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EDITORIAL

S. J. Giorgianni, PharmD
Editor-in-Chief

AView of Adolescence: Inside
and Outside, Past and Present

As with all of the readers of The Pfizer Journal ®, I have my own
personal experience, ten grueling and confused years’ worth, as an
adolescent. As with most of the readers of this journal, 1 also have sec-
ondhand experience, as the loving father of five great children who
are now at various stages of this transition—giving me a total of 24
additional grueling and confused years. And, as may be the case for
many of the readers of this publication, | have experience as a health
care provider, having cared for teens as a clinical pharmacist practic-
ing in community and hospital environments.

So, it is with these varied experiences | come, along with the tal-
ented staff of this publication, to prepare this edition of the journal
offering diverse perspectives on adolescent health. However, now that
the publication is completed, I must humbly confess that | am still as
confused now as an adult in the turbulent 2000s as | was 35 years ago
as an adolescent in the turbulent 1960s.

This issue of The Pfizer Journal ® joins two others in our series
on population-based medicine: Men and Health and Every Woman'’s
Health in the New Millennium. In many ways, it may have been the
most challenging of the three. We had to look beyond the bounds of
our adult perspectives, remember what it felt like to be a teenager
way-back-then, and try to imagine what it is like to be an adolescent
today. As most of our expert panel members pointed out, the various
transitions from childhood to adolescence to adulthood take place in
the context of the culture, family, and environment in which the
young person is surrounded. This context is increasingly complex.
The media often malign teens, and we challenged ourselves to pro-
vide a perspective on those following the “good path,” as well as
those who have deviated from it.

The relationships among lifestyle and health, awareness of well-
ness and disease, and the value of consultation with health care pro-
fessionals are well understood by most adults. Teens find themselves
functioning in an adult system that does not necessarily adapt well to
their needs and questions, let alone their emotions.

This is complicated by the fact that they are undergoing life’s
most challenging decade and have varying degrees of parental sup-
port or approval. Itis further complicated by the fact that health care
is structured for adults, delivered by adults, and evolving at a rate of
change that makes it hard to keep up. With all this, it should come as
no surprise to us adults that there are various levels of disconnect
between the system and the needs of adolescents.

LISTENING TO BOTH SIDES

This issue is unique in that it features perspectives from two pan-
els of experts. As in the past, this issue includes perspectives from an
expert panel from medicine, nursing, anthropology, and education,
who, of course, are former adolescents. This issue also includes the
essential insights from an expert panel of contemporary adolescents.
These teens ranged in age from 11 to 21 and came from a variety of
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socioeconomic, lifestyle, and cultural backgrounds. Some have had
intense life-long experiences with the health care system as patients
with chronic diseases; others brought to the table the perspective of
healthy teens with typical adolescent health care needs.

In this separate panel symposium, the teens provided perspec-
tives that were used to augment, and at times challenge, our panel of
adult experts. In reflecting on the comments of these astute and
articulate young people, three overall themes emerged:

= they are quite conscious of their own health care needs;

= they are uncomfortable with the ability of the systems that are
currently in place to address their needs in a confidential, non-judg-
mental, and age-appropriate way; and

= they are not particularly optimistic about the ability of services
in adulthood to do better in meeting their needs.

Many of the fundamental concerns about preventive care and
disease management that appear over and over again in surveys of the
adult populations were the concerns of our adolescent panel members.

In considering how to best serve this population, it is worth
considering that they are not homogeneous in their needs. For
example, those who provide preventive and disease management
services to adolescents must be able to do so for a 12-year-old jun-
ior high-school girl, as well as a 19-year-old young woman away
from home for the first time entering the military, college, or the
work force. For health care professionals, this presents a challenge
in defining appropriate adolescent health services for all adoles-
cents. This challenge is made more complicated by several defi-
ciencies in health care and environmental research; medical, educa-
tor, and social services training; and allocations for preventive care.

Another issue is that of health care payment; never before has
our health care payment process been so complicated. Our adoles-
cent children are often thrust into a situation in which they have to
negotiate this process. They have limited training and support—
other than that provided by their busy parents—and they’re often on
their own when it comes to figuring out co-pays, coverage limits,
qualifying hours, and COBRA. Using health care services appropri-
ately is a life-skill that should be accorded some time and attention in
our modern educational system.

A salient question is how we can help adolescents cope as health
care, society, and civilization become more complex. What can be
done to better ease the transition, better prepare them for future
health care and social challenges, and do all that with a realistic allo-
cation of resources?

Yet, the good news is that “invincible™ teens throughout time
have passed with some degree of success and dignity through the
complexities of adolescence, just as we did years ago.

-
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Health Care Priority

Is Jessica your vision of an adolescent? She’s 19, earning a B+ average in college, rowing on the crew team, not drink-
ing or smoking, waiting until marriage for sex , and volunteering at the youth center. She enjoys spending time with her
family. She’s popular, has friends with productive values, is enthusiastic about the future, and is the picture of health.

Or is Michael who you think of as an adolescent? He’s barely passing classes in high school in his junior year and
thinking about dropping out, he never exercises, is 20 pounds overweight, drinks too much too often, drives too fast, and
smokes. His parents can’t stand his attitude. He’s mad and sad, pessimistic and angry about the future.

These are the best of times and the worst of times for
America’s teenagers. Many health indicators are showing
promising trends: the number of teen deaths has fallen
recently, adolescent birth rates are at a record low, violent
crimes are on a steady decline, and an all-time record per-
centage are graduating from high school (85%) and from
four-year colleges: 32% up from 26% in 1980.* Many teens
have access to advanced health technologies, have greater
awareness of the lifestyle contributors to future health, and
can use new health services specifically for adolescents.

If most teens are healthy and productive, why is adoles-
cent health coming to the top of the list of policy priorities? The
surprising reality is that the U.S. lags behind other developed
nations in several major indicators of child health. Millions of
teens are at serious risk of health problems that will diminish

Figure 1. A Growing

Population of Teens*
90~
80l
701
60}
50|
40
30

20
\'Q)(")Qr\'qﬁg'\os\Q'\Qv%g'\gggr]’ﬁggqp\'quqpqp%gqgsD‘Q@QC)Q

Million

Year

*Youth aged 10-24 from 1950-1990,
projected to 2050.

Source: Data from the U.S. Bureau of the Census;

Projections from the National Adolescent Health

Information Center, 2001.

their lives.2 The U.S. Con-
gressional Office of Tech-
nology Assessment has
estimated that one in five
adolescents suffers at least
one serious health prob-
lem, and as many as one in
four is believed to be at
high risk for school fail-
ure, delinquency, unpro-
tected sex, or substance
abuse® The number of
teens is expected to in-
crease. (Figure 1.)

Low mortality rates
among young people—
the traditional health

indicator used by policy-makers—have falsely labeled them
as a healthy age group.*® This indicator grossly underesti-
mates their health problems and the enormous costs of
their potential future morbidity.

Despite promising trends in some indicators, the devel-
opments hide a troubling high baseline. It is hard to cele-
brate the declining adolescent pregnancy rate, when the
U.S. rate isamong the highest in the developed world, twice
as high as that in Canada, and nine times as high as in Japan,®
with 900,000 teens in the U.S. becoming pregnant each
year.” There is no reason to celebrate the fact that one in five
high school seniors is a daily cigarette smoker. And no one
can feel good when one out of four teens reports heavy
drinking (at least five alcoholic drinks in a row at least once
in the past two weeks), one out of three high school seniors
has used marijuana, and one in five reports illicit-drug use in
the past month. Only about one-third of the 7.5 million
youths under the age of 18 needing mental health services
are receiving them.2 Homicide and suicide remain leading
killers of teens.® The U.S. cannot be proud of leading the
world in teen violence: There is about one school-related
homicide every seven school days somewhere in the U.S.1°

Policy-makers are also concerned that kids are starting
their risk behaviors at earlier ages.® Even among eighth
graders, there is cause for concern because 10% of them are
smoking daily, 11% are drinking heavily, and 15% report
illicit-drug use.!

Despite research documenting that lifestyle contribu-
tors are central to the chronic diseases that are the major
killers of adults,** current trends indicate increasing rates of
sedentary behavior, poor eating, and tobacco use among
teens.*? Sudden cardiac deaths among teens and young
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adults have increased by 10% in the past decade.*® A wealth
of cardiovascular risk factors—such as higher levels of
body-mass index, dietary fat calories, elevated blood pres-
sure, and markers of diabetes—are affecting white youths
and even more black and Mexican-American youths, fore-
shadowing even more dangerous cardiovascular condi-
tions in adulthood.** Today’s adolescents are spending an
average of 6.5 hours a day facing a television or computer
screen. “Screen time” means less physical activity. And the
percentage of teens attending daily physical education
classes is declining dramatically (now only 29.1%).1°

That’s not all. In addition, one in four new HIV infec-
tions occurs among people 13- to 21-years of age and one
in four high school students will be diagnosed with a sex-
ually transmitted disease (STD) before graduation.> And
there remains a hard-core group of underachievers: Nearly
5 million 16- to 24-year-olds are both out of school and
out of work.*6

RESPONDING TO THE CHALLENGE

Experts in adolescent medicine are responding to
these developments with an arsenal of new guidelines for
the care of adolescents that have one thing in common:
prevention. All areas of society—national organizations,
congressional deliberations, and foundations—have con-
verged in interest and attention to the health needs of
young people. At a roundtable in Palm Springs, California,
for The Pfizer Journal ®, thought leaders in adolescent care
offered a current status report on health care for the
nation’s adolescents, who are defined by the broadest meas-
ure as being between 10 and 24 years of age.l” According
to that panel, implementation of preventive measures and
health education for this large demographic group—213.9%
of the population®—may have a big payoff in the future.
Another panel composed of adolescents met in New York
to contribute their perspectives on health care.

Today’s youths may become the healthiest generation
in history, if policy-makers’ focus on adolescent health
translates into action among practitioners. “This is a propi-
tious time for adolescent medicine, with a congruence of
thought in the medical community, the public health com-
munity, and to some extent, in the policy community to
make changes to better meet the needs of adolescents,” said
Lawrence S. Friedman, MD, Chief, Division of Primary
Care Pediatrics and Adolescent Medicine, University of
California, San Diego. “The publication of the Guidelines
for Adolescent Preventive Services, a very comprehensive
set of guidelines for best practices in adolescent health, is a
beginning. Even though they’re very large and thus very

JOURNAL®

“We have a system that
was designed by adults, for
adults. When we try to fit
In teenagers and it doesn't

Dr. Diaz work, we blame them for
being noncompliant and hard to reach.”

difficult to put into practice, they set the first credible stan-
dard for evidence-based practices pertaining to teenagers.”

LOST OPPORTUNITIES

Regrettably, though, many preventive opportunities
are currently being lost. “The current health care system
does not meet the needs of most American teens. \We have
a system that was designed by adults, for adults. When we
try to fit in teenagers and it doesn’t work, we blame them
for being noncompliant and hard to reach,” said Angela
Diaz, MD, Chief, Division of Adolescent Medicine, and
Director, Mount Sinai Adolescent Health Center, Mount
Sinai Medical Center. For 38 million adolescents, there are
only 1,400 subspecialists in adolescent medicine.*® Only
4% of office visits by adolescents last 30 minutes or more,
and about half are less than 10 minutes.® Less than one-
third of adolescent girls report that a physician has dis-
cussed risky health behaviors with them.*® Most teens do
not see adolescent medicine specialists; and primary care
physicians—GPs/FPs, pediatricians, and internists—see
the majority of adolescents (58%) in office visits.®

“The opportunities to intervene with adolescents are
too often spent merely looking inside the ears or measur-
ing height instead of intervening with risk behaviors, offer-
ing guidance, or opening doors to the health care system,”
said Charles E. Irwin, Jr., MD, Director, Division of Ado-
lescent Medicine, and Vice Chairman, Academic General
Pediatrics, University of California, San Francisco. “We
need to teach teens how to use the system, but we also
have another education gap: teaching clinicians how to
better use the time that they have with adolescents. | give
a lecture to medical students called Throwing Away Your
Otoscope. 1 do not believe there is a single reason to look in
a teenager’s ear during a general checkup. The only thing
you will see is an eardrum. It’s a waste of valuable time.”
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CONSULTING TEENS ABOUT ADOLESCENT HEALTH

Adolescents, health care providers, and leaders of
community groups collaborated on this issue of The Pfizer
Journal ®. “The whole health care system is designed by
people who spend very little time talking to customers. If

|
“The media often malign students at this age. You

hear only about the problems, but there are amazing
kids out there with a lot to offer the system””

—Dr. Robinson

Instead of seeing teens as a problem, as they tend to
do, professionals might see the opportunities for interven-
tions. “An adolescent is a rapidly growing organism. Just
like other rapidly growing biological processes, those
going through the most rapid change are most vulnerable
to interventions,” said Richard G. MacKenzie, MD,
Director, Division of Adolescent Medicine, Children’s
Hospital of Los Angeles (CHLA). “We have an opportu-
nity to influence lifetime health. Every transition in an ado-
lescent’s life—middle school to high school, high school to
college, high school to military—is a point of opportunity.
We need to maximize every opportunity.”

In addition to rarely seeking out prevention on their
own, adolescents are the least likely age group to seek care
in traditional office-based settings and have the lowest
overall use of services.® When they do arrive, they rarely get
what they need. “Imagine what a difficult task it is for the
provider to gather information, assess needs, and, in this
shrinkingly brief encounter, provide some very succinct,
zinging education,” said Bruce G. Simons-Morton, EdD,
MPH, Chief, Prevention Research Branch, National
Institute of Child Health and Human Development.
“What the provider says and what questions are asked are
critical. The challenge is to give the messages about lifestyle
in a way that it is accepted and understood.”

It's not that providers don’t ever see adolescents.
“Over three-quarters of them walk into a health care office
every year,” Dr. Irwin said. “The issue now is what hap-
pens to them when they cross the threshold, and how to
provide access to those who don’t. Generally, there has
been an unprecedented insurance expansion for kids.
However, adolescents as a group continue to be one of the
least covered by insurance, second only to young adults.”

Judith E. Colver, PA-C, MMS, President of the
Association of Family Practice Physician Assistants, said,
“When teens are seen in the office, providers often do not
intercept their real problems and concerns. The stress on this
generation is intense, but they’re often silent in this setting.
Ouir challenge is to break through that and help them.”

we were selling any other product, we would be spending
time talking to customers and finding out what they
want,” Dr. Friedman said.

To cross the generation gap and find out what ado-
lescents think about health care, The Pfizer Journal ® invit-
ed a panel of young people to help in setting the agenda
for adolescent medicine. Nine adolescents from 14 to 21
years of age met at Pfizer World Headquarters to describe
their experiences with health providers and health educa-
tion. Their ideas and perspectives were used to stimulate
the expert panel discussion. Throughout this issue, quotes
from these teen consultants appear as italicized paragraphs.
To protect their privacy, their names have been changed.

Adam: Because they’re always rushing, doctors forget
they’re not just treating the disease but the patient, too. It’s
psychological as well as physical. When you finally see the doc-
tor, his feet never stop moving. You never get a chance to say
anything important.

When teens are consulted for public health cam-
paigns, the results are more likely to be successful, asserted
Mimi Nichter, PhD, Assistant Professor of Anthropology,
University of Arizona. “Teens can have powerful effects on
the macro system level, as they did in Florida’s TRUE
campaign against smoking. Similarly, a number of states
have developed youth councils for the governor and state
health offices.”” Dr. Nichter said. “Where teen cabinets or
youth councils advise the governor, they not only get to
powerfully communicate their messages, they also con-
tribute their perspectives on what is important.”

“The media often malign students at this age. You
hear only about the problems, but there are amazing kids
out there with a lot to offer the system,” said Judith
Robinson, PhD, RN, Executive Director, National
Association of School Nurses.

Scott: | think everyone has this fear of not being normal,
but no one knows what normal is. We’re all wearing a mask
covering uncertainty. \WWe want everyone to think that we
have everything together, but no one is sure. Who can we ask?

TEENS’ PROBLEMS ARE HIDDEN

Lily: If you want to treat teens, the most important thing
to do is allow us to trust you as a person, not just as a physi-
cian. Just help us have confidence and know you, because
that’s going to make us be more open.
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|
“Teenagers are great patients for the short visit. If
you don't ask the questions, they're not going to tell”

—Dr. Friedman
|

The medical care system rarely intervenes with adoles-
cents in time to prevent problems from substance abuse,
dieting abuse, lack of physical activity, or mental health
problems. “Most problems begin during the teen years, but
the effects don’t arrive until adulthood,” said Dr. Simons-
Morton. “We do not connect services with needs.”

For several reasons, today’s teens have not experienced
a long-term, committed patient-physician relationship, said
Dr. Diaz. “We haven’t made them feel connected. Ideally,
they would come to the same place for maintenance care,
acute care, and tertiary care. They should also see the same
provider whenever possible. I've come to believe now that
the relationship with the provider is perhaps the most
important part of the health care experience.”

Alex: I've had the same doctor my entire life. 1 kind of
like that, because he knows me, he knows my body. If there’s
something wrong, he’d notice it. If I switched every year, |
wouldn’t open up to them. It’s nice to feel like we can talk
about anything.

THE WELL ADOLESCENT?

Teens will not arrive asking for help with smoking or
drugs, with drunk driving or sexual coercion. ““Teenagers
are great patients for the short visit. If you don’t ask the
questions, they’re not going to tell. It can be a 10-minute
encounter,” said Dr. Friedman. “For pressured physicians,
the teen can be a great patient to have. That doesn’t mean
they’re getting the care they need.”

Unasked questions cannot be answered, Dr.
MacKenzie pointed out. “I continue to see young people
who have been previously seen by very competent physi-
cians who don’t ask the right questions,” he said. “When
I ask the right question, life-threatening issues may come
out in this ‘well adolescent.” Risk assessment is part of the
job.”” Teens are easily offended by a glance, clearing of the
throat, or insufficient enthusiasm.

The medical interview for teens requires specific skills
for this age group. If teens hesitate to tell their health
secrets, clinicians often hesitate to ask. ““Physicians com-
plain, ‘How can | possibly approach a teenager who pres-
ents me with a whole panoply of issues?”” Dr. MacKenzie
said. “Well, you do the same things you do with the adult.
The first step is a risk assessment, then identification of in-
terventions, and connection with services.” Even though
professional groups consistently advocate counseling of
teens, and even though the overwhelming majority of
young people say they want such discussions, many physi-
cians do not counsel teens about risk behaviors.?
“Discussing the B’s (birds and bees) with adolescents was

never easy for parents or physicians. Now that we’ve added
the A’s (AIDS), C’s (condoms), and D’s (diseases of sexu-
al transmission), it’s even more challenging and impor-
tant,” as Catherine DeAngelis, MD, editor of the Archives
of Pediatric and Adolescent Medicine, has written.z

“Our challenge as providers and advocates is not to
forget the hidden issues,” said Judith J. Carter, MEd,
Senior Vice President for Program Services, Boys & Girls
Clubs of America. “These ‘silent offenders’ do not always
shout their existence. We should be addressing the broad-
scale depression and hostility that our children are experi-
encing. Depression among young male Native Americans
is not being managed well. Dating violence goes largely
unreported. Self-mutilation and body piercing have health
risks that are not being addressed. Also, | see academic fail-
ure as a public health problem with insufficient response.”

Research programs are needed to generate evidence to
support current practice and to evaluate different models of
care. “The most significant and pervasive problem in ado-
lescent health is that data are not analyzed separately for
adolescents,” said Dr. Irwin. “We don’t know and current-
ly can’t prove the value of comprehensive care so someone
will invest in it. The reimbursement for adolescents is worse
than for any other age group. The capitation rates in many
of the states are so far below what it would cost to provide
a reasonable visit—let alone comprehensive care—that
you'd go bankrupt if you were trying to adequately see
large numbers of adolescents.”” Dr. MacKenzie responded:
“With creative models that are developmentally sensitive
and age-appropriate, a 50-minute visit isn’t always neces-
sary. Delivered at the right moment, organized in the right
way, a much shorter visit can be very effective.”

Where are the bright spots? “lI would point to the
many creative, committed providers who are putting
together exciting programs for teens—often affiliated with
teaching hospitals,” stated Dr. Simons-Morton. “The
teens may come because they need contraceptives, but
then they find a comprehensive clinic. The providers have
used creative ways of reaching out to make it a social place,
so that teens will bring their other problems—Iike depres-
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important developments
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“The paradox is that
funding is available for
teen pregnancy, and to
some extent HIV, but

Dr. Friedman

sion, dating violence, drugs, smoking, and risk taking.”

Creative programs cannot exist without funding. “The
paradox is that funding is available for teen pregnancy, and
to some extent HIV,” Dr. Friedman said, “but not for
other conditions.” Navigating the system is easier with
some diagnoses than with others. “This categorical funding
causes absurd gaps in care. Certainly, funding for teen men-
tal health is abysmal,” he said. “In California, it’s easy to see
a girl for family planning. But to see a teen who has asthma
or diabetes is impossible without parental consent.”

Dr. Mackenzie recently saw a 16-year-old: “Both par-
ents were out of town and he needed a sports physical.
Without their permission, we had to refuse. He was upset
and said, ‘I bet if I told you I was doing drugs, you could
see me.” And I said, “You’re absolutely right. I can’t see you
because you're here for a sports physical.” And that’s the
craziness in terms of clinical opportunities.”

THE IMPORTANCE OF SCHOOL-BASED CLINICS
Amy: Once | had the opportunity of going to school clin-
ics, 1 did because 1 didn’t have to have my parents’ permis-
sion. Teens get scared with their regular doctors because stuff
gets back to their parents; not everything is confidential.
If teens will not go to health care, health care delivery
can go to teens. “One of the most important develop-

“One of the most

in teen care has been
comprehensive school-
based health centers”

Dr. Barrios
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ments in teen care has been comprehensive school-based
health centers,” observed Lisa Barrios, DrPH, Chief,
Research Application Branch, Division of Adolescent and
School Health, U.S. Centers for Disease Control and
Prevention (CDC). There are now more than 1,200 of
these school-based health centers? offering preventive and
primary care as well as chronic care for asthma, diabetes,
and stomach ailments. “These centers bring health care
services to adolescents where they are. They leap over the
barriers of access, parent involvement, and transportation.”

In 1998-1999, 1.1 million students attended schools
with a school-based center.?®> Most were established re-
cently. This effort is expanding to younger ages and to
rural and suburban populations. But school health is
broader than clinic-based services. Health care providers,
educators, families, and communities need to work
together to institute coordinated policies, activities, and
services to best serve students. The best of school health
services offer anticipatory guidance, comprehensive health
assessment, psychosocial assessment, preventive medicine,
and health-related activities.

Jim: At the school clinic, I feel more open to talk about
things than I would with my regular doctors, because they
sort of don’t know who you are, o you’re more prone to tell
them things that you feel embarrassed about.

Since the majority of teens do not have school-based
clinics, the school nurse is an important health resource.
“Many students see only a school nurse through their
entire school-age years, and never see another health care
provider in any setting. We know that there are pockets of
students whose needs are not being met outside the
school,” reported Dr. Robinson.

““For those who remember their school nurse—the one
who used to holler out your weight when you were stand-
ing in line—times are changing. The school nurse has con-
tinued to develop a new role without all the publicity of
school-based centers,” she said. “School nurses today are
not only pediatric specialists—providing gastrostomy tube
feedings, intermittent catheterizations, and ventilator care,
they are also mental health specialists. In middle schools and
high schools, 60% of the school nurse’s time is spent on
mental-health issues—treating eating disorders, depression,
anger, suicidal thoughts, alcohol and substance use, and sex-
ual abuse. School nurses are also public health specialists—
intervening in risk behaviors like tobacco use, poor nutri-
tional habits, and lack of exercise.” Studies indicate that more
than 60% of all junior and senior high schools have at least
one nurse providing health services, whereas more than 30%
include physicians in their school health care programs.?*
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Even with this, Dr. Simons-Morton said: “Sadly, many
of adolescents’ health problems are not addressed by the
medical care system or by the schools. We are failing kids in
the early teen years. There are great programs in high
schools but more are needed in middle schools, where the
needs are the greatest and where these problems start.”

GROWING UP LONELY

The backdrop for the development of adolescents is a
nation experiencing radical changes in social conditions.
Social and family stress may be greater for them than for
any recent generation,? since divorce and remarriage rates
are rising, community services and cohesion are declining,
and one in three children is living in a singe-parent house-
hold.2 The streets are not always safe, parents are working,
the extended family does not live nearby, and kids are left
alone in front of a screen. “Today, about half of adolescents
between the ages of 12 and 14 spend about seven hours
home alone daily. The family is the core institution for soci-
ety, but we have a culture that sets up a gauntlet of factors
to keep mothers and fathers from raising their children,”
Ms. Carter said.

Children and adolescents have been most dramatical-
ly affected by changes in American families—smaller fami-
lies, more single-parent families, stepfamilies, and mothers
working outside the home. And the changes in American
society—a breakdown in shared values and community
ties, ongoing changes in health care, and significant eco-
nomic gaps between wealthy and poor families with chil-
dren—have also affected them. “If you believe the adage
that it does take an entire village to raise a child, you have
to ask “‘Where is the village?”” Ms. Carter said.

Throughout time, in all cultures, mothers and fathers
have relied on extended families, trusted neighbors, and
friends to help raise their children. “Never before have teens
had less time with a caring adult to guide them and coun-
terbalance society’s unhealthy messages. Where are the
people who will listen to them, guide them, and respect
them?” asked Ms. Carter. The health messages sent by
some parents are not ideal. One in three mothers and one
in four fathers engage in health-risk behaviors, such as
smoking, heavy drinking, being overweight and seden-
tary.?6 Parents are also affected: 44% of mothers and 37% of
fathers reported “a lot of stress” during the previous year.2

The disintegration of the family has serious implica-
tions for health, Ms. Carter pointed out. “With the
changes in the family system, there is a growing need for
kinship care,” she revealed. “More and more grandparents
are taking custody because the parents are no longer capa-
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ATechnoIogicaIIy Precocious
Generation

Lily: The Internet is our world. For school, for shopping, for
friendship, for curiosity, we can find anything there. Most of the par-
ents don’t know what's there. They’re not monitoring it. There’s a
sense of freedom, because we can go wherever we want.

“Teens want a sense of mastery—to be part of a social group,
to separate from adults, and to try on new identities. They’re ready
to explore the world and be in control,” stated Neil 1zenberg, MD,
Founder and Chief Executive, Nemours Center for Children’s
Health Media, Alfred I. duPont Hospital for Children. “They can
do this in the world of networked digital media. The digital media
are an important part of teen culture. The PC was introduced
before many of these teens were born. To anyone over 30, these
changing technologies are a source of wonderment. To teens,
they’re mere appliances.”

The digital divide between generations certainly exists
between professionals and patients. “How are we using digital
media to communicate about health?”” Dr. Izenberg asked. “This
technologically precocious group is looking to the new media in
influencing how they’re selecting care providers. There are new
opportunities for us as health care providers and educators to be
more effective.”” Dr. Izenberg is the editor-in-chief of the most vis-
ited online resources for teen health information, www.teen-
health.org, and www.kidshealth.org.3

“What if this digital connection was better used by health care
providers?”” asked Dr. MacKenzie. “What if we gave them a health
message in their recreational space? It suddenly gets absorbed. We
need to think about how adolescents behave. And behave like ado-
lescents think.”

ble. One parent may be incarcerated or on drugs, so when
the other parent falters, the child is left on the doorstep of
the grandparent, who may be elderly and frail.” About 2
million children in the U.S. are living with grandparents.?”

CHANGING CARE FOR ADOLESCENTS

If there was one strategy that the panel agreed upon,
it was to change the perception of adolescence from
being a problem to being an opportunity.

Each year, one in five adolescents reports not get-
ting the health care they need because they do not want
their parents to know, their parents refuse to take them,
or because they do not have insurance.?® (Table 1.) This
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places them at increased risk of physical and mental
health problems.?® Access has several components: elim-
inating financial barriers, opening doors to adolescent-
centered care, removing legal restrictions, and changing
providers’ and adolescents’ perceptions. “Access is the
essential first step for adolescent medicine,” said Dr.
MacKenzie. “Health care should be something that is
delivered in all the places that interface with the adoles-
cent. If the kid asks a pastor or a coach about a health
problem, that teen should be easily ushered into a com-
prehensive system of developmentally sensitive health
care. That is not the case today.”

“Because teens may not go looking for hard-to-reach
services, adults must design them to be teen friendly, with
a biopsychosocial, spiritual design,” Dr. Diaz comment-
ed. “There should be some designation that any young
person can feel welcome. If they know there is a program
to help them with their developmental needs, including
physical, social, spiritual, and psychological needs and any
cognitive, behavioral, emotional, and interpersonal issues,
they will come,” said Dr. Diaz. “Comprehensive, com-
munity-based care that responds to needs of adolescents
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israre in the U.S.,” Dr. Diaz said. Dr. Diaz advocated that
services be ““holistic, comprehensive, integrated, multidis-
ciplinary and interdisciplinary, easily accessed—and cul-
turally sensitive, not just ethnically, but also to the culture
of adolescence.”

EVERYONE AN ADOLESCENT MEDICINE EXPERT?

“We’ve been trying to teach doctors how to do a bet-
ter job with adolescents,” Dr. Irwin reported. “A typical
response was, ‘My practice is too busy; | don’t have
enough time.” Another response was that ‘I hardly ever
see teens, and none of my teens have high-risk behaviors.’
The third typical response was: ‘I’'m scared. If I start ask-
ing questions, what will 1 do with the problems I find?’
When we analyzed their practice, we showed them, to
their surprise, that the self-reported behaviors of the kids
at age 14 were relatively low. But by age 16, many kids
were taking health risks. So the doctors understood that
delivering the messages at age 14 would be more effective
than at age 16.”

Even with evidence-based practice guidelines, a recent
survey by the American Academy of Pediatrics suggests
some significant issues in training:

= Only 7% of adolescent medicine physicians believe
current adolescent medicine training in family practice res-
idencies is adequate, only 26% say it is adequate in pediatric
residencies, and only 34% say it is adequate in primary care
residencies.

= Of those who had a fellowship in adolescent medi-
cine, however, nearly 90% believed it was adequate.

= Just over two-thirds of adolescent medicine physi-
cians believe there is a need to expand the number of spe-
cialists in the U.S. in the next five years.?®

The gaps in funding for research are amplified by
increasingly restrictive policies in schools, legisla-
tures, and even institutional review boards to
adolescent needs.®

Table 1

Why Do Teens Forgo Needed Health Care?
Access Problem Not an Access Problem

Dr. Irwin said, “As critical as training in
adolescent medicine is, the solution is not just
more adolescent medicine specialists. \We need

14.0%
11.7%
8.9%
8.6%
7.8%
7.5%
3.6%

Couldn’t pay

Parent/guardian refused
Difficult to make appointment
Other

Had no transportation

Didn’t know who to see

No one available to accompany

Source: Ford CA, Bearman PS, Moody J. JAMA. 1999.

AT el 63.3% to infuse the best practices in adolescent health
wogld g0 a\?vay =7 in the context of all clinical care.” When Dr.
Afraid of what the physician | 15.5% Irwin delivers an adolescent medicine lecture to
would say or do physicians in training, he challenges them:
Didn’t want parents to know | 11.5% “What I’m about to tell you, all of you are going
to need, whether you’re planning to be an

orthopedist, pathologist, obstetrician/gynecol-

ogist, or dermatologist. Every clinician eventual-
ly deals with a teenager in his or her practice.”
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Chapter 1

Adam: | feel puberty is one of the biggest changes in peo-
ple’s lives. 1t’s what makes you you. That’s why they started
educating us in middle school about acne, but they didn’t get
to the other stuff. There are things you're afraid about, but
you don’t have anyone to ask.

It is the most complex decade of life—cognitively,
biologically, socially, and psychologically. It is fitting that
the Latin root of the word ““adolescence,” esso, means be-
coming. The passage to becoming an adult involves build-
ing autonomy, defining identity, and developing satisfying
relationships and self-confidence. Today’s teenagers are fol-
lowing a road to adulthood that can be rocky for both teens
and parents, as well as for their current and future health.
Some will find accomplishment, lifelong health, and poten-
tial success; others will find disillusionment, health hazards,
and failure. Many will find a little bit of both.

“Adolescence is not only a time of life, it’s a frame of
mind. The people who work best with adolescents are
those who think like adolescents,” said Dr. MacKenzie.
“The true characteristics of childhood are all very posi-
tive—joy and humor, impulsiveness, curiosity, and spon-
taneity,” he said. “During the teen years, expectations
change—be responsible; don’t be impulsive; don’t laugh
at the wrong time; and don’t get too curious. We expect
adolescents to leave behind their childhood characteristics.
Adolescents rebel. The issue is not fear of adulthood; it’s
regret about the abandonment of childhood.”

During the decade from ages 12 to 21, developing
humans undergo dramatic changes, emotionally and bio-
logically. They double their weight, increase their height by
25%, and usually advance faster physically than emotional-
ly.32 With startling changes in body size and composition,
hormonal changes, and societal demands, morphing from
childhood to adulthood is the third intense developmen-
tal phase, following fetal and early childhood development.

These profound physical, cognitive, and contextual
changes occur simultaneously, and a great number of
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nderstanding
Adolescents to
Understand
Adolescent Health

external and internal factors contribute to the adolescent’s
developing sense of self. These factors include:

= biological traits, such as intelligence, attractiveness,
gender, athletic ability, and resistance to disease and injury

= personal traits, such as self-acceptance, tempera-
ment, outlook, self-confidence, spirituality; and

= socioeconomic status, family, and culture.

For today’s teens—the best-educated adolescents in
mankind’s history, and the largest group of teens ever—
this transition to adulthood has new barriers. The back-
ground for these changes in modern American culture is a
long way from what Jerry Lee Lewis described in his lyric,
“Rockin’, and boppin’, and shakin’ at the high school
hop.”” All of the anchors that nurtured their parents dur-
ing adolescence—safe high school hallways, two-parent
families, productive social norms, and the cultural inno-
cence of 1960s television—have been replaced for this
generation. They live in a world with regularly occurring
high-school violence, increasingly fractured families, cul-
tural assaults of hard-core rap lyrics, and video games with
torture and decapitation. The media have reached new lev-
els of sexual explicitness and graphic portrayals of illicit
drug use and violence. One in three middle school teens

“Adolescence is not
only a time of life, it's
a frame of mind. The
people who work
best with adolescents
are those who think like adolescents.”

Dr. MacKenzie
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dictated long before age 15.
Not all cultural groups equate
adolescence with individuality”
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Dr. Nichter

reports being bullied three or more times in the past year.*

Rituals are important as signposts along the adoles-
cent’s journey. “The rites of passage in the bar mitzvah,
‘sweet 16’ events, or confirmation are helpful to adoles-
cents. We are losing rituals in our culture. We often use
school transitions as signposts—from middle school to
high school. The teen may be thinking, ‘I’m not ready to
go on to college; I’'m not ready to get a job; and I’'m not
ready to form relationships.” But they’re expected to keep
up,” Dr. MacKenzie said. There is no single rite of passage
in Western society that lets them know clearly that they
have achieved adult status.

THE INSTANT GENERATION

The generation emerging after generation X does not
yet have a popular name—Gen Y, Millennials, Echo
Boomers, The Dot-com Generation, and Screenagers—have
all been suggested. But the teens born in the late 1970s
and early 1980s may be The Instant Generation—for the
instant gratification and instant communication that they
enjoy. These kids have never known
a world without downloadable any-
thing, instant channel changing,
instant messaging, speed dial, cell
phones, and automated cash
machines. Baby Boomers have been
criticized for raising a spoiled and
overindulged  generation, but
remember what the World War 11
era parents said about their teen
Baby Boomers—the same thing. But, then, every genera-
tion thinks the next generation is spoiled.

Today there is an increasingly long period between
the end of childhood and the beginning of adult status. A
century ago, adolescence as we know it did not exist,
because children as young as eight were working in textile
mills, mines, and farms, assuming miniature adult roles in
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supporting their families. Industrialization and child labor
were gradually replaced by mass education until age 18,
which created the cultural artifact of adolescence.

Many non-Western societies do not have an equivalent
adolescence, and they have far less struggle between teens
and parents. “There have been several anthropological
studies that question the whole notion of autonomy and
separation as hallmarks of adolescence, particularly to what
extent these are Western perceptions of life at this stage,”
said Dr. Nichter. “In many countries, your life is dictated
long before age 15. In the U.S., the notion of becoming
an individual is at the core of being American. Not all cul-
tural groups equate adolescence with individuality.”

Amy: I’'m 21. Right now, the biggest stress in my life is
figuring what I’'m going to do with the rest of my life. Where
will I find a job? My mom supports me, but she tells me: “I
won’t support you the rest of your life, but we’ll help you until
you're stable,” so that’s pretty good.

STRESS RESPONSES IN THE YOUNG

The panelists for The Pfizer Journal® characterized
the single greatest problem of this generation as stress.
“Adolescents are biologically and psychologically prepared
to go on their own, but we hold them back. Then we
wonder why they’re stressed,” said Dr. MacKenzie, who
sees earlier stress responses in this generation, starting
between 12 and 15 years of age.

Alex: If I'm stressed out and I don’t have a lot of time
and everything’s just overwhelming, the last thing I’m going
to do is schedule a doctor’s appointment. Why would 1 go for
him just to tell me, like, “You mean you're stressed? Wait
until you’re working!”

Dr. Diaz said colleges’ expectations put tremendous
pressure on kids. “Not only do they have to get great
grades, but the colleges also want this scholar, athlete, and
musician, who does community service. The kids think
that they have to do it all. The stress is amazing.”

Scott: As everything gets more competitive and stan-
dards are getting higher for college, you have less time just to
relax or work out. It’s all about, “I can’t fall behind.”

Z0é: For me, the biggest stress is schoolwork. When I had
this really big algebra final, and I was so nervous about it, |
would cry every night. My mom noticed and told me “you
have to calm down.” She wrote out a little schedule of how to
study for it, and she put me back together.

*“Stress cuts across socioeconomic status right now. In
America, most kids are truly overscheduled. Parents sched-
ule these activities as a form of childcare to deal with their
own working patterns,” said Dr. Irwin. He observed that
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developmental psychologists praise the merits of letting
kids have downtime.

Alex: My major stress is definitely academic. All the
sports, every activity and every grade relates to getting into
college. I get rid of stress after | run. But a lot of my friends
get rid of stress by partying all weekend.

The stress extends to everyone in this generation.
“There is even more stress for those students who don’t
have goals or families that nurture them. They come home
after school, no one will drive them to any activities, and
they’re not allowed to go outside. They watch TV and
become overweight, and have the added peer pressure of
not fitting in. They don’t have the right clothes or sneak-
ers. This can be even more dangerous stress than the over-
booked child,” said Dr. Robinson. Dr. Irwin agreed:
“There are kids stuck at home because their parents are
frightened to let them go hang out at the park.”

DECLINING SELF-ESTEEM

Appearance is an important form of communication
in adolescence, used to express identity, personal vision,
and individuality. It is also an important road to self-esteem
or lack of self-esteem. Declining self-esteem during adoles-
cence has been documented in research. It has been
ascribed to teens’ increasing knowledge and sensitivity to
how they are seen by others. Teens see the widening gap
between their reality and their ideal, and self-esteem
declines. This occurs during early and middle adoles-
cence,* when self-confident 10-year-old girls become
15-year-olds unsure of themselves and their future.®

During only a few years, teens must cope with chang-
ing physical appearance in terms of height and weight, the
physical and hormonal changes leading to sexual matura-
tion, and the emotional changes that come with the tasks
of achieving social acceptance, starting romantic relation-
ships, and experiencing initial sexual activity. Another stress
for girls and boys is the desire to “look perfect,” said
Dr. Nichter. “In a culture that is focused on visual images,
concerns about appearance often are described as stress-
ful.” Almost half of all female adolescents think they’re
overweight; about 60% are trying to lose weight.®™
Perhaps ironically, more males than females meet the crite-
ria for obesity at age 15 (boys 11.7%, girls 7.2%).%¢

Smoking may be a response to stressors in one’s life
and their emotionally turbulent environments, Dr. Nichter
said. “We need research to determine the extent to which
tobacco and other substances are a form of self-medica-
tion.” Teens with emotional and behavioral problems are
more likely to smoke.*”
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Scott; Right now,
our problems are the most
important thing to us.
We're not thinking about
ourselves grown up. Adults
dismiss us and say, “Your
problems don’t mean any-
thing.” If they could un-
derstand and remember
that they were kids one
time, too, that might help

us talk.

Body image and self-esteem significantly predict
depression scores, Dr. Nichter pointed out. ““Teens get few
positive messages. In research with adolescent girls, | have
been very surprised to find how infrequently girls hear
their parents talking positively about appearance. Few girls
hear they look good, or that they should judge themselves
by how they look. We need to explore what parents are
saying, how they’re saying it, and how messages are being
interpreted.” By the time the late teen years arrive, many
parents feel like failures, shut out, impotent, and misun-

I eens Teaching Parents

At one time, parents demonstrated life skills to their
offspring during adolescence, but in most households
today, it is the teen showing the parent how to use an
essential tool: the computer. Born at about the same
time, this generation of teens and the World Wide Web
are coming of age together. Dr. Izenberg observed:
“Many teens are like my niece, who runs from the din-
ner table—that is, when her family actually eats dinner
together—to get online, exploring the Web. Simultane-
ously, she’s instant messaging half a dozen friends. In
the background, a TV is going. She and her friends may
be interacting with the show over the Web, playing a
networked game, or participating in a chat under an
alias. Add that she’s probably on her cell phone part of
the time. She may be burning a custom CD or creating
a digital movie on her PC. And add in her personal dig-
ital assistant and programmable dog.”

“Digital media are everywhere for this generation:
at home, in schools and libraries, in cars and backpacks.
They affect how teens act, think, and feel,” he said.
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Table 2

A Sad Generation?

Sad or hopeless every day for =2 weeks

in the past year 28.3%
Females 35.7%
Males 21%

Considered suicide 19.3%

Serious suicidal ideation 14.5%

Source: CDC, 1999.

derstood.®® But while adolescents may appear to ignore
their parents, they will endlessly discuss their parents’
comments with peers.

PHYSICAL INACTIVITY

Scott: My dad’s always telling me about when he and
his buddies used to go to the park and play ball every day.
That doesn’t happen anymore, because people are at home
either on the Internet or watching TV. The homework, the
technology, the stress—it all pushes them away from exercise.

With more than six hours a day watching a screen, this
generation is sitting more than ever before. This “screen
time” poses serious consequences for long-term health.°
“Physical inactivity threatens to reverse the decades-long
progress made in reducing death and suffering from car-
diovascular disease,” according to a recent report.*

Physical inactivity has contributed to an unprecedent-
ed epidemic of childhood obesity that is plaguing the U.S.
The percentage of young people who are overweight has

Figure 2. Suicide Rates Increased for Male Teens
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Adolescent and young adult males have a consistently higher suicide rate
than their female peers.

Source: National Adolescent Health Information Center; 2001.
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doubled since 1980.° Meanwhile, an increasingly smaller
percentage of high school students attend physical educa-
tion classes daily.#* lllinois is currently the only state that
requires daily physical education through grade 12.4

“Schools seem to take the attitude that kids have no
stress,” Ms. Colver said. “Fine arts and physical educa-
tion—great ways to release tension—are being cut from
the curricula of many schools. Lunch hours have become
lunch half-hours. When are kids letting off steam? No
wonder the classroom is becoming a battlefield!”

Adam: There are a few PE classes. They’re pretty much a
big joke. Why can’t they offer better things like weight lifting
or yoga? There are teams, but you have to be good enough to
make the team. Sometimes | just want to go home. I’'m lazy,
like everyone else.

R

THE LEADING CAUSE OF ADOLESCENT DISABILITY

Adam: | feel that the greatest amount of anxiety or
depression comes from expectations. When you start getting a
little bit older, you’re supposed to automatically act like a
young adult. But your priorities might be different. It makes
everyone mad at you.

Given all the stress that this generation is experi-
encing, it is not surprising that the leading single cause
of adolescent disability is mental disorders, which repre-
sent 32% of all adolescent disabilities.2 About 5 million
adolescents have significant impairments due to emo-
tional or behavioral problems.? (Table 2.) There is now
a consensus of opinion that major depressive disorder
(MDD) often has its onset in adolescence, across cul-
tures and countries. Further, research has demonstrated
that adolescents who develop MDD have a high rate of
suicide and suicide attempts, recurrence of MDD in
adulthood, and impairment in other aspects of life, in-
cluding employment and educational achievement.*?
According to the American Academy of Child and
Adolescent Psychiatry, bipolar disorder develops in 20%
to 40% of depressed adolescents.*®

“Mental health of teens in America is in critical con-
dition. I’'ve never seen so many adolescents struggling
with mental-health issues, trying to find a sense of well-
being, purpose, and direction,” said Dr. MacKenzie. “For

Mental disorders represent
32% of all adolescent dis-
abilities.®
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many adolescents, the future is bleak.” Significant effort
will be needed to adapt the mental health system to make
it more appropriate and relevant to adolescents, he said.
Research indicates that the beginning of adolescence may
be a time of more danger for depression than either earli-
er or later. The highest levels of negative affect were expe-
rienced in junior high school,* and girls are at greatest
risk.2 A WHO survey of 120,000 teens in 28 countries
revealed that globally 25% of teens reported “feeling low”
on a weekly basis. One of the highest rates in the world
was found in the U.S. (38%), which is higher than the
CDC estimate. (Table 2.)

Poor parenting skills may put teens at risk for mental
health problems, according to an investigation of parent-
ing behaviors such as verbal abuse, arguments between the
mother and father in front of the child, poor supervision,
and inconsistent rule enforcement. Researchers found that
more than 60% of the children who experienced high lev-
els of such parental behaviors developed an anxiety, depres-
sive, disruptive, personality, or substance abuse disorder
during late adolescence and early adulthood.*®

Adam: I’'ve known more than two or three kids killing
themselves for no particular reason other than the fact that
they thought that they weren’t loved. There was a small peri-
od in my life where 1 felt like no one cared. Only one person
saw it and helped me. It just took that one person to care.

QUADRUPLED SUICIDE RATE

Amy: I’'ve seen a lot of depression and also suicide. 1
know, like me, always trying to please my dad with good
grades is hard. I don’t ever want to come home and tell him
that 1 did badly on a test. One time, | was getting depressed
about achieving everything 1 wanted.

“Each successive generation since 1940 has been at
greater risk for developing depressive disorder,? and these
disorders are being recognized at progressively younger
ages,” according to the American Academy of Child and
Adolescent Psychiatry (AACAP).* There are three poten-
tial contributors to the increased prevalence of depression
in adolescence: biological (eg, sexual maturation), envi-
ronmental (eg, increased social and academic expecta-
tions), and psychological (eg, increased autonomy and
abstract thinking). (Figure 2.)

Alex: My friend 1IM’s me and she says, “I have a bottle of
pillsand a glass of vodka.” She’s been depressed for a long time,
and no one really knew. I convinced her to tell her parents.

SURROGATE FAMILIES
Teens are finding surrogate families in after-school
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Fragile Hopes, Challenging Times

Jim: In fourth grade when | brought home my report card,
and | got like an 89, and my dad said jokingly, “What, you
couldn’t get the 100? My freshman year in college, I got all Cs
and | failed one class. It was the whole adjustment period.
During that time, it sort of led me into a depression, thinking,
‘What would happen to me if | fail?’

“This is a generation that is desperately clinging to its
dreams,” Arthur Levine, PhD, of Columbia University
Teachers College concluded after surveying 10,000 college stu-
dents.* “Their lives are being challenged at every turn—in their
families, their communities, their nation, and their world. What
is remarkable is that their hopes have not been engulfed by their
fears.”

Students are coming to college overwhelmed and emo-
tionally insecure, Dr. Levine concluded. About one-third of
them grew up with one or neither parent.

For adults who remember the importance of their first
high school relationship, this generation’s social interactions are
very different. In a survey of students, Dr. Levine found a fear
of intimacy, even though many reported engaging in casual sex
with serial partners—usually involving alcohol or drug use.
Many are the children of divorced parents and are afraid of
becoming intimately involved because of the potential for get-
ting hurt. “Two-person dating has been replaced by group dat-
ing. It’s a practice that provides protection from deeper involve-
ment and intimacy,”” Dr. Levine concluded. He also found that
30% of the students surveyed said that they had no social life;
11% listed “sleeping™ as a form of recreation; and 21% consid-
ered ““studying” as a leisure activity.*®

“Digital media are every-
where for this generation:
at home, in schools and
libraries, in cars and back-

Dr. Izenberg

act, think, and feel”

packs. They affect how teens
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hen Teens Meet
the Military: Dramatic
Changes in Lifestyle

Some teens head for college, others to the military.
“Young military recruits undergo dramatic changes in the mil-
itary,”” observed Ms. Colver. “Everything is taken away from
them for six weeks. There’s tremendous bonding, because
they’re all in this together. They are told when to eat, when to
sleep, and what to do.”

“In the military, there is intense peer pressure to per-
form: everything is based on being the best. The ribbons,
awards, and medals are all reinforcements,” said Ms. Colver.
“In basic training, there were two types: those who
adjusted well and those who didn’t. There is a disease
unique to the military recruits and unique to adolescents
and young adults: camptocormia. When kids are looking
for an acceptable way to be discharged from the military
(ie, for a physical reason), they become unable to
straighten up. If you lay them down, they can lie flat
on an examination
table. But as you
stand them up,
they become for-
ward flexed at the
waist. And the
treatment, because
it’s a mental condi-
tion, is an expedi-
tious discharge.”

There are efforts to reduce smoking, increase exercise,
and control drinking. “C-rations no longer contain ciga-
rettes, and alcohol is no longer subsidized in Class 6 stores.
NCO clubs and officers’ clubs have done away with happy
hours,” Ms. Colver said.

Adolescents whose parents are in the military often
move frequently, have no sense of a hometown, and may
attend several different high schools. However, Ms. Colver
added that “this also teaches them skills in making friends
rapidly, knowledge of different cultures, and a true appre-
ciation for American lifestyles and values. The military
health system is extensive, and includes access to mental
health care at low cost—often no cost.” Ms. Colver point-
ed out: “I see the military community rallying around a
family in crisis much more than the civilian community.”
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programs, like the Boys & Girls
Clubs, which serve 3 million kids
annually, and the Boy and Girl
Scouts.*” To counter isolation,
Ms. Carter saw new opportunities
to employ proven youth develop-
ment principles, like having
unconditional positive regard for
young people. “When you’re
dealing with young people, accept

them just as they are, rough edges
and all. We have a youth develop-
ment strategy infused in all our programs with four key
ingredients: giving every young person belonging, a
sense of usefulness, faith in their own competence, and a
feeling of influence. That builds their self-esteem. I
believe young people need rules. They beg for structure.
We do have to let them know what is acceptable and
what is not acceptable.”

Permissive parenting, excessive indulging of whims and
whines, and spoiling do not insulate kids from discomfort.
They breed anxiety, said Dr. Simons-Morton, who added
that he regretted the loss of structured discipline in this soci-
ety. “Study after study after study shows that various meas-
ures of authoritative parenting practices protect kids from a
variety of problems regardless of family context.”

Where are the solutions? Dr. Diaz pointed to the
community school concept: “Community schools are
open between 7 am and 10 pwm, including weekends, and
all summer. They set themselves up to be the hub of the
community. It gives teens a sense of belonging, while
they’re developing skills.” ““Schools should not be
fortresses that close down at 3 pm,” said Ms. Carter.

Just as most of those in the Baby Boom generation
surprised their parents by becoming productive adults,
most adolescents in this generation will reach adulthood
significantly changed. There is hope for teens who dye
their hair blue, get tattoos, or pierce some especially sen-
sitive area of the body. Many will reach their 20s, grad-
uate, get jobs and mortgages, pay taxes, and probably be
more like their parents than they could imagine at this
age. But there are also those who will boomerang back
home and spend their 20s as dependents of their par-
ents. And there are also those who will follow the self-
destructive behaviors their parents have modeled. Just as
in previous generations, there will be those who succeed
and those who fail. “We must always be vigilant for that
window of opportunity to intervene and point them in
the right direction,” said Dr. MacKenzie.
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I\/I isconceptions About Teens

The word teenager is loaded with stereotypes and misconceptions. Adults throughout time have moaned about
teens’ unpredictability, irritability, and insensitivity. Parents and health care providers find them touchy, obsessed with
the approval of their peers, and indifferent or dismissive of adults. The experts on The Pfizer Journal ® panel offered
a new way of looking at teens. “There is a very positive side to adolescence—that of acquiring new skills and knowl-
edge and offering ideas about how to change things,”” Dr. MacKenzie said. “Not only are they adapting to change,
but they also have the ability to be change agents within a society. Adolescents are often the litmus of a society that
prompts change.”

I didn’t think there’d be a problem if I ... “Some arrive at decisions sometimes quickly and

impetuously because they have not learned to first analyze the risks and perplexities,” Dr. Irwin

Impetuous? explained. Dr. MacKenzie said: ““You have to admire their appreciation of life. Too many peo-
ple when they grow old forget what it was to have been young. They have forgotten the sensi-

tive and sensuous relationship that young people have with each other and their social ecology.”

Oh, Mom, you just don’t know how it feels. Mercurial changes in disposition from cheerful to
Moody?  miserable are part of the biological transition for most teens. “Don’t take it personally,” sug-
gested Dr. Robinson.

“There should be appreciation for the strength it takes for them to stand up and express
Know-it-all?  themselves during this time of their life. It may be that they inappropriately express themselves
from time to time. This is how they’re going to learn,” said Ms. Colver.

“I have not found them to be resistant to rational discussions,” said Dr. Diaz. “There are
very few teens who don’t want adults in whom they can confide, ask questions of, and seek
Shut down? advice. They’re resistant to being lectured at, but they will listen to the facts.” ““The reaction to
the inappropriate behavior should be honest and direct, clearly conveying the expectations with-
out anger, yelling, or resorting to demeaning verbal attacks,” Dr. Simons-Morton said.

“It is normal for an adolescent to behave in an inconsistent and unpredictable manner: to
deny his impulses and to accept them; to love his parents and to hate them ... to be more ide-
alistic, artistic, generous and unselfish than they will ever be again, but also the opposite, self-cen-
tered, egoistic, calculating,” wrote Anna Freud. “Such fluctuations between extreme opposites
would be deemed highly abnormal at any other time of life. At this time this may signify no more
than that an adult structure of personality takes a long time to emerge.”

Unpredictable?

Dad, I just can’t wear that again! The hours spent in grooming, the assumption that oth-
ers are watching their every move, and the rituals that take place before leaving the house are
Self-absorbed?  part of being a teen. Teens are protecting their fragile egos from real or perceived criticism. “I
have found they often have almost childlike needs for love, attention, care, and acceptance, if you
can break through the tough exterior,” said Ms. Colver.

“No. And you can’t make me, either.” Teens rebel against parental rules and values, and
sometimes engage in upsetting behavior. “This is where the parents need to be there for the
teen—to provide emotional nurturing and reassurance that there is love no matter what,” said

Rebellious? Dr. Izenberg. The teen is sorting through tough choices, pulled this way and that way by peer
pressure, and needs an adult’s attention to add moral and ethical values to his decision-making.
“You could look at it as defiance or with admiration for the developing individuality,” said
Dr. MacKenzie.
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Chapter 2

Anne: | told my family doctor, “I’m not feeling well and
I’ve had more seizures recently.” And instead of listening to
me, he turned to my mom and asked, “What’s been happen-
ing?” My mom’s not experiencing it; I am.

I asked him to ask me. He said, “Oh, you’re just a kid.
I can’t rely on you.” So, | feel, why bother?

Are teens and doctors directly talking to each other
or only through the parent? From infancy, the parent and
the pediatrician have had a relationship around the care
of the child. Over the years, the adults have stayed more
or less the same, while the child has changed dramatically.
“It may be a triangle, but the ends are not connected,”
Dr. Robinson said. “Clinicians have to learn new skills as the
child ages and learn when and how to communicate direct-
ly with the patient.” Some parents encourage adolescents to
have close relationships with other trusted adults such as a
physician or nurse, given that one of the tasks of adoles-
cence is for teens to separate from their parents. Others do
not. Dr. MacKenzie described watching a pediatric resident
interviewing a parent and her 15-year-old son with severe
ulcerative colitis. ““There’s the pediatric resident taking the
history from the mother, asking ‘How many bowel move-
ments does he have?” And the hulking six-foot kid is sitting
at the edge of the bed looking down at the floor.”

Adolescents aged 10 to 24 are treated by the health
care system neither as big kids nor small adults; they are
somewhere on the continuum between childhood and
adulthood. In other areas of their lives, teenagers are tak-
ing more responsibility for their education, activities, and
friendships. Many physicians are unsure of the right
moment to transition from a relationship with a child to a
relationship with an adolescent that is more like that of the
physician-adult relationship. “It can be unsettling for par-
ents to be asked to wait outside for part of the interview,
but this time is given to encourage adolescents to discuss
their own experiences, ask questions, or give information
about which they’re self-conscious,” said Dr. Irwin.

JOURNAL®

he Teen-Provider-
Parent Triangle

THE INNER ADOLESCENT

“When interviewing an adolescent,” emphasizes
Dr. MacKenzie, “there are really three people in the
room—the adolescent patient, the physician, and the
physician’s adolescence. The interaction that goes on is
that quiet interaction inside, with the physician subcon-
sciously recalling his or her adolescence as the norm. When
the physician asks the 11-year-old ‘Are you sexually active?
and she replies ‘yes,” the ‘adolescent’ inside the profession-
al thinks ‘Really, I didn’t even know about sex until I was
17" The professional will usually subtly communicate this
through body language, tone of voice, or facial expression.
The adolescent will pick up on this and often shut down—
not wanting to upset the physician or feeling that she will
be judged and not understood.”

Anne: Most of us go to a doctor who focuses on babies
and middle-aged kids and teenagers. It is very, very confus-
ing, when you go into the office for something that seems real-
ly grown-up, and you wait with all the babies.

Professionals working with adolescents must be aware
of their own “inner adolescent,” Dr. MacKenzie believes.
*“In training professionals to work with teenagers, we do a
little exercise with them asking open-ended questions, like
When | was 14 years of age, | ... My first date was ... |
remember my first crush like ... You have them fill in the
blanks. It brings them back to the awareness of their own
adolescence and their own unresolved issues.”

Confidentiality is not a sudden need that becomes
apparent at age 14, said Dr. Diaz. “In fact, it’s a gradual
process of transitions for the young person through adoles-
cence. Parents should welcome this opportunity for their
maturing child.”” Dr. 1zenberg begins by telling the parent,
“Just as you have confidentiality with your doctor, there will
be times when your child and I will have a confidential con-
versation.” And then | tell them it’s in everybody’s interest,
because a doctor needs to know the truth. When you get
that agreement in the beginning—and I find you always get
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that agreement—then afterwards, you can refer to it.”

Jil: My doctor specializes in teens and diabetes. She asks
if you drink or do drugs or smoke so she can help you. And she
never tells parents. Because she told me she wouldn’t tell, |
told her I got my belly button pierced and asked her not to tell
my mom, and she didn’t. So I trust her.

“If they don’t have the history of confidentiality or
talking to their provider alone, why would we expect that
suddenly in adolescence these kids are going to come in
and tell us everything in their lives?” Dr. Irwin asked.

REINFORCE HEALTHY BEHAVIOR

“In adolescent medicine, praise is powerful,” said
Dr. Friedman. “One of the things that’s frequently for-
gotten by the adult members of the triad is the rein-
forcement of behavior that is healthy and appropriate.”
Dr. Friedman advocated going beyond the traditional
medical model—liciting problems and fixing them—to
seeking out ways to praise the teen who has decided to
stay sexually abstinent, avoid drugs, or not smoke.

“I almost always try to engage parents and bring
them in as part of the encounter,” said Dr. Friedman. “I
show parents how to focus on the positives—to see their
child’s relative maturity, insight, good judgment, and suc-
cesses—hut some parents still leave complaining about the
child’s posture or attitude. When 1 interview teenagers, |
want to find out where they get their self-esteem. When |
see a teenager who is struggling in that regard, it is a red
light for me. Poor self-esteem can come from a number of
different areas and cause a number of problems.”

THE BEST 15 MINUTES

“Learning to talk to adolescents is analogous to learn-
ing to be a surgeon, because you’re opening up this person.
And you have to know what to do when you hit a bleed-
er,”” Dr. MacKenzie said. For the limited time an adolescent
is actually in the same room as the clinician, Dr. MacKenzie
said, ““You may have an hour of their time, but 15 minutes
of their attention. This is where the skill of the provider is
paramount. For instance, if I’m going to give important
information, | will touch them. That fixes it. It's been
shown that if you combine stimuli together, they’ll remem-
ber it. I lean forward when they say something revealing.”

How can busy clinicians remember all of the areas
that they should be exploring in their few minutes with a
teen? Dr. MacKenzie’s group at CHLA uses a mnemon-
ic—the HEADS evaluation—to recall the relevant areas of
inquiry. “This is a guideline for exploring the interrela-
tionship between the physical, social, psychological, and
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spiritual experiences,” he explained. The interview is set up
to elicit answers about:

*Where do you live?
Home . .
H *\Who do you live with?
« Are you at school?
: ; *\What's your favorite subject?
Education, Exercise
E «What grades do you get?

Eatin: :
9 * Do you exercise?

« Tell me about your diet.

*Do you often feel depressed?
*\What do you do for fun?
*\Where do you go with friends?

A Activities, Affect

« In your school, do people do

D Drugs illicit drugs? What about you?
* Do you smoke?
* Do you drink alcohol?

S Sexuality » Do you have a close friend?

» Have you ever been sexually
active? Etc.

Using the HEADS exam, Dr. MacKenzie explores
the context around the presenting problem or teen’s risk
profile. “We insist that every adolescent that’s seen in our
program have a HEADS evaluation on the chart. When |
follow up with physicians who have come to a teaching
session about the HEADS exam, they’re often surprised at
what they’re discovering about their patient’s risk profile.”

The HEADS assessment tool is only the beginning,
he pointed out, because it must be followed by a response
to the information. “If the HEADS exam points to sulici-
dality, the clinician needs to have a response or a resource
in the community. Clinicians are frequently surprised at
how much relief the patients express about having an
opportunity to talk about these issues.”

Scott: The health care providers and health care compa-
nies have amazing power in our country. I’'m sure they know
that. We need new drugs, yes; we need new procedures, yes; but
we need better education and communication. | want more
of a dialogue, more of a relationship. Make it a warmer envi-
ronment for people. You won’t get the bad rep like the IRS.

Teachable moments. Times of crisis are opportunities
for education, Dr. Friedman said. “When an adolescent
comes into the emergency room after an attempted suicide,
what you do during that time of crisis can have more impact
than if you refer the teen to even the best psychiatrist a week
later.” He described a 16-year-old girl who presented for a
pregnancy test that was negative. “There are two choices, a
three-minute visit with that gir—'see you later, good luck'—
or a longer discussion about why she needed a pregnancy
test, and what she is doing to protect herself.”” Many teens
have been saved by a single conversation with a caring adult
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Keeping Teens’ Secrets

Scott: Confidentiality is the first concern, when it comes to
getting tested for different diseases, because kids don’t want to
admit to their parents that they’re having sex or doing whatever.
So | think that would be a detriment to teens’ health if that were
taken away.

Adolescents will forgo health care because they fear dis-
closure of confidential information or because they do not
have access to trusted health care providers.?® Adolescents
tend to underutilize existing health care resources for their
problems, according to the American Academy of Pediatrics
(AAP), “including some of such severity as to jeopardize their
development and health, their future opportunities and even
their lives.”®®

In a survey of Massachusetts high school students, 25%
reported they would forgo health care if confidentiality were
not ensured.> Most teens in another survey reported they
would not go to their private physician for care related to sex-
uality, substance abuse, or emotional upset if their parents had
to know.>* Even though virtually every state affords adoles-
cents confidential access to some sensitive health services
including reproductive care and treatment for substance abuse,
in some states professionals are still wary of providing any con-
fidential services for minors.>*

“You can lower all the barriers in terms of availability and
affordability, but if you don’t have confidentiality, you won’t
get the teens,” said Dr. Diaz. “Some kids are paralyzed by
fear.” The AAP also reported, “Ultimately, the health risks to
the adolescent are so impelling that legal barriers and deference
to parental involvement should not stand in the way of need-
ed health care.””> A question that is unanswered is this: “Is
health care without parental involvement in some situations
better than no health care at all?””>*

More proactive measures are needed, Dr. Diaz believes.
“If the newly enacted state Child Health Insurance Programs
(CHIP) allowed adolescents to enroll themselves, bypass gate

keepers, and be assured of confidentiality, some missed oppor-
tunities would be captured.” Dr. Irwin has called for a “confi-
dentiality assurance statement” that would explain the limita-
tions of confidentiality without decreasing adolescents’ likeli-
hood of seeking future health care.>

Adam: | went to the doctor by myself about some problems.
But he proceeded to tell my brothers and sisters and my mom
about what I had said. It was one of those topics that I would have
preferred being just between the doctor and me. My brother start-
ed cracking on me about it. Never again.

CULTURE AND CONFIDENTIALITY

“We have to be careful when we talk about confiden-
tiality from our own cultural biases,” said Dr. Irwin. “While
African-American and white families are more similar in issues
around confidentiality, in many Asian and Hispanic families,
and definitely in Arabic families, many do not recognize the
teen’s right to confidentiality.”

“If you practice with teens, you’re going to deal with
this,” said Dr. Diaz. “In every case, it is crucial to explain
the limits of confidentiality.” For example, teenagers need
to know that if they disclose ongoing abuse, suicidality, or
possible harm to another person, the responsibility to dis-
close information outweighs confidentiality.>” “If we say the
services are confidential and then they tell us about abuse,
child protection will appear. They would feel betrayed and
perhaps not trust the health care system in the future,”
Dr. Diaz said.

Dr. Izenberg observed: “We do not want to subtly dis-
courage communication between parents and adolescents.
The parent tells me: ‘I think my child is sexually active. Can
you see that she’s on birth control pills?” And then the teen tells
me, ‘My mom would kill me if she thought I was on birth con-
trol pills.” I see that they both want to talk to each other about
it, so I help them get together.”

Dr. Irwin pointed to new technological options in the
future. “Teenagers are quite comfortable disclosing things
with interactive computers. In the waiting room, they could fill
out a risk profile and you could target your interaction.”

who encouraged them to have expectations for themselves. text, the adolescent faces two transitions: one aging up from

TRANSITIONS IN CHRONIC ILLNESS

childhood, but then also aging into an adult paradigm of
health care,” said Dr. Friedman. ““Children with chronic dis-

About 2 million adolescents (6% of those aged 10 to eases, such as diabetes, epilepsy, sickle cell, asthma, and the
18) have chronic conditions.? “In the chronic disease con- rest, should have multidisciplinary services, seeing the same
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|
“You can lower all the barriers in terms of
availability and affordability, but if you don't

have confidentiality, you won't get the teens.”

—Dr. Diaz
|

nurses, physicians, and health educators from childhood into
adolescence. The issues include compliance, parental relin-
quishing of control, and provider trust in handing over to
the teen the day-to-day management of issues.”

Anne: | have epilepsy, and I've been discussing it with
my friends since the fourth grade—what it’s about and
what my symptoms are, and not to be afraid of anything.

I think there’s a positive side, because they’ll learn from it.

Chronic disease poses special issues to the adolescent,
observed Dr. MacKenzie. “Most adolescents wake up with
a fairly bright view of their future and think anything is
possible. Adolescents who have a chronic illness wake up
with a compromised outlook or even shortened life
expectancy. A young cystic fibrosis patient said to me,
‘Doc, you don’t know what it is like to wake up and not
know whether this is your last day.” With such a myopic
view of their future, it isn’t surprising that they say, ‘What’s
the difference? Why don’t | go out and party?’”

Jim: 1 have sickle cell disease but no one ever really talked
to me about the future. When | went to college, a professor
started a lecture about inherited diseases, and he explained
about shortened life expectancy. | was so upset | had to leave the
class. No doctor had ever talked with me about this.

“The person who transitioned into adolescence with
the disease is different from the adolescent who acquires it
during adolescence,” said Dr. MacKenzie. “Those who
get their disease during adolescence struggle more. They
deny the disease. This presents a much greater challenge to
the physician.”

Diabetes is particularly challenging in adolescence.
There are physiological, social, and psychological factors in
adolescence that pose challenges to its control. Specialized
centers—with teams of specialists, generalists, educators,
nurses, and others—have been found effective.*®

Rebellion, disagreement, independence—these are
not the traits of an easy-to-manage patient. “These teens
are challenging, so the physicians need to look at their own
style to see what is it in them that is creating the issues.
Clinicians might discover that they’re very abrupt, not
forthright, or not very trusting. This could be because
they’re dealing with the teen in a very perfunctory way,”
Dr. MacKenzie said. “The 50-year-old might be treated
similarly, but is more tolerant than the adolescent.”

Experts often seek adolescent medicine specialists to
consult in the hospital. Dr. Friedman said: “They have this
fantasy that in our 45-minute consult, we’re going to
make this teenager take insulin or comply with the dialysis
schedule.” Dr. Diaz finds that some specialists are anxious
to have an adolescent medicine specialist comanage a

teenager with a chronic illness. “They often come and ask
us to comanage the kid,” she said. “If you treat teenagers,
you have to understand independence, autonomy, and
decision-making. Teens are more than just a patient with
diabetes; they’re teenagers with diabetes,” said Dr. Irwin.
Jil: 1 have an insulin pump. My doctor sent me to the
pump specialist and she told me that I was going to have to skip
three weeks of school. It was just impossible. I had had the dis-
ease for many years, so 1 knew what I was doing. I thought it
was ridiculous to have the same standards for everybody, re-
gardless of their knowledge of the disease, so I switched doctors.

HAVING SENSITIVE CONVERSATIONS

In exploring adolescents’ most sensitive issues, con-
text is critical. Dr. MacKenzie said: “As professionals, we
often ask sensitive questions in a “need to know” fashion
but which may be personally intrusive or insulting to the
adolescent. Build rapport, create the context, assure con-
fidentiality, and then sensitively and objectively pose the
question. This is particularly true with questions related
to sexuality and drug use. Teens do share their thoughts
and experiences in a relationship of respect, trust, and
confidentiality.”

When she began working with teens, Dr. Diaz start-
ed out assuming that teenagers would not be open to
discuss sensitive topics, but she found they wanted to
talk. “Ask teens. They will tell you they wish their physi-
cians, nurses, and teachers were comfortable asking them
about sexual abuse, rape, depression, or eating issues. |
think that is a failure of our system and our training,” said
Dr. Diaz. Only one in ten girls or boys reported having
a discussion with a doctor about sexual abuse or incest.>

Jill; 1 wish they could make us feel comfortable. If they
are open with us and they tell us what they really think, then
we’ll be able to open up to them, and tell them what we
really think.

“When | was in training in adolescent medicine, |
thought the incidence of sexual abuse was near zero,” said
Dr. Diaz. “Within a year of finishing my fellowship, a study
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Keeping the Teen, Provider,
Parent, and School in the Loop

Even as the parent-teen-provider relationship evolves,
there is a fourth player: the school. Dr. Irwin asked: “How do
we disseminate knowledge about adolescent medicine into the
school? Where is the funding? Where is the leadership?” Any
model should center on the needs of the adolescent, but
Dr. MacKenzie finds that that’s not always the case: “Schools
tend to worry first about liability, guidelines, regulations, and
institutional policy. It falls back on us as proponents of quality
adolescent health care. We aren’t often asked to speak at the
systems level. And when we do, our input falls upon deaf ears.”

School health professionals may face challenges in pro-
tecting the privacy of the teen when the teachers or adminis-
trators believe they should have access to this information.>®
“School nurses are working to change school policies to rec-
ognize the embarrassment kids feel surrounding medications.
They’re also working with physicians to understand that what
they prescribe may not work in that school setting,” said
Dr. Robinson. “But there isn’t a school nurse in every build-
ing, nor will there probably ever be.”

Amy: One of my friends is diabetic and when I first met him,
he didn’t tell anyone about it; and he’d always hide at school for
shots. But then he ended up having a seizure in class, and we were
like, “You don’t have to be embarrassed. We understand.”

Is the money there to support universal school-based health
centers? Dr. Barrios responded: “Schools need to be creative in
finding funding. They might need to cobble together funding
from federal, state, and private services. Success in primary pre-
vention as well as treatment will come when we build local and
state capacity to do coordinated school health programs that

involve families, communities, and the whole school.”

“Politicians pay attention to votes and money,” said
Dr. Friedman. “The school pays attention to what the PTA
wants to do. Parents have the power.”

TAKING MEDICINE AT SCHOOL: ZERO TOLERANCE?

Lily: 1 personally have always taken drugs as prescribed, but
I know a lot of my friends, especially guys, take extra. If it’s twice
a day, they’ll take it four times a day, because they think they’ll
get better faster. And especially for painkillers, I think a lot of
teens abuse the dosage.

When medicines must be taken during school hours, the
teen’s health and the school’s rules can conflict. Administra-
tion of medicines for a chronic disease impairs compliance,
Dr. Irwin reported. At elementary school, a teacher or a nurse
supports the young person in getting medication. “Suddenly,
the child arrives in middle school where medications are not
given by teachers. The kid has to go to the office and sign a
form. At the time when the kids are struggling with not want-
ing to be viewed differently, they’re singled out. These kids are
labeled as irresponsible, but the system is wrong.”

Newer, sustained-release or long-acting medications are
especially appropriate for this age group, Dr. Irwin said.
“Regimens will be more effective if young people don’t have to
take them at school. But we need to change the system for kids
who need to take medicine continuously. Most schools do not
have a full-time nurse, or often even a part-time nurse. The
school secretary handles the medication. This is not an adoles-
cent issue. This is a system that isn’t responsive.” “Most adults
wouldn’t take medicine during the day if they had to announce
to their coworkers and go to another office to get their pills,”
said Dr. Friedman. “We label teenagers as problems, but the sys-
tem is terrible.”

of sexual violence in our own clinic found that 58% of girls
had some history of sexual violence. Now we ask every sin-
gle person that we see for routine care, girls and boys,
about sexual violence. In our population of teens, sexual
violence has become my number one public health issue.”
While teens do not fit the stereotype of battered women,
one in five teenage girls experiences physical or sexual vio-
lence during dating that results in serious health risks.5!
“The first time you ask, it is difficult, but after talking
to enough of these kids, it becomes second nature to you
as a provider. And when you’re comfortable, most teen-

agers are like an open book.”

Scott: When you treat people like they’re mature, they
act mature. You can say the word “penis” in front of 13-
year-olds and they will react maturely because you’re not
talking down to them.

Many abused adolescents present with drinking prob-
lems, depression, anxiety disorders, a series of accidental
injuries, acting out at school, and other behavioral problems.
*“A sudden change should be a red flag for sexual violence,”
said Dr. Irwin. Dr. Diaz said, “The longer | practice, the
more | believe asking about sexual abuse is essential.”
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Chapter 3

Alex: Several years ago a bunch of people thought it
would be a cool thing to take their parents’ cars out at night.
They were like 13. One night, one of the people in the grade
below me took out the car, and crashed and died. It was like
a big tragedy.”

Take one part impulsivity, one part invincibility,
and two parts curiosity. Add a dash of alcohol, a pinch of
inexperience, and mix. This is a recipe for the leading cause
of death among young persons: intentional and uninten-
tional injuries. In the 1930s most teens died from illness or
birth defects, but today most teens die from injuries and
violence.® Three of four deaths are due to injury: uninten-
tional injuries, homicide, and suicide.®? From automobiles,
bicycles, motorcycles, and skateboards, teens are frequent
injury victims. The latest data indicate that adolescent
deaths are at an all-time low of 75 per 100,000,% but
injuries remain the leading cause of death in the age group.
From 1980 through 1998—the latest year that statistics
have been analyzed—motor vehicle injuries were the lead-
ing cause of death, even though they have declined by
one-third since 1980.%2 Adolescent males are dying at a
higher rate than females across all races and age groups.®

“There are more than 7 million adolescents visit-
ing emergency departments for injuries,” Dr. Barrios
remarked. “An enormous gap exists between needs and
services in the prevention of unintentional injuries, as well
as injuries from violence and suicide. In 1998, there were
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ome On! Just Trly It!
It Will Be Great!

ical costs alone.” Most parents dramatically underestimate
the risk-taking behaviors among their children.®® Many
pediatricians feel they lack training and resources. In fact,
a new UCSF research study showed that a carefully
designed training program to teach pediatricians how to
talk to teenagers about risks during 20- to 30-minute
annual medical exams can increase the number of teens
who are screened for risk behaviors by an average of 16%.%°
During the routine pediatric checkup, teens were asked
about seat belt and helmet use, alcohol and tobacco use,
and sexual behavior.®* (Figure 3.)

“The most serious problem among adolescents is
poor driving, which in the United States is the number
one killer of youth and the number one disabler,” said
Dr. Simons-Morton, whose research links problem driving
with poor parenting practices, including low levels of
monitoring, no curfews, and lenient rules.®? Even though
motor vehicle crashes are the most significant in terms of
death and injury, Dr. Barrios said there was a strong cul-
tural imperative to allow driving. “We allow children to get
driver’s licenses at age 15 or 16 without much training. We
can expect to continue to have a high level of fatalities,
unless we change that. We know that graduated licensing
systems are effective in reducing crashes and crash deaths.

“The most serious problem
among adolescents is poor
driving, which in the United
States is the number one
killer of youth and the
number one disabler”

more than 25,000 U.S. children and young adults aged 10
to 24 who died from injuries—that is almost 100 per day.
If you look at just 15- to 19-year-olds alone, injuries end
the lives of 29 adolescents a day—an entire classroom is
disappearing every day. The public focus is on school
shootings, but there are so many other kids dying from
motor vehicle crashes, drowning, and suicide.”

The medical care for injuries among teens is costly,
Dr. Barrios reported. “Injuries requiring medical attention
or restricted activity cost $17 billion annually just in med-

Dr. Simons-Morton
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Table 3
Do You Want Some?*

Alcohol 81%
Tobacco 70.4%
Marijuana 47.2%
Glue sniffing, inhaling from paint/spray cans 14.6%
Cocaine 9.5%
Methamphetamine 9.1%
*Percentage of teens who have tried these substances.

Source: CDC, 1999.

There are things we could do that would take care of unin-
tentional injuries. Why aren’t we doing them?”

Taking some risks is a normative part of adolescent
development, as teens experiment with limits and test
rules. But substance abuse is related to morbidity and mor-
tality in both the short and long term, and it’s also an
important indicator of well-being and social relations.*
Almost one in three Americans older than age 12 has tried
illegal substances—one in ten in the past year.%® The cur-
rent drug of choice among American teenagers is cannabis
(nearly half of high school seniors have tried marijuana®;
estimates of hashish use are not available), but a relatively
steady percentage of American teenagers since 1980 have
experimented with cocaine or heroin.®* Following the pat-
tern of binge consumption of alcohol, adolescent drug use
today is primarily focused on drugs that are taken sporad-
ically: cannabis, ecstasy, amphetamines, and cocaine.®*

Figure 3. With Age, Multiple Health Risk Behaviors*
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42%
40
29% 32% 29%
"E 30 | 0 0
8 21%
& 20 1%
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Grades 7-8 Grades 9-10 Grades 11-12
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*Risk behaviors include regular tobacco use, regular alcohol use, regular
binge drinking, marijuana use, other illicit-drug use, fighting, weapon
carrying, suicidal thoughts, suicide attempt, and unprotected intercourse.

Source: Urban Institute, 2000.
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“When parents talk about drugs, what they know as drugs
are not necessarily the drugs that are popular. In today’s
society, marijuana and ecstasy are available from the inner
city to the wealthiest suburbs,” said Dr. Simons-Morton.

Those teens who were participating in the riskiest
behaviors were the ones least likely to go to a physician or
school health clinic for their problems.?® (Table 3.)

KIDS WHO DON’T TAKE RISKS

Dr. Diaz emphasized the importance of focusing on
the positive. “There are lots of teens who do not regularly
engage in any risk-taking behavior.” Many teens are mak-
ing responsible and healthy decisions, and are engaged in
positive behaviors like earning good grades, spending time
with parents, being involved in faith-based groups, or par-
ticipating in clubs and sports. Significant progress has been
made over the past decade in reducing juvenile motor
vehicle deaths, the use of alcohol, cigarettes, and illegal
substances, and the incidence of STDs.%

Few media reports focus on the good news about
teen risk taking, emphasized Dr. Irwin. “There has been a
significant recent decline in the mortality in adolescents.
Hospitalization rates are down. Kids are participating in
fewer risk behaviors than before.”

“In spite of all of this good news, there is a core group
of kids that are still multiple-risk takers,” Dr. Irwin stated.
“A minority of kids take the majority of risks. This high-
risk group has remained stable. Most of the decrements in
risk have been among youth who were at low risk—those
youth engaging in a single behavior,” Dr. Irwin said.

Adam: | don’t hang out with the best kind of people.
Some friends have done hard drugs, like acid, cocaine, and
worse, and | see that. I feel it’s really stupid. I tell them every
day, “You’re getting stupider from it.” But they don’t listen.

Dr. Irwin said: “Many people mistakenly believe that
most premature male deaths affect men in their 50s and
60s. In fact, the age group that has the greatest excess mor-
tality is the 15- to 24-year-old group, where male teens are
almost three times more likely to die than female teens.”

Z0é&: At least three-quarters of my friends smoke ciga-
rettes. | guess they think it looks cool or whatever, but kids
don’t think about consequences. If you don’t see in your life
someone dying of lung cancer or something, you’re not going
to see the harm.

FIND ONE RISK, LOOK FOR OTHERS

Why would kids take risks? Risk taking itself can raise
self-esteem; or certain risk-taking behaviors—for example,
sexual behaviors—are correlated with a higher level of self-
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he Missing Teens

The panel paid special attention to the teens in
the U.S. who have been left out. (Table 4.) “The
doors of the American health care system are not
open to everyone,” said Ms. Carter. “There are mil-
lions of children who lack adequate medical care
because they lack insurance. Like adults, teens’ health
status is still determined by race, language, culture,
geography, and economics. Uninsured children are
five times more likely to use the emergency room as
their primary source of regular care.” Ms. Carter
praised the states’ Children’s Health Insurance
Programs for correcting some past inequities, but not
all eligible adolescents are enrolled, in part because of
the complexity of the application process.

The health gap between children below the
poverty line or above did not change from 1984 to
1999; about 87% of wealthy teens are in very good
or excellent health compared with only 70% of teens
below the poverty line.% “We should wake up before
it’s too late to save the teens society has abandoned,”
said Ms. Colver.

Dr. Diaz pointed out that whatever problems most
teens have gaining access to health care, the problems
are greater for those with cultural, language, or eco-
nomic barriers. “In our main center in New York, the
majority of whom are poor and uninsured, we have
over 50,000 visits per year; we also have another 20
programs in the community. There needs to be
increased capacity of culturally-sensitive, adolescent-
friendly services which are provided regardless of the
adolescent’s ability to pay.”

Table 4
Signs of Risk
Has at least one disablility 7.6%
Retained in grade at least once 8.1%
Speaks English less than “very well’”” 4.9%
Either parent emigrated in past five years 2.3%
Family income below $10,000 8.5%
Neither parent/guardian employed 10.5%
Source: U.S. Census Bureau. At-Risk Conditions of U.S. School-Age
Children, 2001.

esteem. The celebrity of risk taking is exemplified by the
Arizona teen celebrated by his peers as “Crackhead Chris,”
whose exploits in weapon carrying, substance abuse, trou-
blemaking, and sexual risk taking are celebrated in the high
school lore, propelling him to new risks. This is not new,
because parents of today’s teens went to school with some
groups that were “hippies,” “greasers,” or “psychedelics.”
A recent CDC study®® found that most adolescents were
not engaged in multiple health risk behaviors, but one in
12 adolescents aged 12-13 years engaged in two or more
behaviors and one-third of those aged 14-17 years did so.
Those most at risk were males and out-of-school youths
aged 14 to 17. (Figure 4.)

Risk behaviors cluster in predictable ways, Dr. Irwin
observed. Adolescents who abuse one substance also tend to
abuse other substances. Cigarette smokers are considerably
more likely to be marijuana users. Teens who abuse sub-
stances are more likely to be sexually active.

Smoking is a clue that other risks are probably being
taken. The vast majority (85%) of those who engage in

multiple risk-taking behaviors will be found among the
12% of teens who smoke daily.5* While physicians are con-
sistent in identifying smoking status in about 70% of ado-
lescent visits, they rarely (2%) counseled about not smok-
ing.%® In all countries, for both genders, there has been an
increase in tobacco experimentation among 11- to 15-
year-olds.*

“The reasons teenagers use substances are extremely
varied. In the same way that not everybody who has high
blood pressure has it for the same reason, not every teen
drinks for the same reason,” said Dr. Irwin.

“Adults miss the links, because they separate the
risks. There are poor data about the links, because we are
funded to do projects risk by risk. Risk factors come in
clusters,” Dr. Nichter said. “Kids will experiment. This is
a normative experientation that occurs in adolescence.
Trying cigarettes or a drink does not usually result in pro-
longed use,” she said.

“Of course teens will experiment,” said Dr. Irwin. “But
at what point is it not experimentation?”
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Figure 4. Leading Causes of Mortality:
Adolescents/Young Adults Aged 10-24, 1997

All Other Causes
21%

Other Unintentional
Injuries
Homicide 11%

18% Suicide
12%

Source: National Adolescent Health Information Center, 2000.

SEXUAL RISKS

Scott: Why don’t adults talk about sexuality when they
know we are thinking about it? Don’t make it such a taboo
subject. I think it’s better to teach about sex rather than hide
it from everybody, because then you can make it safer.

They’re not saying “no.” This is a generation that
is taking sexual risks—and at earlier ages. Early sexual
activity, pregnancy, and STDs pose short-term risks,
with lifelong health and economic consequences. Half
of all high school students have had sexual intercourse.
Currently, the median age of first intercourse for U.S.
teens is 14 for girls and 13 for boys.*® Today, children as
young as those in the sixth grade are potentially sexual-
ly active.®” Using confidential questionnaires, researchers
surveyed 1,389 11-year-olds in 14 Philadelphia public
schools at the beginning and end of the sixth grade.
They reported that 30% of the students entering sixth
grade already had sexual intercourse.

Today’s teens were born after the discovery of HIV.
Despite warnings throughout their lives, the prevalence of
HIV in young men aged 15-22 in seven U.S. cities

“While it may be true throughout life that men
are from Mars and women are fromVenus,
in early adolescence I'm not sure that boys
and girls are from the same solar system.”

—Dr. Simons-Morton
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remains alarmingly high, with an overall prevalence of
7.2%, rising with age among those young men who have
sex with men, according to the CDC—ypointing to a resur-
gence of the AIDS epidemic coming soon for these ado-
lescents.® A startling 13% of teenage girls who provided
self-collected vaginal samples®® were found to have undi-
agnosed STDs. Many had never had a gynecological
examination.

“Anticipatory guidance is not rocket science,”
Dr. MacKenzie said. “First, ask kids if they’re sexually
active. If they say no, ask if they’re thinking about becom-
ing sexually active. They are the best predictors of what
they’re going to do.”

Campus interviews conducted during Dr. Levine’s
research® reveal a limited student understanding of safe
sex. A student at Boston University reported the threat
of AIDS meant that a student will observe a person for
a while before sex. “Of course, a number of students
suggested the waiting period was until the second date,”
Dr. Levine wrote. Some students described sex “largely
as a succession of one-night stands fueled by alcohol.”

BOYS’ RISKS, GIRLS’ RISKS

While 90% of teens report feeling relatively healthy,
young girls consistently report a higher frequency of health
problems, pain syndromes, and negative affects than
young boys.*® If you ask parents of teens, their concerns for
their boys are related to injuries, and their concerns for
their daughters are related to date rapes, pregnancy, and
AIDS. Dr. Robinson said, “Risk behaviors in males tend to
be more assertive and aggressive, and those in girls tend to
involve relationships. Why is this so? Certainly, estrogen
and testosterone play a role.”

Dr. Irwin said that this area needs more research.
“Boys and girls are different—girls with internalizing
behaviors and boys with externalizing behaviors. They
have different health needs. Gender is an important issue.
We should be talking about how to use it in a positive way,
not blaming boys for being physical or girls for being con-
cerned about their relationships.”

“Boys and girls in early adolescence are virtually dif-
ferent species,”” said Dr. Simons-Morton. “While it may be
true throughout life that men are from Mars and women
are from Venus, in early adolescence I’m not sure that boys
and girls are from the same solar system.” (Table 5.)

SOLUTIONS: TIES THAT BIND
There is no substitute for attentive and caring parent-
ing. Teens that feel caring and a sense of closeness to their
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parents, at school, and in their community consistently
develop better health outcomes and safer behaviors.
As revealed in the National Longitudinal Study on
Adolescent Health, those teens with parent-family con-
nectedness and school connectedness were protected
against almost every risky behavior except pregnancy.”
Parents who expected their teens to not have early sexual
intercourse, and vocalized this expectation, were more
likely to have teens who waited to have intercourse.
Parents who remain calm during the storms of adolescence
tend to have successful children.

“Adolescents test rules and question authority, but
that’s their job. The job of a parent is to establish parame-
ters within which this can be done safely,” Dr. Simons-
Morton explained. “Parents should set parameters
between acceptable choices: you can either do this or that.
Over time, a great relationship can develop because it is
based on trust and respect. If parents are responsive, the
adolescent will explore the limits between the parents’
clearly stated boundaries. They will internalize this and
realize there are consequences for their behavior.”

Dr. Simons-Morton believes it is time to re-establish
authority and discipline within a responsive context. He
was not referring to “tough love,” but to loving discipline,
communication of values, and respectful conversations. “It
disappoints me that schools fail this very simple principle.
In our surveys of youth, teens report lower levels of satis-
faction, poorer perceived climate, and lower levels of com-
mitment to academic achievement, as they progress from
sixth grade to eighth grade. And again in high school, all
of these variables decline. We have set up schools so the
kids see the authority as almost like prison, and they’re
fighting it all the way. And so by the time they reach the
eighth grade, some have absolutely no commitment to the
school. And if the parents are merely demanding without
being responsive, the kids rebel.”

FUTURE HEALTH AND THE APPEARANCE CULTURE

Anne: We have had nutrition classes, but they say,
‘Don’t eat candy bars and junk food.” I've never gotten any
information from anybody telling me exactly what is healthy
to eat. No doctor has ever asked me what | eat.

“Health risks are not only physical risks—injuries,
addiction, or disease,” said Dr. Nichter. “The definition of
what it means to be healthy—yparticularly for girls and more
and more for boys—is to achieve a perfect body. Some
teens may do things adults know to be risky to achieve their
ideal of perfection.” Eating disorders, excessive exercising,
and anxiety about weight are emerging as a damaging spi-
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“The definition of what it means to be healthy—

particularly for girls and more and more
for boys—is to achieve a perfect body.

—Dr. Nichter
|

ral of attitude and behavior among many teens.

Amy: All the girls think they have to have a body like a
celebrity. And all the guys are talking about how pretty this
or that celebrity is, and *“I wish you looked like that.” For girls,
it means they’re not pretty enough.

“Research demonstrates that the majority of white
girls are dissatisfied with their bodies. African-American
girls, on the other hand, seem to have a much stronger
body image. The fashion world sends messages about
how women should look and promotes an ideal that most
girls will not meet. Where are the more positive role mod-
els for healthy body image?” Dr. Nichter asked. While
the media emphasize an “epidemic™ of eating disorders,
Dr. Nichter pointed out that only 1% to 3% of teens have
eating disorders.”* Some teens have adopted weight loss
methods associated with eating disorders. (Table 6.)
“Teens may get only five class periods on nutrition in their
entire four years of high school. Often, what is provided
is a lecture on the food pyramid,” said Dr. Nichter. “This
is clearly a missed opportunity. Look at what we serve in
schools: fries, pizza, or hamburgers, often with a soda.
What's the message we are giving about healthy eating?”

Table 5
Risks Vary by Gender

Boys are at greater risk of:

or motorcycle helmets
= driving after drinking alcohol
= carrying weapons

= participating/being injured
in a physical fight

= episodic heavy drinking

weight gain

lose weight

Source: Adapted from CDC, 1999.

Girls are at greater risk of:

« rarely or never wearing seat belts < suicide-related behaviors

= being forced to have sex

= fasting to lose weight/control

= taking laxatives or vomiting to

= not participating in vigorous or
moderate physical activity




Figure 5. An Epidemic of Obesity
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Lily: Weight is some-
thing I think about every
day, maybe every hour.
We all talk about it all
the time. When my
friends go on diets, they
either abuse diet pills or

y;

eat only lettuce for weeks.

1971-74  1976-80  1988-94 .
y Ms. Colver is see-
‘ear . s .
Girls 1219 mmmm Boys 12-19 ing teens’ growing at:

tention to weight issues
across broadly divergent
SOCioeconomic  groups.
“Girls’ health concerns begin with weight issues.
Paradoxically, we’re also seeing a preponderance of over-
weight adolescents, increasingly sedentary lifestyles, and
more type 2 diabetes in adolescence.” A 15% increase in
the prevalence of type 2 diabetes in 15- to 19-year-old
adolescents was seen from 1988 to 1996 by the Indian
Health Service, and some reports in other populations find
a 45% increase recently.*® The most prevalent eating disor-
der is overeating. Rising body-mass indexes are not just an
adolescent appearance issue, because excess weight in
childhood is a risk factor for coronary heart disease and the
first step on the road leading to elevated blood pressure,
adverse lipid profiles, and type 2 diabetes.* (Figure 5.)

Lily: When 1 was growing up, we always had to sit down
at dinners together, and I think that provided me with a
really good sense of nutrition. It’s not only kids that are more
stressed but parents, too. You never sit down anymore and
learn how to eat healthy.

“Eating is a simple behavior influenced by a complex
interaction of biological, psychological, and social factors,”
said Dr. MacKenzie. “In a society that is so image con-
scious and visually focused, self-esteem can often become

“Girls’ health concerns begin
with weight issues. Paradoxically,
we're also seeing a preponder-
ance of overweight adolescents,
increasingly sedentary lifestyles,

Ms. Colver

and more type 2 diabetes in adolescence.”
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centered on physical appearance. What we as adults or pro-
fessionals see as a problem, adolescents often see as a solu-
tion. The solution is to accomplish a self-perceived devel-
opmental challenge. Disordered eating and its conse-
guences such as starvation become only the sentinel symp-
toms of a complex biobehavioral disorder that manifests as
a body image disturbance, compulsive behaviors, social
isolation, and distressed interpersonal relationships, with a
strong dependence on external affirmations as to their
identity. They are young people in conflict with wanting to
please while at the same time having strong feelings about
what is best for them. Their solution—the eating disor-
der—becomes the problem. Like all of us, we do not give
up our solutions easily.”

Amy: I think my roommate has an eating disorder, and
s0 we help her out and we’ll exercise with her, but then we’ll
make sure that she eats. She’s like, “I’m not skinny enough.”
And she’s taking the diet pills, and exercising all the time.

Table 6
Teen Attempts at Weight Loss

Teens trying to lose weight in the past 30 days ~ 42.7%
Females 59.7%

Males 26.1%

Gone without eating for >24 h to lose weight 12.6%

Females 18.8%
Males 6.4%

Used pills/powders/liquids to lose weight
without physician’s advice 7.6%

Vomited/used laxatives to lose weight 4.8%

Source: CDC, 1999.

As a culture, diversity of body shapes, sizes, or colors is
not celebrated, while an unnatural and often unattainable
“ideal” body is considered essential among young girls.”
Girls whose bodies do not fit the cultural definition of ideal
beauty need to be supported as they move through adoles-
cence. “We also need to teach tolerance to kids. There’s a
lot of bullying that goes on about weight. In our multicul-
tural society, people come in all shapes and sizes. And beau-
ty comes in different forms,”” Dr. Nichter said.

Adam: Even though my friend hasn’t done anything
bulimic for two years, you can still see the bones in her face, and
her voice box is scarred from purging. People who are doing this
are getting younger in age. This girl started when she was
about 12 or 13. Now | hear 9-year-olds saying “I’m too fat.”
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ALCOHOL: THE DRUG OF CHOICE

Amy: The drinking is happening in high school and
freshman college year. Once you hit your senior year in col-
lege, you're not really thinking about it. Like, I've grown out
of the party scene. You watch the freshmen that drink a lot
and you laugh at them, because they look stupid.

Heawy, episodic drinking can begin as early as age 12
now. It is estimated that binge drinking affects one in four
of those aged 14 to 17, increasing further in high school
to a rate of up to 39% among high school seniors.* What
teens consider normal levels of drinking can lead to unsafe
sexual activity, drinking and driving, academic difficulties,
accidents, and violence.”? “Early experimentation with
alcohol increases lifetime risk for substance abuse and other
social and health problems,” observed Dr. Simons-
Morton, whose work links early alcohol use with positive
expectations, exaggerated perceptions of drinking preva-
lence, positive attitudes toward drinking, and low grade-
point averages in boys. Among girls, problem-behaving
friends and parents without strong nondrinking expecta-
tions for them were linked to early use of alcohol.”

Alex: All the high school kids know where to get beer. My
friend’s father will buy it for us. There’s a reason why all the
kids are hanging out at his house. I think it’s good because we
are still safe. It’s not like we’re getting drunk in a bar or
something.

As always, alcohol is the drug of choice among many
college students. The issue today is the amount of alcohol
consumed and the problems that ensue. The Commission
on Substance Abuse at College and Universities™ reported:

< Emergency admissions for alcohol poisoning on
college campuses are up 15%.

= More undergraduates will die from alcohol causes
than will get MAs and PhDs combined.

= Alcohol consumption is involved in 80% of campus
vandalism, 90% of campus rapes, and 95% of violent crime
on campus.

Scott: The teachers talked about alcohol for the first time
in sophomore year of high school as a gateway drug, but no one
bought it. The only effect they had was on the kids who already
didn’t want to use alcohol, since it supported the opinion
drinking could be dangerous. But among kids who were
already drinking, the message came too late.

“Alcohol and other drugs are closely related to every
kind of injury you can imagine—from drowning and boat-
ing, to collisions and motor vehicle crashes, and to inter-
personal violence, date rape, dating violence, and suicide,”
Dr. Barrios said.

Alex: Like, even if you do grow out of drinking, the expe-
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Table 7

Win Some, Lose Some
Improving Risk Behaviors

Worsening Risk Behaviors

Never/rarely wore seat belt
Never/rarely wore bicycle helmet
Rode with drunk driver

Carried a gun on school property
Involved in physical fight
Seriously considered suicide

Had four or more sexual partners

Trends in risk behavior from 1991 to 1999.
Source: CDC, 2000.

Frequent cigarette use
Episodic heavy drinking
Lifetime marijuana use
Current cocaine use

Failed to use birth control
pill with last sexual experience

rience will affect your attitudes when you're older. If you
smoke when you’re young, even if you quit, you have problems
that will last forever.

The appropriate line between parents, alcohol, teens,
driving, and health is not easy to draw, said Dr. Irwin. He
attempted an intervention with young adolescents that
involved avoiding driving with someone who had been
drinking. “We planned an education program to teach
skills for getting out of a car if a peer who was driving was
drunk. Then one kid asks, ‘Dr. Irwin, my friends don’t
drink. It is my father. Should I get in the car with him after
he’s had a six-pack? This brought reports from many
other children who reported driving with drinking adults
or older siblings. All of the alcohol intervention programs
assume that it is a teenager that is driving drunk, when in
fact it is mom or dad or uncle or sister.”” But his class pro-
voked controversy. “I’ve never had more people screaming
at me. The superintendent almost threw us out of the
schools. When we talk with kids about drinking and driv-
ing, we also need to be talking to parents about being
responsible.”” (Table 7.)

RRLYin or uncle or sister”

“All of the alcohol intervention
programs assume that it is a
teenager that is driving drunk,
when in fact it is mom or dad
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Chapter 4

Scott: Health classes are pretty useless with the lecturing,
“Don’t do it.” That’s not what is going to make our decision.
Explain what is wrong with it. We don’t get that kind of
information from teachers or parents, so we get it from other
kids. They don’t shout propaganda.

An enormous investment in resources is being
made in promoting health messages to adolescents.
Whatever the difficulty, the payoff of delivering the health
message to teens remains an incentive to continue to invest
in this strategy. Teens need to develop skills for making and
sticking to healthy lifestyle behaviors, for learning tech-
niques to resist peer pressure or abusive situations, and for
finding ways to develop self-esteem about their bodies.

Some adults make the mistake of lecturing about the
evils of smoking, sex, or drugs. “Teens want to shape their
own attitudes, not hear your opinion,” said Dr. Simons-
Morton. ““The child in the fifth grade has attitudes toward
problem behaviors that are negative, against weapon car-
rying, smoking, drinking, delinquency, sex. But by the sev-
enth or eighth grade, with friends who smoke and drink,
attitudes are changing. This wasn’t a matter of learning,
but observing.”

Alex: Right now is when we’re making decisions that
will affect us for the rest of our lives; we need the information
in a way that we’ll listen. Doctors can’t say, “Don’t do this or
that.” They have to talk to us as if we’re their friends. They
can’t be intimidating. VWe’re their patients.

e
“Just say no isn't enough when the
media and the culture encourages

them to just say yes.”

—Dr. Nichter
|
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ctivating Teens for
Health: Roles for
Peers, Parents,
and Professionals

“I don’t think teens are much different than adults.
They don’t like to hear complex answers to questions they
never asked,” said Dr. MacKenzie. “Start with what they
care about: ‘What do you think of the television star who
was arrested for drug possession again?” With that kind of
lead-in, bring in your information. Then it can be received.”

Adam: The teacher says, “You shouldn’t do this. You
shouldn’t do that.” It goes in one ear and out the other.
Health teachers are nagging, not teaching. 1 see kids who
really need information because they are acting in a way
that is in some shape or form killing themselves.

Regardless of how carefully adults tread the line, teens
are usually more influenced by their peers. The emphasis
is often on the negative aspects of peer groups, but
The Pfizer Journal ® panel emphasized the potentially pos-
itive effects of peer groups. The peer attitudes of the
““‘good” groups encourage academic achievement, sports,
and healthy lifestyles. (Figure 6.)

Parents still have power in determining their chil-
dren’s options in peers, and they may have more power
than they realize, Dr. Robinson said. “Certainly in the
young teenage years, the parents’ opinions are valued.”
With adults feeling tongue-tied and uneasy, they avoid
broaching serious subjects and teens are often left to learn
by watching others.”

Z0&: Schools are trying to address teen health. But I also
think that these classes tend to be ineffective and sort of con-
descending towards teens, like giving very basic knowledge
that we already know, as if most of us haven’t experienced
what they’re talking about.

“In my research, one young smoker who also abused
alcohol told me why she hadn’t listened to information
about risks,” Dr. Robinson said. “She couldn’t relate to
the pictures of black lungs or the risk of a heart attack.”

Dr. Simons-Morton agreed that the issue of how
teens are influenced by their peers is a complex one. “With
relatively rare exceptions, kids don’t have long conversa-
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tions where they exchange information. Nevertheless,
they’re influenced by the group norm. They gather this
information largely from impressions or offhanded con-
versations. And they may make assumptions that are not
correct.” He said that kids have a distorted perception of
the number of classmates engaged in negative behaviors.
“Like all of us, they only have a small circle.”

Lily: One of the most effective tools to use in education
about health is other kids, because 1 think a lot of people have
this view that “Oh, it’s never going to happen to me. Even if
I try cocaine, I'll never become addicted,” or “I’ll never let
my eating disorder get so bad.” For me, I learn from what |
see others experiencing.

TRANSITIONS ARE OPPORTUNITIES

Transitions represent a teachable moment for adoles-
cents, Dr. Barrios said. “For infants, the transition from
breast or bottle feeding to solids is a perfect time to teach
parents about choking risks. When the toddler starts to
move around the home, it is time to talk with parents
about childproofing and poison prevention. If you’re talk-
ing to a 15-year-old, the driver’s license is next. It is a per-
fect opportunity to talk about motor vehicle safety, drink-
ing, relationships with their friends, and safely using their
new mobility.”

Teens without anxiety about change are not listening
to adults talking about change. “If there is nothing going
on in their lives that relates, if you give them a lecture about
STDs, you don’t get 15 minutes of their time, you get 1
minute of their time. They’ve checked out on you. So first
you have to recognize these vulnerable points, then seize
the opportunity,” Dr. MacKenzie said. Some of the best
opportunities are when teens come in for a pregnancy test,
to be tested for an STD, or for a college or sports physical.

Scott: The most effective message against drugs came
from real-life pictures of people who have lost the inner mem-
brane of their nose. The drugs they talked about were cocaine
and heroin, but they didn’t talk about drugs most kids were
using like club drugs like ecstasy, speed, and designer drugs.
So no one knew there was anything wrong with them.

PEER EDUCATION

Teaching older adolescents to run health education
classes for younger adolescents, otherwise known as peer
education, has not had uniformly positive results, but the
results are encouraging. “The outcome has been very pos-
itive for the older adolescents, some of whom have even
moved into health care careers,” Dr. Nichter said.
“However, difficult issues do arise when doing presenta-
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Figure 6. More Positive Behaviors Than Risk Behaviors
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tions to younger audiences. The older teens struggled with
their own interpersonal issues.”

“It’s an excellent idea, but it’s difficult to pull off. It is
more successful when it complements good programs,”
she said. Dr. Diaz, Dr. Friedman, and Dr. Robinson have
all used peer educators or peer counselors, and they each
emphasized the importance of training the educators in-
tensively. In a program targeted at preventing pregnancy,
STls, and HIVZAIDS, Dr. Diaz said, “With 10 weeks of
intensive training, we have found it quite effective, espe-
cially with multiple interventions with the same kids over
time, and excellent and close supervision of peer educa-
tors.” Dr. Friedman’s experience was with outreach work-
ers for a mobile van in San Diego for homeless and run-
away disenfranchised teens. “The teens make first contact
and they did the paperwork and talked with kids who want
to utilize our services,” he said. “They’re actually way
more effective than | thought that they would be.”

Scott: There’s a lot of stuff that I can’t tell my parents.
But we talk about sex for three hours in the peer education
group I am in and we go give lectures to other kids. I still
don’t talk to my parents about sex, or experimenting with
drugs and alcohol, or—if I had thoughts of depression or sui-
cide—I wouldn’t go to them. Maybe that’s me. I don’t know.

Dr. Robinson described school-based groups for
children with diabetes or asthma or other chronic illnesses.
“The nurse leads the group, but it ends up being a peer
support group. The kids start talking and supporting each
other, often becoming close friends. Those students were
in school more and they had fewer hospitalizations.”

32%
18%
5+
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“We’re kind of stuck in a paradoxical place, which is
we know that teens go to other teens. But we also know
the difficulty and the subtlety required to take a history,”
said Dr. Izenberg. “It takes years for practitioners to learn
these things.”

FROM PARENTS: SILENCE OR LECTURES

“Talk to your teens,” the media campaigns against
drugs and smoking admonish parents. Dr. Nichter point-
ed to a gap in the advice and the follow-through. “We’re
not telling them how to talk and what to say. We’re not
providing enough information to be effective. Just say no
isn’t enough when the media and the culture encourage
them to just say yes.”” A recent survey of Cornell University
freshmen—good kids presumably—revealed that some
had committed crimes, drank excessively, used illegal
drugs, and had sex without their parents knowing.”™

Adam: The problem in general with parents talking to
kids or kids talking to parents, I feel, is embarrasment. |
think that kids are really embarrassed by some of the stuff
that they do.

“Who is educating parents?”” asked Ms. Carter. ““Too
many of us think that parents know how to be parents by
osmosis. There is often no course for parents to take that
gives them proper parenting skills. It is a provider’s respon-
sibility to educate the parent and to work in a partnership
with them to help raise that child. It is everybody’s job.”

Zoé: Ever since | was 10, my dad has told us stories
about when he stayed out late drinking, and that really

opened  the

doors between
me and my
parents. He
said, “If you're
drinking, just

Binge drinking af-
fects 39% of high
school seniors.!

aCl

be careful.”

“Why is there a plethora of information available to
new parents for their infant and virtually nothing for the
parent of the adolescent?” asked Dr. Robinson. “When
you take an infant home, you get a bag that has all kinds
of information. At each infant visit, you get more. For par-
ents of adolescents, or even the adolescents themselves, the
doctor’s office provides nothing. Imagine if the parent of
a preteen would be given information about what to
expect.” Interventions in fifth graders can be effective in
preventing risk behaviors in high school.”™

Amy: When | was growing up, my parents never talked
to me about anything. I think they basically knew that we
were going to learn it ourselves. 1 know that I never could
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have told my mom that I had an eating disorder, because she
would try and fatten me up. She’d just yell at me.

TEENS, THE WEB, AND HEALTH

A public health message is unlikely to reach teenagers
through a brochure. “We are in a very different world
when we care for patients today. They come to us with a
new level of expertise,” said Dr. Irwin. “I think there are
new opportunities that we as health care professionals are
missing. My 13-year-old gets most of his information right
now through digital media. This is the social context of a
huge group of kids in today’s world.”

Dr. Izenberg said there are educational video games
designed for chronically ill children. “Kids with chronic ill-
ness show their friends the game because it helps their
friends understand. 1 view these games as communication
tools for kids.”

“The impact of new media is changing how teens
learn about health,” Dr. Izenberg said. “Interactive pro-
grams such as Starbright’s ‘Exploring Your Incredible
Blood’ are extraordinary tools for helping children under-
stand and manage their health conditions. Children play-
ing the diabetes game ‘Packy and Marlin’ experienced a
77% decrease in diabetes-related emergency and urgent-
care clinical visits, compared to a group of children who
had only an entertainment game at home as a control.”

BUILD ON THE POSITIVE

When a young person says, “I’m using a condom
only about half the time I’'m having sex,”” Dr. Friedman
thinks there is a better response than, “How come you’re
not doing it all the time?” In his practice, he responds,
“Gee, it’s incredible that you’re capable of using a con-
dom half the time. How can we increase your condom
use?” Rather than focusing on the negative, Dr. Friedman
will praise the positive: “The first time the teens hear this
from you, they look at you like you're crazy, because
they’ve never heard this from a doc. All of us have fail-
ures. We should learn from the situational context that
enabled us to be successful.” Dr Nichter concurred: “We
need to build on the positive.”

Dr. Diaz suggested this response: “Wow. You're using
the condoms half the time. Tell me how you do it so that
we can use that to teach other kids. Because it’s incredible,
most adults are not able to do that.”

Amy: You can tell them all you want and teachers can
tell you all they want, but kids have to learn for themselves,
and usually it results in something bad happening. It’s sad
to say, but that’s how it is.
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Conclusions
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esolutions to Protect the
Adults of Tomorrow

“The adolescents of today are the adults of tomor-
row,”” Dr. Diaz said, ““and they’re the senior citizens of the
21st century.” Neglecting the health of adolescents now
will reduce or negate the benefits of past government
expenditures in child survival, childhood communicable
disease, and health education, and will affect future eco-
nomic and social development.*

Prevention and funding were the two themes of the
changes that The Pfizer Journal® panel believed were
needed to protect these future adults. In prevention,
opportunities exist to improve the care of adolescents with
the goal of reducing the incidence of adolescent suicide,
tobacco use, substance abuse, alcohol abuse, violence,
HIV/AIDS, teen pregnancy, and STDs. The needs are
often recognized too late to be effective in prevention. “If
the investment in the health of young people is not made
now, the costs of their long-term health complications and
societal costs will only increase,” Dr. Barrios said.

In funding, the two most important opportunities
cited by the panelists were to reduce categorical funding to
allow more flexibility in care delivery and to design cover-
age that best addresses adolescent needs. Improving and
expanding health care coverage, with an age-appropriate
schedule of medical visits for adolescents, was seen as es-
sential in preventing and detecting diseases and risk-taking
behaviors.

“My recommendation is that we must start talking
and working together—not only those in the health care
community, everyone in the community. We need more
consistency in our messages, and greater mobilization of
services on adolescents’ behalf,” Dr. Robinson said.

“We need a major shift in this country from adoles-
cence as a problem to adolescence as an opportunity,” said
Dr. Irwin. “As a country, we must assume responsibility
for the health and well-being of young people in the same
way that we have assumed responsibility for the health and
well-being of our young children and our seniors. Why is
this vulnerable group left out?”

With the large population of Elder Boomers set to

retire soon, the attention of the health care system will
inevitably turn to the chronic diseases of aging. “This
aging population is going to consume lots of resources,
which will result in fewer resources for youth,” said
Dr. Irwin. “We need to make the case for investing in
teens more clearly and more passionately. We need to
emphasize that almost all of the health problems that
adults have originate during adolescence. To prevent
injuries, habituation, eating problems, cardiovascular dis-
ease, mental health disorders, and all the rest, you have to
go to their onset. If we want a healthy population that
consumes less health care resources, we have to invest in
adolescents. The investment is not so much for adoles-
cence as it is for adulthood.”

Recognize the Costs of Failure. “Accept first that
youth are our society’s most valuable natural resource.
Then, recognize that it is our job to facilitate their normal
developmental trajectory, often known as the good path,”
said Dr. Simons-Morton. “Throughout life, kids are
developing, becoming more independent, learning new
skills, and becoming more accomplished. Their trajectory
is positive.”

But what happens with natural deviations from the
good path? “Say you experiment with smoking because

“When a toddler
starts exploring their
world, we rejoice in
that and say ‘Oh look
how smart they are!
When an adolescent starts exploring the

world, we have to see it as marvelous”
|

Dr. Robinson
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D ealing With Adolescent Health Care

Panel Recommendations

Physicians
= Delivering health messages at age 14 is more

effective than at age 16.
—Dr. Irwin

= The relationship with the provider is perhaps
the most important part of the health care

experience.
—Dr. Diaz

= When | ask the right question, life-threatening
issues may come out in the “well adolescent.”
—Dr. MacKenzie

= In adolescent medicine, praise is powerful.
—Dr. Friedman

= When you find you’re not getting answers,
reassure about confidentiality.
—Dr. Irwin

Parents

= The real power parents have is to determine
the peer group teens encounter.
—Dr. Simons-Morton

= The disintegration of the family has serious
implications for health.
—Ms. Carter

= Teens get few positive messages.
—Dr. Nichter

= With young people, accept them just as they
are, rough edges and all.
—Ms. Carter

= Authoritative parenting practices protect kids
from a variety of problems regardless of the

family context.
—Dr. Simons-Morton

Health Care Services

= One of the single most important develop-
ments has been school-based health centers.
They leap over the barriers of access, parent

involvement, and transportation.
—Dr. Barrios

= Health care reimbursement for adolescents is
worse than for any other age group.
—Dr. Irwin

= Many creative, committed providers are put-
ting together exciting programs for teens—

often affiliated with teaching hospitals.
—Dr. Simons-Morton

= Make a connection between teen behavior
and adult health.
—Dr. Robinson

= Use new media to deliver health messages.
—Dr. Izenberg

Schools

= Most adults wouldn’t take medicine during
the day if they had to go to another office to

get their pills.
—Dr. Friedman

= We have set up schools so the kids see the
authority as almost like prison and they’re

fighting it all the way.
—Dr. Simons-Morton

= Community schools give teens a sense of
belonging, while they are developing skills

for the future.
—Dr. Diaz

= Fine arts and physical education—great ways
to release tension—are being cut. No won-

der the classroom is becoming a battlefield.
—M:s. Colver
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you are dissatisfied with the sixth grade. You get off the
good path. Take that from a population perspective;
there is suddenly a whole population of kids moving in
a different direction. This has enormous costs for soci-
ety. It is critical how we identify that and what we could
do about it,” said Dr. Simons-Morton. The risk factors
for losing one’s way on the good path are sudden tran-
sitions: a chronic disease, a new school, a change in the
family, or loss of a friend. Dr. Simons-Morton ex-
plained, ““The earlier the deviation, the greater the
long-term risk.”

The failure to make the connection between teen
behavior and adult health has already had significant costs,
Dr. Robinson pointed out. *“I think we’ve seen the conse-
guences of not supporting teen health in the continued
rise of heart disease, cancers, and diabetes. We’ve missed
prevention opportunities already. Where we’ve tried, we
have failed to reach adolescents consistently.”

The Joy of Adolescence. Why should society make
this investment? “The joy of adolescence,” Dr. Robinson
answered. “Let’s reframe our thinking. When a toddler
starts exploring their world, we rejoice in that and say ‘Oh
look how smart they are.” When an adolescent starts
exploring the world, we have to see it as marvelous.” If
that’s not enough, then a pure financial self-protection
might lead to action to prevent some of the expenditures
on prisons, drug and alcohol abuse treatment, and other
expenses across the life span. *“It might even help us be able
to eventually spend less money on 50-year-olds if we have
done our prevention work along the way,” she said.

Policy-makers need to understand that investing in
adolescents is not a short-term investment. “The return
won’t be obvious in 2 years, but in 20 years. No one
would invest in a study that was long enough to see
whether if we make an investment in adolescents today,
we’d have better adults,” Dr. Robinson said.

Make Wellness the Model. “We need a fundamen-
tal change in the way our health care system is organ-
ized, ultimately moving away from the disease model,”
Dr. Friedman said. “In teaching and policy and funding,
we need to move toward a wellness and disease prevention
model. If we can show that the disease prevention model
is cost-effective, it will lead to major policy changes.”

Dr. Friedman saw hope in that those who are cur-
rently making policy will be aging up into a retirement age
group and benefiting from the Social Security and
Medicare systems. “If an investment isn’t made in today’s
and tomorrow’s teenagers, who will fund the Social
Security or Medicare systems in 2020?” he asked.

JOURNAL®

Adolescent Research: Fill in the Missing Pieces.
There are many missing pieces in knowledge of adoles-
cents. Dr. Nichter pointed out: “We don’t understand
what teens are already doing to maintain their health. We
don’t understand enough about their harm-reduction
practices and what they do to try to maintain or improve
their health. They are inundated with the same health
information as adults. How do they interpret that infor-
mation? What are their criteria for what makes a good clin-
ic or a good patient-physician interaction? We don’t know
the answers to these questions.”

“We have many commissioned papers and special
reports on the health and well-being of teens, but we have
not devoted adequate resources at any level of government
about how to meet the needs of teenagers for health care,”
said Dr. Barrios. Research that leads to change is a satisfy-
ing payoff, said Dr. Irwin: “Over the past decade, improve-
ments have been made in resource allocations, and we are
documenting the value of investments in adolescent care.
The decrease in adolescent pregnancy is one example of a
convergence of a number of different investments that
have paid off. It is no one change—abstinence education,
access to contraception, or fear of AIDS. I think it is all of
those things together.”

“We haven’t had the funding to study how teens are
getting care,” said Dr. Robinson. “But from small quanti-
tative data, we know that the school nurse is a key health
care provider for many adolescents. For example, in
Mississippi, a school district that hadn’t had school nurses
began to hire school nurses, and saw a 40% decrease in dis-
cipline referrals to the principal’s office. Where we have
ratios of 1 nurse to 500 or 750 students, we’re seeing a sig-
nificant increase in graduation rates.”

Dr. Nichter pointed out: “When you talk to teens you
see the enthusiasm, hope, and the possibility. When you
read the literature, it doesn’t seem to reflect the reality and
the complexity of adolescence.”

Complex Problems Require Complex Solutions.
“This society must start talking about adolescent well-
being, including nutrition, adequate sleep, fitness, emo-
tional health, or the infrastructure for health promotion
and maintenance. By always focusing on risk behavior,
we are reaching kids only after they’re affected,” said
Dr. Diaz. “But we need to remember that underlying
many of the problems in adolescence is the abuse many
teens have experienced from adults. We need to take
responsibility for that.” Dr. Diaz pointed to the growing
body of research demonstrating the health impact of
physical, emotional, and sexual abuse: eating disorders,
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