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Abstract

OBJECTIVES: To quantify adolescent- and parent-perceived importance of provider-adolescent 

discussions about sexual and reproductive health (SRH), describe prevalence of provider 

confidentiality practices and provider-adolescent discussions about SRH topics during preventive 

visits, and identify missed opportunities for such conversations.

METHODS: We used data from a national Internet survey of 11- to 17-year-old adolescents and 

their parents. Data were weighted to represent the noninstitutionalized US adolescent population. 

Adolescents who had a preventive visit in the past 2 years and their parents reported on perceived 

importance of provider-adolescent discussions about SRH topics: puberty, safe dating, gender 

identity, sexual orientation, sexual decision-making, sexually transmitted infections and HIV, 

methods of birth control, and where to get SRH services. Adolescents and parents reported 

whether they had ever discussed confidentiality with the adolescent’s provider. Adolescents 

reported experiences at their most recent preventive visit, including whether a provider spoke 

about specific SRH topics and whether they had time alone with a provider.

RESULTS: A majority of adolescents and parents deemed provider-adolescent discussions about 

puberty, sexually transmitted infections and HIV, and birth control as important. However, fewer 

than one-third of adolescents reported discussions about SRH topics other than puberty at their 

most recent preventive visit. These discussions were particularly uncommon among younger 

adolescents. Within age groups, discussions about several topics varied by sex.

CONCLUSIONS: Although most parents and adolescents value provider-adolescent discussions 

of selected SRH topics, these discussions do not occur routinely during preventive visits. 

Preventive visits represent a missed opportunity for adolescents to receive screening, education, 

and guidance related to SRH.

Adolescent preventive visits present important opportunities for sexual and reproductive 

health (SRH) promotion and disease prevention. In primary care settings, quality 

adolescent SRH services include education about confidentiality, provision of time alone 

for adolescents with their health care providers, developmentally appropriate screening 

for sexual risk and counseling about preventive behaviors, and provision of appropriate 

biomedical SRH services.1–7 Educating adolescents and parents about confidentiality and 

ensuring time alone between adolescents and their providers may facilitate communication 

about sensitive topics related to SRH.2 However, research indicates that many US 

adolescents have never had a private discussion with their provider.8,9

Confidential discussions with providers can play an important role in addressing 

adolescents’ SRH needs, including preventing unintended pregnancies and sexually 

transmitted infections (STIs).2 Although teen-aged pregnancy rates have declined 

substantially, each year, ~456 000 women <20 become pregnant, and US rates remain 

among the highest in the industrialized world.10 US youth aged 15 to 24 account for 

nearly half of the 26 million new STIs each year.11 Ideally, SRH discussions occur 

within the context of risk screening, education, anticipatory guidance, and referral and 

address topics including puberty, sexual orientation, sexual identity, sexual intercourse, 

pregnancy and STI prevention, communication with partners, and healthy versus unhealthy 

relationships.5,12,13 There has been little population-based research examining adolescent-

Sieving et al. Page 2

Pediatrics. Author manuscript; available in PMC 2022 August 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



reported SRH discussions with providers in primary care settings, particularly with 

adolescents aged 14 and younger.14 National monitoring surveys, such as the Medical 

Expenditure Panel Survey, the National Health Interview Survey,15 and the Youth Risk 

Behavior Survey, do not collect data on provider-adolescent SRH discussions. Findings from 

a 2016 population-based survey indicate that fewer than one-third of 13- to 18-year-olds 

reported discussing STIs and HIV, birth control, or sexual orientation at their last health 

care visit.16 Clinic-based studies suggest that SRH discussions may be less common with 

younger adolescents and with boys versus girls.13,17 Little is known about adolescent and 

parent preferences for SRH topics for providers to address. Efforts to improve the quality 

of SRH services would benefit from a clearer understanding of topics routinely covered 

in provider-adolescent discussions about SRH as well as parent and adolescent preferences 

regarding SRH topics to address.

Using data from a nationally representative sample of 11- to 17-year-old adolescents and 

their parents, we describe adolescent and parent preferences for discussing specific SRH 

topics with primary care providers. We broaden the scope of SRH discussion topics that 

are typically assessed (eg, STIs and HIV, birth control methods) to include developmentally 

important topics during adolescence (eg, puberty, safe dating, sexual orientation, gender 

identity) and elements of quality SRH services on the basis of recent research,1,8,16 

including provider-adolescent and provider-parent discussions about confidentiality, time 

alone between adolescents and providers, face-to-face screening about sexual activity, and 

provider-adolescent discussions about specific SRH topics during a most recent preventive 

visit. Finally, we examine gaps between adolescent- and parent-expressed importance of 

provider-adolescent discussions about SRH topics and adolescent experience during a most 

recent preventive visit. With each of these descriptions, we consider differences between 

younger and older adolescents and, within age groups, differences by sex.

METHODS

Data Source and Sample

This study was a part of the multimethod Confidential Adolescent Sexual Health Services 

study. In June 2019, we conducted an Internet survey with national sample of 11- to 

17-year-old adolescents and their parents. Parents were existing members of an online 

national panel (KnowledgePanel, maintained by the research firm Ipsos)18 that uses dual-

frame sampling (list-assisted, random-digit dialing and address-based sampling) to obtain 

a probability-based sample of US households. This methodology improves population 

coverage, especially for hard-to-reach individuals, because it samples households regardless 

of phone or Internet status. Parents received standard KnowledgePanel incentives18 for 

completing the Confidential Adolescent Sexual Health Services survey (equivalent to $5 US 

dollars). The University of Minnesota and Columbia University Institutional Review Boards 

approved the study.

The research firm sent e-mail invitations to 2495 KnowledgePanel members, of whom 1234 

completed an eligibility screener (49.5%). Panel members were eligible if they were the 

parent or guardian of a child aged 11 to 17 years old and could read English or Spanish. We 

asked eligible parents to allow their children aged 11 to 17 years old to participate. Parents 
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with multiple children aged 11 to 17 years old were asked questions about their child with 

the most recent birthday, and this child became eligible for participation. Parents provided 

consent for themselves and this child before the start of parent surveys. Adolescents 

provided assent before their surveys. The final sample consisted of 1005 parent-adolescent 

dyads, a response rate of 61.4% calculated by using American Association for Public 

Opinion Research formula 4,19 assuming 50% of panelists who did not respond to the survey 

invitation were eligible. The sample was weighted to represent the noninstitutionalized 

US adolescent population by age, sex, race and/or ethnicity, census region, metropolitan 

status, household income and language proficiency. Data for the present analysis come from 

parent-adolescent dyads in which the adolescent had a preventive visit in the last 2 years 

(n = 853 dyads; 84.8% of respondents). We used a 2-year window to align with a recent 

population-based survey of youth regarding clinical preventive services.16

Measures

We developed survey items on the basis of the literature, existing care guidelines, and our 

previous research.2,5,8,16 Because many items had not been used with younger adolescents, 

we cognitively tested items with a racially diverse group of 11- to 14-year-olds (n = 7) 

to ensure they were able to answer survey questions as intended.20 After refining survey 

questions, we pretested survey instruments (n = 27 parent-adolescent dyads) before data 

collection.

Importance of SRH Discussions—Parent and adolescent surveys assessed perceived 

importance of health care providers talking with adolescents about specific SRH topics 

during a preventive visit, including: (1) puberty, (2) safe dating, (3) gender identity, (4) 

sexual orientation, (5) sexual decision-making, (6) STIs and HIV, (7) methods of birth 

control, and (8) where to get SRH services. Items used a 4-point response ranging from “not 

at all important” to “very important.” We categorized those who endorsed a topic as either 

“very important” or “moderately important” as perceiving the topic was important.

Experience With Elements of Quality SRH Services—Parallel items on parent 

and adolescent surveys assessed whether a provider had ever discussed confidentiality of 

adolescent services with them. The adolescent survey asked questions about adolescents’ 

experiences at their most recent preventive visit, including whether the adolescent had time 

alone with a provider, whether the provider asked if the adolescent had ever had sex, and 

whether the provider had talked with the adolescent about each of the SRH topics described 

above.

Missed Opportunities for SRH Discussions—We constructed a measure of missed 

opportunity for SRH discussions at adolescents’ most recent preventive visit, defined as the 

percentage of adolescents who thought it was important that a provider talk with them about 

a particular topic but did not discuss that topic at their most recent preventive visit. We 

constructed a similar measure for parents, namely the percentage of parents who thought it 

important that providers talk with their adolescent about a particular topic but whose child 

reported that they did not discuss that topic at their most recent preventive visit.

Sieving et al. Page 4

Pediatrics. Author manuscript; available in PMC 2022 August 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Demographic Characteristics—Information on demographic characteristics was 

reported by adolescents (sex, age, race and/or ethnicity, sexual orientation) and parents 

(sex, age, relationship to adolescent, marital status). The research firm provided information 

on respondents’ area of residence (metropolitan versus nonmetropolitan) and household 

income.

Data Analysis

We described respondents’ perceived importance and experience with discussing SRH topics 

with providers. We used χ2 tests to compare perceived importance and experience between 

11- to 14-year-olds (younger adolescents) and 15- to 17-year-olds (older adolescents). 

Within age groups, we used χ2 tests to evaluate differences between boys and girls. 

Analyses were conducted by using Stata version 15 (Stata Corp, College Station, TX) and 

weighted to yield nationally representative estimates.

RESULTS

Our sample (Table 1) included youth who self-identified as non-Hispanic white (54%), 

non-Hispanic Black (15%), Hispanic (24%), and other racial groups (7%). Approximately 

half (49%) were female, 91% identified as heterosexual, and 17% lived in nonmetropolitan 

areas. Just more than half (54%) of parents identified as the mother or stepmother of the 

adolescent respondent, and approximately half (53%) were ages 40 to 50 years. Most parents 

(88%) were married or living with a partner. Annual household income varied from <$25 

000 (12%) to >$125 000 (28%).

Importance of Discussing SRH Topics With Health Care Providers

Figure 1 depicts adolescent- and parent-reported importance of provider-adolescent 

discussions about SRH topics. Among adolescents, topics most frequently endorsed as 

important included puberty, STIs and HIV, methods of birth control, and where to get SRH 

services. A greater percentage of older adolescents than younger adolescents reported that 

each topic was important. Within age groups, similar percentages of boys and girls noted 

the importance of discussing most topics, although some sex differences existed. Among 

younger adolescents, a greater percentage of girls noted the importance of discussions about 

puberty (80.5% of girls versus 67.2% of boys; P = .007). Among older adolescents, a greater 

percentage of girls noted the importance of discussions about STIs and HIV (84.8% of girls 

versus 73.0% of boys; P = .02) and methods of birth control (80.9% of girls versus 68.4% of 

boys; P = .02).

More parents than adolescents reported the importance of providers discussing all topics 

with their adolescents. Among parents, the topics most frequently endorsed as important 

included puberty, STIs and HIV, methods of birth control, and where to get SRH services. 

Figure 1 depicts significant differences between parents of younger adolescents and parents 

of older adolescents. Within age groups, similar percentages of parents of boys and parents 

of girls noted the importance of discussing all topics.
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Experience With Elements of Quality SRH Services

When we examined experience with elements of quality SRH services, 24.0% of younger 

adolescents and 42.3% of older adolescents (P < .001) reporting ever having a provider 

speak with them about confidentiality (Table 2). Approximately 31.2% of parents of younger 

adolescents and 35.7% of parents of older adolescents (P = .24) reported ever having a 

provider speak with them about confidentiality of adolescent services (Table 2). When we 

examined a specific confidentiality practice, 20.0% of younger adolescents and 44.1% of 

older adolescents (P < .001) reported having time alone with a provider at their most recent 

preventive visit (Table 2). For each indicator, there were no sex differences within adolescent 

age groups.

At their most recent preventive visit, 14.0% of younger adolescents and 38.7% of older 

adolescents (P < .001) reported that providers asked about their sexual activity (Table 

2). Within age groups, 19.4% of younger girls, versus 9.0% of younger boys (P = .01), 

noted that providers asked about their sexual activity. Of potential SRH topics, provider-

adolescent discussions about puberty were most common (Table 2). Fewer than one-third 

of adolescents reported a provider discussing any other SRH topic. With the exception 

of puberty, significantly greater percentages of older adolescents than younger adolescents 

reported discussing these topics (Table 2). Within age groups, 2 differences based on sex 

were observed. Among younger adolescents, a greater percentage of girls reported that 

providers discussed puberty (52.7% of girls versus 40.0% of boys; P = .02). Among older 

adolescents, a greater percentage of girls reported that providers discussed methods of birth 

control (37.3% of girls versus 18.1% of boys; P < .001).

Missed Opportunities for SRH Discussions

Table 3 presents gaps between perceived importance of discussing SRH topics and actual 

discussions at the adolescent’s most recent preventive visit. Among adolescents, gaps varied 

in magnitude by topic and age, ranging from 40.0% of older adolescents who thought 

puberty was important but did not discuss this topic to 85.6% of younger adolescents 

who thought sexual orientation was important but did not discuss this topic. Gaps between 

importance and actual discussions were significantly greater among younger versus older 

adolescents on 6 of 8 topics assessed. Within age groups, gaps were similar for boys and 

girls, with the exception of discussion about methods of birth control, for which older boys 

had a significantly greater gap (77.5% of older boys versus 56.9% of older girls; P = .004).

Likewise, substantial gaps in provider-adolescent discussions existed on the basis of parent 

perceptions (Table 3). The percentage of parents who perceived a given topic to be important 

but whose adolescents did not discuss that topic at their most recent preventive visit 

ranged from 44.7% for puberty among parents of older adolescents to 87.2% for where 

to get SRH services among parents of younger adolescents. Gaps between importance and 

actual provider-adolescent discussions were significantly greater among parents of younger 

adolescents than parents of older adolescents on 7 of 8 topics assessed. Gaps were generally 

similar for parents of boys and parents of girls. However, parents of younger boys had 

a significantly greater gap regarding discussion of puberty (59.8% of parents of younger 

boys versus 46.2% of parents of younger girls; P = .02), and parents of older boys had 
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a significantly greater gap regarding discussion about methods of birth control (76.9% of 

parents of older boys versus 55.6% of parents of older girls; P = .002).

DISCUSSION

This nationally representative survey examines prevalence of discussions between primary 

care providers and adolescents about a range of SRH topics and adolescent and parent 

interest in having these conversations. Although most parents and many adolescents 

think it is important for adolescents to discuss SRH topics with their providers, these 

discussions often do not occur during preventive visits. SRH discussions are particularly 

uncommon among younger adolescents, indicating critical missed opportunities for 

screening, education, and guidance. Within age groups, discussions about puberty were 

less common with younger boys than girls and discussions about birth control were less 

common with older boys than girls. Moreover, findings suggest that key elements of quality 

care associated with discussion about sensitive topics (eg, confidentiality conversations, time 

alone, assessment of adolescent sexual activity) are not sufficiently implemented.

Both parents and adolescents noted the importance of provider-adolescent discussions about 

selected SRH topics, including puberty, STIs and HIV, methods of birth control, and 

where to access SRH services. In previous studies, clinicians have expressed concern about 

negative parental reactions when they introduce sexual topics, a potential barrier to initiating 

such conversations.1,21 Notably, our findings suggest that most parents think it is important 

for providers to talk with their adolescents about these topics. In fact, across all SRH 

topics studied, more parents than adolescents noted the importance of providers having these 

conversations.

Although older adolescents were more likely to report provider-adolescent SRH discussions 

to be important, younger adolescents showed high levels of interest in certain topics, with 

half or more reporting that discussions about puberty, STIs and HIV, and where to get 

SRH services were important. Our findings suggest that parents and adolescents agree 

with professional guidelines that conversations about SRH begin in early adolescence.2,5,6 

Previous research on parent and adolescent attitudes regarding delivery of confidential 

preventive services, however, found that most parents and adolescents supported initiation of 

confidential services in middle or late adolescence.22 Thus, although parents and teenagers 

commonly perceive that provider-adolescent discussions about certain SRH topics are 

important, less consensus exists on whether these conversations should occur confidentially 

with young adolescents.22

Professional organizations recommend that providers routinely have conversations about 

confidentiality with adolescent patients and their parents and ensure time alone during 

preventive visits beginning in early adolescence.2,5,23 Ours is among the first studies to 

examine prevalence of confidentiality conversations and implementation of time alone 

with adolescents as young as ages 11 and 12. Consistent with previous research,8,24 

confidentiality conversations and time alone during the most recent preventive visit were 

infrequent across all adolescent ages. Compared with older adolescents, younger adolescents 

were less likely to report confidentiality conversations and time alone, with fewer than 
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one-quarter reporting either of these practices. Despite robust evidence regarding benefits 

of confidentiality provisions,8,25,26 our findings and previous research reveal a substantial 

divergence between professional guidelines and implementation of confidentiality practices 

in adolescent preventive care.1,8,24 Multiple factors may contribute to lack of confidential 

care, ranging from knowledge, attitudes, and behaviors of providers, parents, and 

adolescents to clinic-level characteristics, such as protocols, workflows, physical space, and 

billing mechanisms.26

Fewer than one-third of adolescents reported discussions about SRH topics other than 

puberty during their most recent preventive visit. Our findings suggest clear gaps between 

parent- and adolescent-perceived importance of discussing SRH topics and adolescents’ 

actual experience. These gaps are particularly notable for younger adolescents. Similar 

gaps have been found with other potentially sensitive adolescent health topics.27 Thus, 

although parents and adolescents think that provider-adolescent conversations about SRH 

are important, providers frequently miss opportunities to engage around these topics.

Discussions about SRH are often sensitive for adolescents regardless of gender, and many 

youth are uncomfortable raising these topics without provider prompting.28 In previous 

research, investigators found that every time a conversation about sexuality occurred during 

an adolescent preventive visit, providers initiated it.25 Such findings point to the importance 

of provider initiation of SRH discussions, which may be facilitated through training and 

systems-level supports.1,29 For example, routine use of health checklists and/or screening 

questionnaires may increase the likelihood of discussing SRH and other potentially sensitive 

topics with adolescents during clinic visits.23 Ensuring that adolescents are prepared to 

engage with providers about SRH, through formal and informal health education, may be 

another strategy to address observed gaps in SRH discussions.

Study strengths include a national sample spanning the developmental continuum from 

early to later adolescence, a focus on SRH services within the context of primary care, 

and assessment of adolescents’ experiences discussing a broad range of SRH topics with 

providers. Limitations include use of retrospective self-report data, although previous 

research suggests that adolescent self-report of health care services is highly accurate 

and reliable.30,31 Another limitation is that survey questions assessed provider-adolescent 

interactions at only the most recent preventive visit. Providers may choose not to cover 

all SRH topics during a single visit because specific topics may not be relevant for 

all adolescents at every preventive care visit. Although 11-to 12-year-olds might have 

reported on visits that occurred before adolescence, the American Academy of Pediatrics 

recommends screening and counseling on SRH topics during preventive visits starting as 

early as 7 years.5 A final limitation is that we did not examine how providers approached 

SRH discussions with adolescents or who initiated these discussions, both of which may 

impact the quality and effectiveness of these interactions.

CONCLUSIONS

Our findings reveal that primary care providers frequently miss opportunities for critical 

conversations about SRH with adolescents, particularly with younger adolescents, and for 
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some topics, with boys. Further research to identify strategies that enhance providers’ 

capacities to engage adolescents in SRH discussions will be helpful. It will also be important 

for research and interventions to address structural barriers and facilitators to provider/

adolescent SRH conversations within primary care systems.12,16
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WHAT’S KNOWN ON THIS SUBJECT:

Professional organizations recommend that adolescent sexual and reproductive health 

(SRH) services in primary care settings include education about confidentiality, time 

alone for adolescents with health care providers, developmentally appropriate screening 

and counseling on SRH topics, and appropriate biomedical services.

WHAT THIS STUDY ADDS:

This study is among the first population-based studies to examine adolescents’ receipt 

of screening and counseling about SRH topics in primary care. We found that provider-

adolescent discussions about SRH do not occur routinely during preventive visits, 

especially among younger adolescents.
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FIGURE 1. 
Adolescent- and parent-reported importance of provider-adolescent discussions about SRH 

topics. The figure depicts percentages of adolescents and parents endorsing each topic, 

by age. Footnotes indicate statistical significance for comparisons based on χ2 analyses. 
a Adolescent differences by age, P <.05. b Adolescent differences by age, P <.001.c 

Adolescent differences by age, P <.01. d Parent differences by age of adolescent, P <.05.
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