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Introduction

Privacy is essential to adolescents who seek health care. When adolescents perceive
that health care services are not confidential, they report that they are less likely to
seek care, particularly for reproductive health matters or substance abuse [1-8]. Clearly,
delay or failure to receive care for these concerns increases the risk for complications

[9]

Over the past 3 decades, our understanding of the cognitive development of
adolescents and awareness of the prevalence of risk-taking behavior have led to an
acceptance that we must provide confidential health services as an essential
component of adolescent health care. In the United States, confidentiality, particularly
with respect to sensitive issues such as reproductive health care and substance abuse,
has become a well-established tradition, grounded in law, ethics, and clinical practice
[10].

Legal framework

Until 50 years ago, parents had the legal right to make most decisions for their minor
children. During the 1960s and 1970s, the Supreme Court established that minors
have certain constitutional rights, including the right to privacy with respect to
contraception and abortion [11]. During the 1970s, many states established laws that
allowed minors to consent to treatment for sexually transmitted diseases [12], after it
became clear that adolescent sexual activity was more widespread that previously
believed. Most states subsequently added laws that allowed minors to consent to one
or more of the following: alcohol and substance abuse treatment, mental health care,
and contraception.

All states require parental consent for most medical care provided to minors, with
several exceptions. One is provision of health care to the “emancipated minor,”
generally understood to refer to the minor who is living apart from the parent and is
financially independent. A minor may be considered emancipated if he or she is
married, a parent, or in the military [13]. In general, an emancipated minor can consent
to all health care.

Other exceptions include care for pregnancy, substance abuse, sexually transmitted
diseases, mental illness, and provision of contraception. All states have laws which
permit minors to consent to one or more of the listed services, but there is
tremendous variability among state laws, and most states do not have laws for every
situation. While state laws cover alcohol and drug abuse, some specify only one or the
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other. Some states prohibit disclosure to parents, some leave this to the physician’s
discretion, and others require disclosure under certain circumstances. The Center for
Adolescent Health and the Law recently published a compendium of state laws that
address confidentiality and consent [14].

States Determine Confidentiality Rights of US Teens

The Health Insurance Portability and Accountability Act of 1996 (HIPAA), which
took effect in 2002, protects confidentiality for minors under some circumstances.
Parents (and guardians) have control over health information and access to it for
nonemancipated minor children except in situations (like those described above) in
which minors are legally able to consent to health care. This federal law, however,
defers to state laws which either allow or prohibit disclosure of confidential
information to parents or guardians [15,16]. If a state law requires a physician to
disclose information to a parent, HIPAA allows the physician to do so. If a state law
permits, but does not require, the physician to disclose information to a parent,
HIPAA allows physician discretion on the matter. If state law prohibits disclosure of
information to a parent, the physician may not disclose without the minor’s
permission. If there is no state law, a physician has discretion about disclosing to a
parent who requests information [17]

Medical organizations such as the American Academy of Pediatrics, American Medical
Association, American Academy of Family Physicians, American College of
Obstetricians and Gynecologists, and Society for Adolescent Medicine all have
endorsed policy recommendations on adolescent confidentiality [18,19].

Clinical Framework

As mentioned previously, studies show that adolescents are less likely to seek health
care for sensitive issues if they believe that their parents will be informed. Many
adolescents are unaware of their right to confidential care for certain services, and
many report that they have never discussed confidentiality with a health care provider
[1,6]. Many adolescents choose to involve their parents in important health care
decisions. Among those who do not involve parents, many have experienced violence
within the family, and they fear incurring violence if they were to try [20].

When treating adolescents, physicians should discuss confidentiality at a first visit with
the patient and parents. Limits to confidentiality should be explained. Parents and
patients need to understand that if the adolescent poses a threat to self or others,
confidentiality may be broken. In such cases, the physician should explain that this
would be discussed first with the adolescent. Billing policies, medical records, and
appointment notification can compromise confidentiality. Physicians should be aware
of this and explain the possible breaches of confidentiality to adolescent patients and
their parents. All clinic staff should understand policies about confidentiality and
consent.

When screening adolescents for risk-taking behaviors, physicians should interview

them without a parent present. Interviewing the patient privately, even for a minor
iliness, can optimize opportunities to ask about risk-taking behaviors, including
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substance abuse. Most physicians prefer to have adolescents communicate with
parents and involve them in important health care decisions, but they recognize that
within some relationships, parents’ knowledge of substance use or sexual activity can
hinder the minor’s treatment and might lead to punishment or abuse.

Issues Related to Substance Abuse

A common question that arises when caring for minors with suspected or identified
substance abuse is: when is it appropriate to perform urine drug testing without the
adolescent’s consent? An adolescent with impaired mental status or one who has been
involved in trauma, violence, or overdose should be tested for drug use. Testing can
be a useful tool to monitor drug use in adolescents during drug treatment or
maintenance programs.

In clinical practice, physicians may encounter parents who suspect drug use and
request a urine drug test with or without their adolescent’s consent. When this occurs,
the clinician should obtain more information about the parents’ concerns, and they
should be informed that a positive urine test does not give information about the drug
use pattern, or presence of abuse or dependence [8]. Similarly, a negative test does not
indicate that the patient has not used drugs.

The minor should be questioned alone, ideally with the clinician sharing information
about the parent’s concerns. Minors often consent to drug testing. For minors who
refuse testing, it is rarely, if ever, appropriate to test, except in the emergency
situations mentioned above. Whenever the minor agrees to testing, the physician must
first develop a plan for disclosure of test results to both parents and adolescent before
ordering the test.

Another question often asked in relation to drug use is: when it is appropriate to
screen select populations, such as athletes? In 1996 the American Academy of
Pediatrics published a policy statement on testing for drugs commonly abused by
children and adolescents that opposes involuntary testing of young people for such
drugs [21]. In June 2002 the United States Supreme Court ruled that public schools
have the authority to perform random drug tests on middle school and high school
students participating in all extracurricular activities [22]. Although the White House
Office of National Drug Control Policy (ONDCP) has published a guidebook
designed to encourage schools to incorporate policies for all students [23], there has
been controversy among physicians and other experts as to the utility of such testing
as well as concerns about invasion of privacy [20]. There is little evidence of the
effectiveness of school-based drug testing in the scientific literature [ 24, 25], and few
schools have the staff or skills to implement costly testing. Interpretation of testing
can also be complicated by false positives and validity questions that arise from the
potential adulteration of specimens. It is anticipated that professional organizations
will develop further policy statements to address the issue of rigorous scientific studies
of the safety and efficacy of school-based testing

Summary
When screening and treating minors for sensitive health conditions such as substance
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abuse, confidentiality should be honored whenever possible, and potential limits to
confidentiality clearly explained in advance. Adolescents are able to consent to alcohol
and drug treatment in most states, but involvement of the family is optimal in most
cases.
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