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Challenges of Providing Confi dential Care 
to Adolescents in Urban Primary Care: 
Clinician Perspectives

ABSTRACT
PURPOSE Clinician time alone with an adolescent has a major impact on disclo-
sure of risk behavior. This study sought to describe primary care clinicians’ pat-
terns of delivering time alone, decision making about introducing time alone to 
adolescents and their parents, and experiences delivering confi dential services.

METHODS We undertook qualitative interviews with 18 primary care clinicians 
in urban health centers staffed by specialists in pediatrics, family medicine, and 
adolescent medicine.

RESULTS The annual preventive care visit is the primary context for provision of 
time alone with adolescents; clinicians consider the parent-child dynamic and the 
nature of the chief complaint for including time alone during visits for other than 
preventive care. Time constraints are a major barrier to offering time alone more 
frequently. Clinicians perceive that parental discomfort with time alone is rare. 
Many clinicians wrestle with internal confl ict about providing confi dential services 
to adolescents with serious health threats and regard their role as facilitating ado-
lescent-parent communication. Health systems factors can interfere with delivery 
of confi dential services, such as inconsistent procedures for determining whether 
unaccompanied youth would be seen.

CONCLUSION Despite competing time demands, clinicians report commitment to 
offering time alone during preventive care visits and infrequently offer it at other 
times. Experienced clinicians can gain skills in the art of managing complex rela-
tionships between adolescents and their parents. Offi ce systems should be devel-
oped that enhance the consistency of delivery of confi dential services.

Ann Fam Med 2011;9:37-43. doi.10.1370/afm.1186.

INTRODUCTION
Adolescents’ concerns about privacy can prevent them from seeking health 

care,1-3 especially for specifi c sensitive health services.4 Those with privacy 

concerns are less likely to talk openly with a health care clinician about 

important health issues, such as substance use, mental health, and risky sex.3,5 

Recognizing that confi dentiality is critical to high-quality care for adoles-

cents, professional health care organizations have adopted policy statements 

and practice guidelines that support the provision of confi dential services.6,7

To provide confi dential services to adolescents, primary care clinicians 

must provide time alone for private consultation during visits when youth 

attend with their parents or guardians. Clinicians must also provide services 

to youth who attend visits without parents (with or without parental knowl-

edge, hereafter referred to as unaccompanied youth). Finally, clinicians 

must offer confi dential follow-up of concerns identifi ed during visits. Many 

youth do not have time alone with clinicians during visits8; there is substan-

tial variation, with younger adolescents, females, and Hispanics least likely 

to experience time alone.9 These fi ndings have prompted calls for research 
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on barriers to providing such care.10 In particular, little 

research has included clinicians’ perspectives.11 

This study explored clinicians’ perspectives on 

delivering confi dential services (seeing unaccompanied 

youth confi dentially, offering time alone, and providing 

confi dential follow-up in routine primary care) as a for-

mative step in the design of an intervention to improve 

delivery of care to adolescents in urban primary care 

settings. Unlike studies that have relied entirely on 

clinicians’ retrospective reports or reports from adoles-

cents, we conducted a mixed method study involving 

clinician card completion followed by in-depth inter-

views to explore clinicians’ experiences with the provi-

sion of confi dential services for youth, the contextual 

features associated with delivery of confi dential care, 

and the barriers or obstacles to extending such care.

METHODS
We conducted a quantitative card study in which clini-

cians recorded data on a pocket card after visits with 

adolescents. This method served to (1) document ele-

ments of care provided, including time alone and spe-

cifi c services provided; and (2) ground the qualitative 

interview in recent actual encounters. In this article, 

the results of the in-depth interview component are 

reported. The current study was approved by the insti-

tutional review boards of Montefi ore Medical Center 

and Albert Einstien College of Medicine, Bronx, New 

York. 

Participants
We invited primary care clinicians from 7 practices (3 

family medicine, 3 medicine-pediatrics, and 1 adoles-

cent specialty practice) to participate. Practices were 

members of an urban, practice-based research network, 

chosen to refl ect diversity of size, staffi ng, and practice 

demographics for the planned intervention phase that 

this study preceded. These practices provide compre-

hensive primary care to low-income, mostly ethnic 

minority families in the Bronx, New York. At sites with 

more than 3 eligible clinicians, a list of names was ran-

domly ordered and invitations extended until at least 

2 agreed to participate. Clinicians were fi rst invited by 

e-mail and then contacted by telephone by one of the 

investigators. After providing consent, clinicians were 

instructed on how to participate in the card study.

Data Collection Procedure
Card Completion

Clinicians completed a pocket card after each of 10 

consecutive visits with youth aged 12 to 18 years, 

regardless of reason for the visit. These cards contained 

no identifi able information; thus, neither youth nor par-

ents provided consent. Each card assessed chief com-

plaint, services provided, whether the adolescent was 

accompanied by a parent or guardian, and how much of 

the visit, if any, was spent alone with the adolescent.

Qualitative Interview

All interviews were conducted by telephone by the 

second author (S.E.R.), a family physician, and lasted 

20 to 45 minutes. The interview guide assessed deci-

sion making about when to include time alone, how 

time alone and confi dentiality were introduced, and 

details regarding diffi cult interactions with adoles-

cents and/or parents. The interviewer used the cards 

to ground the clinicians’ responses in the qualitative 

interview to specifi c interactions. For example, clini-

cians were asked to refl ect on why time alone was 

offered in one visit but not another. Prompts were 

used to explore memorable interactions and what fac-

tors made them challenging. Interviews were digitally 

recorded and professionally transcribed.

Analysis
The research team (2 family physicians, the research 

coordinator, and a research psychologist) indepen-

dently read each interview transcript and identifi ed 

themes. The team met to review each transcript 

excerpt by excerpt, and to modify and refi ne a cod-

ing template based on this review. Two team members 

independently reread the transcripts, and subsequently 

met to apply the codes systematically to all interview 

data. NVivo software (QSR International Pty Ltd. Ver-

sion 8, 2008) was used to facilitate retrieval and analy-

sis of coded data.

RESULTS
Of the 20 clinicians who agreed to participate in the 

card study, 18 completed the subsequent telephone 

interview. Most clinicians were women (78%), and they 

were evenly divided by specialty between family medi-

cine (50%) and pediatrics and adolescent medicine 

(50%). Nearly one-half were white (44%), with the rest 

reporting black, Asian or Pacifi c Islander, and Hispanic 

ethnicities. Table 1 displays the demographics of par-

ticipating clinicians.

Characteristics of Visits Sampled 
in the Card Study
Quantitative results from the card component of 

this study are reported elsewhere.12 Briefl y, clini-

cians returned an average of 10.8 cards (range 8-12) 

documenting a total of 215 adolescent patient visits 

(Table 2). Adolescents were unaccompanied for 71 

visits (33%). Of the remaining 144 visits in which a 
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parent attended the visit, 46 (31.9%) involved no time 

alone with the adolescent. Clinicians had seen most 

adolescents (73%) previously.

Decisions Regarding Time Alone in Visits
Clinicians emphasized that they always included time 

alone during annual check-ups, typically starting at age 

12 or 13 years. Many clinicians indicated that although 

age was the most important factor, they also consid-

ered the adolescent’s physical development:

I usually look at the physical maturity of the child. If it’s a 

12-year-old that looks like a 14-year-old, I’ll probably ask the 

mom to leave. If it’s a 12-year-old that looks like an 8-year-

old, I probably won’t (Family physician).

Several clinicians described a process to assess 

emotional maturity as well, opting to ask questions 

with the parent in the room for youth considered 

developmentally younger.

For nonpreventive care visits, clinicians decided 

to provide time alone based on the chief complaint 

(usually when a sexual health-related problem was sus-

pected and sensitive questions were required).

Clinicians also assessed the dynamic between par-

ent and teen, and looked for cues that there may be 

more to the presentation than was being revealed:

If they come in with things that are kind of vague…or it’s 

just you get a feeling this doesn’t seem to be the whole pic-

ture, then I’ll do [time alone]…. Or some kind of psychologi-

cal stress, something that they’re not talking about… (Family 

physician).

The dynamic between the parent and the child, the dynamic 

between them and me…I just sort of weigh the situation.... 

Does somebody look angry to be there? …I try to respond 

to whatever they bring in (Adolescent medicine clinician).

Cited by almost all clinicians, time constraints were 

the main barrier to offering time alone more consis-

tently. Clinicians acknowledged that including time 

alone more frequently would be ideal, but they expe-

rienced relief that some acute visits could remain brief, 

noting that ”some days are so crazy that you just hope 

for that ear infection.”

Introducing Time Alone to Parents and 
Adolescents
Clinicians indicated that they used scripts of varying 

complexity to request time alone with adolescents, 

although usually these scripts were brief. Two key ele-

ments were identifi ed: normative statements (“we do 

this for all teens”) and purpose (“to help take better care 

of your teen” or “to encourage good communication”). 

Some also tried to defi ne the visit structure for parents, 

indicating that parents would be asked to leave, but that 

the visit would conclude with the parent back in the 

room. Scripts were adjusted when deemed necessary:

And with some, based on the interaction between the patient 

and the parent…if I have a more overbearing parent, I will 

be more explicit with what confi dentiality boundaries exist 

(Adolescent medicine clinician).

Clinicians in family medicine and adolescent medi-

cine or pediatrics settings were less likely to report 

that they routinely described confi dentiality in detail 

to parents, avoiding areas that they considered unnec-

essarily “confrontational.” Several clinicians in these 

Table 1. Clinician Demographics (N = 18)

Variables No. %

Sex

Female 14 78

Male 4 22

Type

Family medicine 9 50

Pediatrics 5 28

Adolescent medicine 4 22

Race/ethnicity

African American, black, or Caribbean 5 28

Asian or Pacifi c Islander 3 17

Hispanic/Latino 2 11

White 8 44

Table 2. Visit Characteristics (N = 215)

Variables No. %

Type of visit

Annual preventive care visita 88 43.3

Follow-upb 55 27.1

Same-dayc 36 17.7

Walk-in 24 11.8

Not classifi ed by physician 12 5.6

Adolescent’s reasons for visit

Acute visit 58 27.0

Preventative care examination 71 33.0

Reproductive health mentioned at all 43 20.0

Routine care or chronic disease management 35 16.3

Other 8 3.7

Parent/guardian attended visit with adolescent 144 67.0

Confi dentiality explained to adolescent during visitd 120 83.3

Confi dentiality explained to parent during visitd 60 41.7

Parent asked to leave roomd,e 93 64.6

Identifi ed needs requiring confi dential care 
follow-up

85 39.6

a Annual visit for preventive care services (check-up or physical examination).
b Scheduled visit for follow-up of previously identifi ed condition.
c Appointment obtained by calling for same-day access.
d In 144 cases a parent/guardian attended the visit with adolescent.
e Physician indicated parent left room without being asked in an additional 
3 cases.
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settings indicated that preparing the stage in preteen 

visits helped ease the process:

Sometimes I don’t have to even prompt [parents to leave]. 

They say, ”I know, I know I need to leave.“ Just because it’s 

this ongoing thing where I bring that up enough in the past, 

and they transition to the preadolescent age that I don’t have 

to keep repeating that (Family physician).

In contrast, when entering care at the adolescent 

practice, both adolescent and parent are introduced to 

a practice culture that explains confi dentiality at the 

initial visit and includes time alone at every visit. Clini-

cians from the adolescent practice described a very 

standardized approach:

Normally I say, ”It’s our routine here in our adolescent 

health center to ask any parent or guardian who accompa-

nies the patient to step out so that we can have some private 

time with the patient to just go over some additional things 

that maybe would be more comfortable discussing with us 

privately.“ After their fi rst time, they know that that’s stan-

dard…. We just say, ”that’s how it works here” (Adolescent 

medicine clinician).

Clinicians described parents as generally accepting 

of time alone; many stated that most of the time par-

ents seemed “to have one foot out [of] the door” when 

asked to step out. They were sensitive to parents’ initial 

discomfort or reluctance, but perceived that parents’ 

reaction eased over time as they became accustomed 

to the idea that doctors “always do that for teenagers.”

Moreover, clinicians believed that parents’ comfort 

increases as the adolescent gets older:

The parents generally are okay with it. But sometimes it’s 

dependent on the age…. I think, actually, one of my cards, 

there was an 11- or 12-year-old…it was the fi rst time that the 

patient was there and it was pretty diffi cult to do, to explain 

why this is the way it is (Adolescent medicine clinician).

Unlike typical interactions with parents, clinicians 

described their scripts for adolescents as nearly always 

including a discussion of the privacy of information 

(eg, “I won’t discuss this information with your parents 

unless you want me to.”) and sometimes of the limits of 

privacy (eg, “I have to share the information if you are 

going to hurt yourself or someone else.”).

Visit Dynamics
Diffi cult Situations

Though only 1 clinician reported a diffi cult parent 

interaction during the study period, the remaining 

clinicians (17 of 18) described previous interactions 

with resistant or upset parents. These challenging cases 

sometimes related to asking for time alone with the 

adolescent:

A mom got really upset when I asked her to leave the room, 

and I had to explain to mom exactly why we do that, and she 

was still…kind of persistent ’cause she felt that…she’s under 

my roof. She said, ”I should be there for everything.” She 

was not happy about it (Adolescent medicine clinician).

More frequently, challenging interactions with par-

ents arose when parents brought a teenager because of 

a specifi c concern (eg, pregnancy or confi rmation of 

“virginity status”) and from a parent’s desire to know 

test results:

And then [the mother is] just like, ”I don’t understand that…. 

I’m the one who brings her in…. I’m the one that’s going 

to be responsible if she gets pregnant. You know, this isn’t 

right. I can’t understand why this is the law” (Adolescent 

medicine clinician).

Managing the Triad

Clinicians clearly valued their relationships with both 

parent and adolescent. This triadic relationship, how-

ever, could result in signifi cant tension. The choice 

between protecting adolescent privacy and informing 

parents was occasionally distressing. Several clini-

cians acknowledged their own reactions as parents 

themselves:

You know, I have a 14-year-old daughter myself, so I have 

to be aware of my own feelings…just acknowledge that and 

keep working. If my daughter were in the same situation, I 

would, on the one hand, want her to feel comfortable talking 

with a health care provider, but on the other hand, I want to 

know what’s going on with my kid (Family physician).

Many recognized that adolescents had limited 

skills to handle health threats without parental sup-

port, especially younger adolescents. The more 

serious the health concern, the more clinicians expe-

rienced confl ict, as in this example of concern about 

pregnancy:

[The mother] said, ”I have 2 other little kids, and I’m not 

willing to take care of somebody else. She’s 14 years old…. 

Who’s going to end up taking care of this kid? It’s me. So, I 

know [the adolescent] has the decision, I know it is confi den-

tial, but I’m in the middle” (Family physician).

The tension between competing roles was often 

handled by encouraging parent-teen communication. 

This clinician described such a discussion with one 

teenaged patient:

I think your mother knows what’s going on. I think she 

would be helpful in this situation. Maybe you should talk 

to her about it. I’m not going to talk to her, but I think you 

should (Pediatrician).

Others described offering to serve as a mediator for 

enhanced communication:
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I pulled the daughter in, and I said, ”Listen, your mom knows 

what’s going on. I don’t think you’re hiding anything from 

her. The question for you is, do you want to go home and 

tell her, or use me as a mediator to sort of decide what it is 

you’re going to do?“ And in that case actually she used me…. 

I mean [the teen] was crying, the mom was very upset. But I 

was able to mediate and facilitate everything that took place 

in the offi ce (Pediatrician).

Health System Factors
Clinicians cited several systemic factors that interfere 

with effective delivery of confi dential care. Most noted 

either lack of protocols or inadequate knowledge of 

protocols for seeing adolescents without a guardian. 

Several clinicians mentioned that that their workfl ow is 

interrupted when they are called to approve visits and 

that poorly trained front desk personnel have at times 

turned away unaccompanied youth.

Breaches of an adolescent’s confi dentiality were 

inadvertent and rare. Breaches were sometimes related 

to billing (parents receiving an explanation of benefi ts 

for an unaccompanied visit), but most common were 

diffi culties getting results to the adolescent without 

parental knowledge. Almost all clinicians noted a lack 

of a standardized system for handling confi dential 

results.

DISCUSSION
Urban primary care clinicians’ perspectives provide 

insights into the process of adolescent primary care, 

while highlighting strengths and areas needing atten-

tion or improvement. Despite competing demands, 

clinicians seemed committed to providing time alone 

during preventive care visits. In other types of visits, 

clinicians described a process of assessing not only the 

chief complaint, but other variables, including unspo-

ken cues from the teenager and the dynamic between 

parent and adolescent in deciding whether to include 

time alone. Depending on these clinical instincts 

instead of providing routine time alone, however, may 

result in missed care for adolescents.13 Multiple stud-

ies indicate that missing needed care remains a serious 

problem for adolescents.1,11,14-17

Although time constraints were noted as the major 

barrier to offering time alone, clinicians reported little 

reluctance to ask parents to leave. With occasional 

memorable exceptions, they perceived that parents 

were receptive to time alone. Clinicians generally 

spent little time discussing time alone with parents but 

had some strategies to help ensure parental comfort: 

they prepared parents during visits with preteens, used 

normative language to introduce time alone, offered 

time alone consistently, and made a conscious effort 

to avoid making parents feel excluded. The limited 

research that explores parents’ perspectives suggests 

that clinicians may be underestimating parental dis-

comfort, especially among parents of girls.18,19

Importantly, most diffi cult interactions with par-

ents were related to requests for test results. Parental 

discomfort was associated with wanting to be fully 

aware of their children’s health problems. Clinicians 

feel confl icted between the need to protect adolescent 

confi dentiality and the desire to engage the family to 

support teens; this tension was strongest when adoles-

cents were younger or facing medical decision mak-

ing. Clinicians dealt with this tension by encouraging 

parent-teen communication and offering themselves as 

mediators to facilitate such communication.

Research indicates that many adolescents have 

limited understanding of their right to confi dential 

services,20,21 and that primary care clinicians do not 

always discuss confi dentiality with patients.5,16,22,23 

Expert guidelines recommend routine discussions of 

confi dentiality protections, including the limitations 

of confi dentiality protections, with both adolescents 

and their parents.7 The self-report data in this study 

suggest clinicians perceive that they routinely explain 

confi dentiality to youth but are much less likely to 

include parents in the discussion. Clinicians may skip 

this step to save time, but they also indicated that they 

did not want to antagonize parents. Failure to address 

confi dentiality with parents and teens together may 

contribute to the skepticism of some adolescents that 

confi dentiality protections will be followed.

Insights from this qualitative study were used to 

derive recommendations for a pilot intervention to 

improve delivery of sexual health services to adoles-

cents. Specifi c practice changes included incorporat-

ing prompts that serve as a reminder for clinicians to 

include time alone, as well as such adjuncts as written 

materials to standardize the process of informing par-

ents and adolescents about the role of confi dentiality. 

We encouraged clinicians to routinely introduce the 

purpose of time alone, as well as confi dentiality protec-

tions, with youth and parents together. Our training 

sessions used cases to explore strategies to handle 

challenging situations, including the clinician’s role as 

mediator. We recommend that residency curriculum 

include opportunities to develop skills to facilitate 

adolescent-parent communication.

A key difference between adolescent and family 

care settings was noted in this study. In adolescent 

settings, a clear transition from pediatric care to ado-

lescent care occurs when an individual’s care moves 

to the practice. Clinicians described a routine process 

of informing parents and adolescents how care is pro-

vided and the role of confi dentiality. Pediatricians and 
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family physicians that see children of all ages lack a 

clear transition where adolescents’ independence from 

parents is established. A suggestion offered is that cli-

nicians in family care settings develop offi ce systems 

to facilitate a transition, such as letters or fl iers for par-

ents and adolescents that outline how care processes 

change for teenagers.

Clinicians in almost all practices noted lack of 

offi ce systems and inconsistent procedures for deter-

mining whether unaccompanied youth would be seen. 

Others have noted that offi ce staff is not trained to 

give accurate information about available confi dential 

services.11 Clinicians also noted unoffi cial clinician-

dependent procedures to convey confi dential results 

to adolescents. Our data suggest the need for training 

offi ce staff, and more systematic methods to maintain 

confi dentiality while getting results to adolescent 

patients (eg, routine collection of an e-mail address or 

cell phone number as a means of contact).

Some limitations of the present study should be 

noted. The intent of using mixed methods was that 

the card would serve as a trigger to generate discus-

sion of specifi c cases. To some extent this happened, 

but clinicians still tended to tell us what they typically 

do or say, which likely refl ected idealized versions. 

The cards were still useful in grounding the discussion 

about including or not including time alone in recent 

actual encounters. Additionally, clinicians provided 

informative accounts of diffi cult situations that mostly 

did not occur during the study period. These urban 

hospital–owned practices provide care to a high pro-

portion of patients insured by Medicaid. Results from 

such practices might not generalize to other settings. 

Among other differences, payment and billing issues 

vary substantially between hospital-owned and private 

practices. Our participants routinely provide confi -

dential services to teens; such is not the case in all of 

primary care.11,12,24,25 Finally, our sample was primarily 

female, which may bias our results if there are differ-

ences by sex in how clinicians interact with adoles-

cents and parents.

Despite limitations, these data contribute to a 

growing body of evidence documenting the timing and 

content of confi dential care service provision to ado-

lescents from the perspective of clinicians in urban pri-

mary care. These clinicians are committed to offering 

time alone for adolescents during the preventive health 

visit despite competing time demands, but infrequently 

offer it at other times. Furthermore, clinicians consider 

their role as one of facilitating the complex relation-

ship between adolescents and their parents to optimize 

health outcomes. Finally, our fi ndings indicate that sys-

temic changes are needed to enhance the quality and 

delivery of confi dential services for adolescents.

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/cgi/content/full/9/1/37.
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