying asleep or sleeping too much 0 1 2 3

4. Feeling tired or having little energy 0 1 2 3

5. Poor appetite, weight loss, or overeating 0 1 2 3

6. Feeling bad about yourself, that you are a failure, or that 0 1 2 3
you have let yourself or your family down

7. Trouble concentrating on things such as schoolwork, 0 1 2 3
reading, or watching television

8. Moving or speaking so slowly that others could have 0 1 2 3
noticed or, the opposite, being so fidgety or restless that
you have been moving around a lot more than usual

9. Thoughts that you would be better off dead or of hurt- 0 1 2 3
ing yourself in some way

Total: + +

Note: Any positive response to question 9 warrants a follow-up. Some questions in the adolescent version (displayed here) have been slightly
modified for contemporary language, which may affect sensitivity and specificity.®

PHQ = Patient Health Questionnaire.

*—A PHQ-2 total score of > 3 has a sensitivity of 74% and specificity of 75% for adolescents who meet criteria for major depressive disorder.®
+—A PHQ-9 total score of > 11 has a sensitivity and specificity of 90% and 78%°°; the PHQ-9 comprises all nine questions.

Adapted from Patient Health Questionnaire (PHQ) screeners. Accessed August 8, 2019. http://www.phgscreeners.com, with additional information

from references 63-65.

For obesity prevention, clinicians may recommend
60 minutes of moderate to vigorous physical activity daily
and optimization of sleep habits; however, exercise interven-
tions alone may not improve body mass index or health out-
comes.’** Clinicians may discuss healthy eating patterns,
including increased intake of fruits and vegetables, plant-
based fats and proteins, legumes, whole grains, and nuts,
and avoidance of sweet beverages and processed foods.**

Eating disorders have high lifetime mortality because
of disease complications and risk of suicide. If an eat-
ing disorder is diagnosed, clinicians should recommend
evidence-based treatments (e.g., family-based therapy) and
arrange for multidisciplinary care, including a therapist
and dietitian.” Weight restoration is an initial goal and may
require inpatient admission® (eTable B).

MENTAL HEALTH

The U.S. Preventive Services Task Force recommends that
clinicians screen adolescents starting at age 12 and adults
for major depressive disorder when systems are in place to
ensure accurate diagnosis, treatment, and follow-up.'-6%¢!

February 1, 2020 * Volume 101, Number 3
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The Patient Health Questionnaire has been validated in
adolescents (Table 7°+%). Clinicians should interview indi-
viduals privately about depressive symptoms and formulate
individualized plans if depression, self-harm, or suicidality
is identified.* Self-injury among adolescents may be related
to poor coping skills and difficulty managing emotions; the
risk of subsequent suicide is substantially higher among
those who use violent methods (e.g., a firearm) than with
nonviolent methods.®

Adolescents diagnosed with mild depressive symptoms
may be supported and monitored for approximately eight
weeks before treatment; those with moderate to severe
symptoms should be offered treatment or referral for treat-
ment.®**” Combining a selective serotonin reuptake inhibi-
tor and psychotherapy is likely more effective and safer than
a single modality.®”*® One-half to two-thirds of adolescents
respond positively to selective serotonin reuptake inhibitors
and typically better than placebo; suicidality risk has been
estimated to be 4% among those medicated vs. 2% using pla-
cebo.® When prescribing psychotropics, clinicians should
establish a safety plan and short-interval follow-up, review
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Evidence

Clinical recommendation rating Comment

Confidential screening and counseling should be offered to adolescents © Expert opinion

regularly, including care related to sexuality, substance use, and mental health

services, according to local state laws.>813-15%7

Education and/or brief counseling should be provided to adolescents to pre- © Consensus guidelines based on

vent initiation of, or stop, tobacco use.** meta-analyses of randomized trials
with disease-oriented outcomes

Long-acting reversible contraceptives are safe and effective in adolescents B Consensus guidelines based on

and should be offered as first-line options to prevent pregnancy.44 observational studies

Clinicians should annually screen for gonorrhea and chlamydia in sexually A Consensus guidelines based on

active females 24 years or younger.**>* meta-analyses of randomized trials

Adolescents should be screened for obesity using body mass index percentile C Consensus guidelines based on

and referred to comprehensive, intensive behavioral interventions to treat meta-analyses of randomized trials

obesity.** with disease-oriented outcomes

Adolescents 12 to 18 years of age and adults should be screened for major Cc Consensus guidelines based on

depressive disorder when systems are in place to ensure accurate diagnosis, meta-analyses of randomized trials

treatment, and follow-up.60.6 with disease-oriented outcomes

Adolescents should be encouraged to wear seatbelts, to adhere to graduated B Consensus guidelines based on

driver's licensing laws (e.g., nighttime, passenger restrictions), and to avoid

distracted or impaired driving.”®

A = consistent, good-quality patient-oriented evidence; B =

inconsistent or limited-quality patient-oriented evidence; C =

observational studies

consensus,

disease-oriented evidence, usual practice, expert opinion, or case series. For information about the SORT evidence rating system, go to https://

www.aafp.org/afpsort.

the U.S. Food and Drug Administration’s boxed warning
for suicidal thinking and behavior, slowly titrate up from
low initial doses, consider psychiatry referral if comorbid
conditions exist, and remind caregivers to restrict access
to lethal means (e.g., medication stores, weapons).®>* See a
recent article in American Family Physician for more infor-
mation about depression in adolescents.®

SAFETY

In the United States, motor vehicle crashes are the num-
ber one cause of mortality among adolescents and may be
attributed to driving inexperience, distraction, and risky
behavior.>”® The American Academy of Pediatrics recom-
mends that clinicians encourage seatbelt use, adherence to
graduated driver’s licensing laws (e.g., nighttime, passen-
ger restrictions), and avoidance of distracted or impaired
driving.”

Approximately 1.5 million sports- and recreation-related
concussions occur yearly among adolescents 18 years and
younger in the United States.”” Individualized management
should include immediate removal from play with a brief
period of physical and cognitive rest followed by step-wise
return to sport or play.”

Clinicians should inquire about patients’ risk of violence
(e.g., history of abuse, gang involvement, low school com-
mitment, fear of assault, use of weapons). Interventions may
focus on connecting adolescents with positive adult role
models, community programs, and mental health services

156 American Family Physician

www.aafp.org/afp

to develop coping skills and healthy relationships.>” Fire-
arms should be stored unloaded, locked, and separate from
ammunition.”

This article updates previous articles on this topic by Ham and
Allen?; Stephens’; and Montalto.”®

Data Sources: A PubMed search was completed using the MeSH
function with the key phrase adolescent used in a number of
specialized queries with the terms confidentiality, psychosocial
history, depression, social media, or other key terms related to
psychosocial history taking and the specific conditions high-
lighted in this article. We identified the latest guidelines on the
aforementioned topics from the American Academy of Pedi-
atrics, the Centers for Disease Control and Prevention, and the
U.S. Preventive Services Task Force; the reference lists of these
guidelines were searched for additional articles. Other queries
included Essential Evidence Plus and the Cochrane Database of
Systematic Reviews. Search dates: December 1, 2018, through
March 1, 2019; September 2, 2019.
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U.S. government.

The Authors

DAVID A. KLEIN, MD, MPH, is the Chief of Medical

Staff, 11th Medical Group, Joint Base Anacostia-Bolling,
Washington, DC. He is an associate professor in the Depart-
ment of Family Medicine at the Uniformed Services University
of the Health Sciences, Bethesda, Md.

Volume 101, Number 3 * February 1, 2020



SCREENING AND COUNSELING ADOLESCENTS AND YOUNG ADULTS

SCOTT L. PARADISE, MD, is a sports medicine fellow at Naval
Hospital, Camp Pendleton, Calif.

CORINNE A. LANDIS, MD, is a family physician at Naval Hos-
pital, Guam.

Address correspondence to David A. Klein, MD, MPH, Fort
Belvoir Community Hospital, 9300 Dewitt Loop, Fort Belvoir,
VA 22060 (email: david.a.klein26.mil@mail.mil). Reprints are
not available from the authors.

References

1.

~

10.

11.

12.

13.

14.

15

16.

17.

18.

February 1, 2020 * Volume 101, Number 3

Sawyer SM, Azzopardi PS, Wickremarathne D, et al. The age of adoles-
cence. Lancet Child Adolesc Health. 2018;2(3):223-228.

. Ham P, Allen C. Adolescent health screening and counseling. Am Fam

Physician. 2012;86(12):1109-1116. Accessed July 17, 2019. https://www.
aafp.org/afp/2012/1215/p1109.html

Cunningham RM, Walton MA, Carter PM. The major causes of death
in children and adolescents in the United States. N Engl J Med. 2018;
379(25):2468-2475

. Kann L, McManus T, Harris WA, et al. Youth risk behavior surveillance—

United States, 2017. MMWR Surveill Summ. 2018;67(8):1-114.

. Klein DA, Goldenring JM, Adelman WP. HEEADSSS 3.0: the psychosocial

interview for adolescents updated for a new century fueled by media;
January 1, 2014. Accessed August 13, 2019. https://bit.ly/335x9Tc

. Eaton DK, Kann L, Kinchen S, et al. Youth risk behavior surveillance—

United States, 2007. MMWR Surveill Summ. 2008;57(4):1-131.

. Division of Adolescent and School Health, National Center for HIV/

AIDS, Viral Hepatitis, STD, and TB Prevention, Centers for Disease
Control and Prevention. Youth risk behavior survey. Accessed Sep-
tember 18, 2019. https://www.cdc.gov/healthyyouth/data/yrbs/pdf/
trendsreport.pdf

. Ginsburg KR, Kinsman SB, eds. Reaching Teens: Strength-Based

Communication Strategies to Build Resilience and Support Healthy
Adolescent Development. American Academy of Pediatrics; 2014.

. Nordin JD, Solberg LI, Parker ED. Adolescent primary care visit patterns.

Ann Fam Med. 2010;8(6):511-516.

Park E, Kwon M. Health-related internet use by children and adoles-
cents: systematic review. J Med Internet Res. 2018;20(4):e120.

U.S. Preventive Services Task Force. Published recommendations.
Accessed May 17, 2019. https://www.uspreventiveservicestaskforce.
org/BrowseRec/Index?age=Pediatric,Adolescent

Levy SJ, Williams JF; Committee on Substance Use and Prevention.
Substance use screening, brief intervention, and referral to treatment.
Pediatrics. 2016;138(1):e20161211.

Santelli JS, Klein JD, Song X, et al. Discussion of potentially sensitive
topics with young people. Pediatrics. 2019;143(2):e20181403.

Grilo SA, Catallozzi M, Santelli JS, et al. Confidentiality discussions and
private time with a health-care provider for youth, United States, 2016.
J Adolesc Health. 2019;64(3):311-318.

Ford CA, Millstein SG, Halpern-Felsher BL, et al. Influence of physician
confidentiality assurances on adolescents’ willingness to disclose infor-
mation and seek future health care. JAMA. 1997,278(12):1029-1034

Song X, Klein JD, Yan H, et al. Parent and adolescent attitudes towards
preventive care and confidentiality. J Adolesc Health. 2019;64(2):
235-241.

American Academy of Family Physicians. Adolescent health care, confi-
dentiality. Accessed May 17, 2019. http://www.aafp.org/about/policies/
all/adolescent-confidentiality.ntml

Society for Adolescent Health and Medicine; American Academy of
Pediatrics. Confidentiality protections for adolescents and young

19.

20.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

33

34.

35.

36.

37.

38.

www.aafp.org/afp

adults in the health care billing and insurance claims process. J Adolesc
Health. 2016,58(3):374-377.

Marting R. Protecting adolescent patient privacy: four key questions.
Fam Pract Manag. 2019;26(1):7-10. Accessed August 13, 2019. https://
www.aafp.org/fpm/2019/0100/p7.html

American Academy of Family Physicians. Adolescent and young adult
health. Accessed August 28, 2019. https://www.aafp.org/patient-care/
public-health/adolescent-young-adult.html

Fergus S, Zimmerman MA. Adolescent resilience: a framework for
understanding healthy development in the face of risk. Annu Rev Public
Health. 2005;26:399-419

Resnick MD, Bearman PS, Blum RW, et al. Protecting adolescents from
harm. Findings from the National Longitudinal Study on Adolescent
Health. JAMA. 1997,278(10):823-832.

Chang S, Lee TH. Beyond evidence-based medicine. N Engl J Med.
2018;379(21):1983-1985.

Harris SK, Aalsma MC, Weitzman ER, et al. Research on clinical preven-
tive services for adolescents and young adults: where are we and where
do we need to go? J Adolesc Health. 2017;60(3):249-260.

Hawton K, O'Grady J, Osborn M, et al. Adolescents who take over-
doses. BrJ Psychiatry. 1982;140:118-123.

Anderson M, Jiang J. Teens, social media and technology 2018. May 31,
2018. Accessed May 17, 2019. http://www.pewinternet.org/2018/05/31/
teens-technology-methodology/

Reid Chassiakos YL, Radesky J, Christakis D, et al.; Council on Com-
munications and Media. Children and adolescents and digital media.
Pediatrics. 2016;138(5):e20162593.

Clark DL, Raphael JL, McGuire AL. HEADS*: social media screening in
adolescent primary care. Pediatrics. 2018;141(6):e20173655.

Boers E, Afzali MH, Newton N, et al. Association of screen time and
depression in adolescence. JAMA Pediatr. 2019;173(9):853-859.

U.S. Department of Health and Human Services. Physical activity
guidelines for Americans, 2nd edition; 2018. Accessed May 17, 2019.
https://health.gov/paguidelines/second-edition/pdf/Physical_Activity_
Guidelines_2nd_edition.pdf

Ryan SA, Ammerman SD; Committee on Substance Use and Preven-
tion. Counseling parents and teens about marijuana use in the era of
legalization of marijuana. Pediatrics. 2017;139(3):e20164069.

Mitchell SG, Kelly SM, Gryczynski J, et al. The CRAFFT cut-points and
DSM-5 criteria for alcohol and other drugs. Subst Abus. 2014;35(4):
376-380.

U.S. Department of Health and Human Services. The Health Conse-
quences of Smoking—50 Years of Progress. A Report of the Surgeon
General. 2014. Accessed May 17, 2019. https://www.ncbi.nlm.nih.gov/
books/NBK179276/pdf/Bookshelf _NBK179276.pdf

Miech R, Johnston L, O'Malley PM, et al. Adolescent vaping and nic-
otine use in 2017-2018—U.S. national estimates. N Engl J Med. 2019;
380(2):192-193.

Barrington-Trimis JL, Kong G, Leventhal AM, et al. E-cigarette use and

subsequent smoking frequency among adolescents. Pediatrics. 2018;
142(6):e20180486.

Audrain-McGovern J, Stone MD, Barrington-Trimis J, et al. Adolescent
e-cigarette, hookah, and conventional cigarette use and subsequent
marijuana use. Pediatrics. 2018;142(3):e20173616.

U.S. Department of Health and Human Services, Centers for Disease
Control and Prevention, National Center for Chronic Disease Preven-
tion and Health Promotion, Office on Smoking and Health. E-Cigarette
use among youth and young adults. A report of the Surgeon General.
2016. Accessed September 18, 2019. https://e-cigarettes.surgeongen-
eral.gov/documents/2016_sgr_full_report_non-508.pdf

Fanshawe TR, Halliwell W, Lindson N, et al. Tobacco cessation inter-
ventions for young people. Cochrane Database Syst Rev. 2017;(11):
CD003289.

American Family Physician 157



39

40.

41.

42.

43.

44,

45.

46.

47.
48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

158 American Family Physician

SCREENING AND COUNSELING ADOLESCENTS AND YOUNG ADULTS

. Kaner EF, Beyer FR, Muirhead C, et al. Effectiveness of brief alcohol
interventions in primary care populations. Cochrane Database Syst Rev.
2018;(2):CD004148.

Gobbi G, Atkin T, Zytynski T, et al. Association of cannabis use in
adolescence and risk of depression, anxiety, and suicidality in young
adulthood. JAMA Psychiatry. 2019;76(4):426-434.

Miech R, Johnston L, O'Malley PM, et al. Prescription opioids in adoles-
cence and future opioid misuse. Pediatrics. 2015;136(5):e1169-e1177.

Committee on Substance Use and Prevention. Medication-assisted
treatment of adolescents with opioid use disorders. Pediatrics. 2016;
138(3):e20161893.

Seifert SM, Schaechter JL, Hershorin ER, et al. Health effects of energy
drinks on children, adolescents, and young adults [published correction
appears in Pediatrics. 2016;137(5):e20160454]. Pediatrics. 2011;127(3):
511-528.

Kulak JA, Griswold KS. Adolescent substance use and misuse. Am Fam
Physician. 2019;99(11):689-696. Accessed August 12, 2019. https://
www.aafp.org/afp/2019/0601/p689.html

Leftwich HK, Alves MV. Adolescent pregnancy. Pediatr Clin North Am.
2017,64(2):381-388.

Lindberg LD, Santelli JS, Desai S. Changing patterns of contraceptive
use and the decline in rates of pregnancy and birth among U.S. adoles-
cents, 2007-2014. J Adolesc Health. 2018;63(2):253-256.

ACOG Committee Opinion No. 735: adolescents and long-acting
reversible contraception. Obstet Gynecol. 2018;131(5):e130-e139.

Diedrich JT, Klein DA, Peipert JF. Long-acting reversible contraception
in adolescents. Am J Obstet Gynecol. 2017;216(4):364.e1-364.e12.

Goodman M, Onwumere O, Milam L, et al. Reducing health disparities
by removing cost, access, and knowledge barriers. Am J Obstet Gyne-
col. 2017;216(4):382.e1-382.e5.

Algur E, Wang E, Friedman HS, et al. A systematic global review of con-
dom availability programs in high schools. J Adolesc Health. 2019;
64(3):292-304.

Secura GM, Adams T, Buckel CM, et al. Change in sexual behavior with
provision of no-cost contraception. Obstet Gynecol. 2014;123(4):771-776.

ACOG Committee Opinion No. 651: menstruation in girls and adoles-
cents: using the menstrual cycle as a vital sign. Obstet Gynecol. 2015;
126(6):e143-e146.

Centers for Disease Control and Prevention; National Center for HIV/
AIDS, Viral Hepatitis, STD, and TB Prevention. Sexually transmitted dis-
ease surveillance 2017. Accessed May 17, 2019. https://www.cdc.gov/
std/stats17/2017-STD-Surveillance-Report_CDC-clearance-9.10.18.pdf

Marcell AV, Burstein GR; Committee on Adolescence. Sexual and repro-
ductive health care services in the pediatric setting. Pediatrics. 2017,
140(5):e20172858.

Skinner AC, Ravanbakht SN, Skelton JA, et al. Prevalence of obesity
and severe obesity in US children, 1999-2016 [published correction
appears in Pediatrics. 2018;142(3):e20181916]. Pediatrics. 2018;141(3):
e20173459.

Styne DM, Arslanian SA, Connor EL, et al. Pediatric obesity-assessment,
treatment, and prevention: an Endocrine Society clinical practice
guideline. J Clin Endocrinol Metab. 2017;102(3):709-757.

Militello LK, Kelly S, Melnyk BM, et al. A review of systematic reviews
targeting the prevention and treatment of overweight and obesity in
adolescent populations. J Adolesc Health. 2018;63(6):675-687.

Locke A, Schneiderhan J, Zick SM. Diets for health: goals and guide-
lines. Am Fam Physician. 2018;97(11):721-728. Accessed August 13,
2019. https://www.aafp.org/afp/2018/0601/p721.html

Society for Adolescent Health and Medicine; Golden NH, Katzman DK,
Sawyer SM, et al. Position paper of the Society for Adolescent Health
and Medicine: medical management of restrictive eating disorders in
adolescents and young adults. J Adolesc Health. 2015;56(1):121-125.

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71

72.

73.

74.

75.

76.

www.aafp.org/afp

U.S. Preventive Services Task Force. Final recommendation state-
ment: depression in children and adolescents: screening. Accessed
May 17, 2019. https://www.uspreventiveservicestaskforce.org/Page/
Document/RecommendationStatementFinal/depression-in-children-
and-adolescents-screeningl

U.S. Preventive Services Task Force. Depression in adults: screening.
Accessed May 17, 2019. https://www.uspreventiveservicestaskforce.org/
Page/Document/UpdateSummaryFinal/depression-in-adults-
screeningl?ds=1&s=depression

Patient Health Questionnaire (PHQ) Screeners. Accessed August 8,
2019. http://www.phgscreeners.com

Zuckerbrot RA, Cheung A, Jensen PS, et al.; GLAD-PC Steering Group.
Guidelines for adolescent depression in primary care (GLAD-PC): part
I. Practice preparation, identification, assessment, and initial manage-
ment. Pediatrics. 2018;141(3):e20174081.

Richardson LP, Rockhill C, Russo JE, et al. Evaluation of the PHQ-2 as
a brief screen for detecting major depression among adolescents. Pedi-
atrics. 2010;125(5):e1097-e1103.

Richardson LP, McCauley E, Grossman DC, et al. Evaluation of the
Patient Health Questionnaire-9 item for detecting major depression
among adolescents. Pediatrics. 2010;126(6):1117-1123.

Olfson M, Wall M, Wang S, et al. Suicide after deliberate self-harm in
adolescents and young adults. Pediatrics. 2018;141(4):e20173517.
Cheung AH, Zuckerbrot RA, Jensen PS, et al;, GLAD-PC STEER-
ING GROUP. Guidelines for adolescent depression in primary care
(GLAD-PQ): part Il. Treatment and ongoing management. Pediatrics.
2018;141(3):e20174082.

March J, Silva S, Petrycki S, et al. Fluoxetine, cognitive-behavioral ther-
apy, and their combination for adolescents with depression: Treatment
for Adolescents With Depression Study (TADS) randomized controlled
trial. JAMA. 2004;292(7):807-820.

Selph SS, McDonagh MS. Depression in children and adolescents. Am
Fam Physician. 2019;100(10):609-617. Accessed December 4, 2019.
https://www.aafp.org/afp/2019/1115/p609.html

Alderman EM, Johnston BD; Committee on Adolescence; Council on
Injury, Violence, and Poison Prevention. The teen driver. Pediatrics.
2018;142(4):e20182163.

Bryan MA, Rowhani-Rahbar A, Comstock RD, et al.; Seattle Sports
Concussion Research Collaborative. Sports- and recreation-related
concussions in US youth. Pediatrics. 2016;138(1):e20154635.

McCrory P, Meeuwisse W, Dvorak J, et al. Consensus statement on
concussion in sport—the 5th International Conference on Concus-
sion in Sport held in Berlin, October 2016. Br J Sports Med. 2017;51(11):
838-847.

David-Ferdon C, Vivolo-Kantor AM, Dahlberg LL, et al.; Division of Vio-
lence Prevention; National Center for Injury Prevention and Control;
Centers for Disease Control and Prevention. A comprehensive tech-
nical package for the prevention of youth violence and associated
risk behaviors; 2016. Accessed May 17, 2019. https://www.cdc.gov/
violenceprevention/pdf/yv-technicalpackage.pdf

Grossman DC, Mueller BA, Riedy C, etal. Gun storage practices and risk
of youth suicide and unintentional firearm injuries. JAMA. 2005;293(6):
707-714.

Stephens MB. Preventive health counseling for adolescents. Am fam
Physician. 2006;74(7):1151-1156. Accessed August 5, 2019. https://
www.aafp.org/afp/2006/1001/p1151.html

Montalto NJ. Implementing the guidelines for adolescent preventive
services. Am Fam Physician. 1998;57(9):2181-2188. Accessed July 17,
2019. https://www.aafp.org/afp/1998/0501/p2181.htm!

Volume 101, Number 3 * February 1, 2020



eTABLE A

BONUS DIGITAL CONTENT
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Select Consent and Confidentiality Resources for Adolescents in the United States

Topic

Description

Website

Contraception

Family planning clinics

Information privacy and
protection

Mental health services

Sexual and reproductive
health services

Sexual assault

Sexually transmitted infec-
tions testing and treatment

State-specific minor con-
sent laws (comprehensive;

for purchase)

Statutory rape reporting

Substance abuse services

Resource for contraceptive methods, including
where to receive emergency contraception

List of federally funded family planning clinics

Guidance on pediatric health care information
privacy and protection

Journal article reviewing state laws about what
parents can do regarding decision-making for
adolescent mental health treatment

Adolescent health care, including descriptions
of confidential services

Fact sheets with sexual and reproductive
health policy by state

Resource for information about sexual assault,
including safety and prevention tips, consulta-
tion and training, and help line number

Free online search tool for where to get tested
for HIV or other sexually transmitted infections

Comprehensive guide to states' minor consent
laws

Review of reporting requirements for clinicians
based on state law

Journal article reviewing state laws about what
parents can do about decision-making for
adolescent substance abuse

www.bedsider.org/
www.hhs.gov/opal/title-x-family-planning/
initiatives-and-resources/title-x-grantees-list/
www.aap.org/en-us/advocacy-and-policy/
aap-health-initiatives/healthy-foster-care-america/
Documents/Confidentiality_Laws.pdf
https://www.tandfonline.com/doi/abs/10.1080/
1067828X.2013.777380?journalCode=wcas20
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Information from Klein DA, Hutchinson JW. Providing confidential care for adolescents. Am Fam Physician. 2012:85(6):556-560.
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eTABLE B

Factors That Support Hospitalization
in Adolescents with Eating Disorders*

Acute food refusal

Acute medical complications of malnutrition (e.g., syncope,
seizure, heart failure, pancreatitis)

Arrested growth and development

Behavioral health or medical conditions that limit outpatient
management (e.g., severe depression, obsessive compulsive
disorder, type 1 diabetes mellitus)

Dehydration

Electrocardiogram abnormalities (e.g., prolonged QTc
interval)

Electrolyte disturbances (e.g., hypokalemia, hyponatremia,
hypophosphatemia)

Failure of outpatient treatment
Median body mass index < 75% for age and sex

Physiologic instability including autonomic dysfunction

Bradycardia (< 50 beats per minute during the day; < 45
beats per minute at night)

Hypotension (< 90/45 mm Hg)
Hypothermia (< 96°F [35.5°C])

Orthostatic increase in pulse (> 20 beats per minute) or
decrease in blood pressure (> 20 mm Hg systolic or >
10 mm Hg diastolic)

Uncontrollable bingeing and purging

*—Hospitalization decisions should incorporate the patient’s entire
clinical presentation, including physical and emotional comorbidi-
ties, availability of outpatient resources, and family circumstances.
One or more of the listed factors may support admission.

Adapted with permission from Golden NH, Katzman DK, Sawyer
SM, et al. Update on the medical management of eating disorders
in adolescents. J Adolesc Health. 2015;56(4):372.
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