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Internists and Adolescent Medicine
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nternists can assume a greater role in the provision of health care to adolescents. Adding an

understanding of adolescent development to the skills and knowledge already possessed

by internists will allow internists to interact more comfortably and effectively with adoles-

cent patients. Learning about specific areas of importance such as adolescent morbidity and
mortality, consent and confidentiality, interviewing techniques, and preventive health care will
further enhance the internist’s knowledge regarding adolescent health. There are numerous re-
sources available to help internists care for adolescent patients.

There are approximately 38 million ado-
lescents between the ages of 10 and 19 years
in the United States.! Many of these ado-
lescents lack a usual source of care.” Inter-
nists may be called on to provide health ser-
vices for adolescent patients. Although
many physicians find the care of adoles-
cents deeply rewarding, some internists feel
challenged by aspects of health care that are
unique to this age group.>” This article will
review why it is important for internists to
learn about the special needs of adoles-
cents and will outline approaches to ado-
lescent health care that should be useful to
the practicing internist.

WHAT IS ADOLESCENT MEDICINE?

Adolescence is the time in life that bridges
childhood and adulthood. During this
transition, individuals undergo rapid so-
matic growth, pubertal changes, cogni-
tive development, and are faced with the
psychosocial tasks of identity formation,
independence, sexuality, and pursuit of
a vocation.® Many medical and psycho-
logical problems can arise during this time.
The specialty of adolescent medicine
has grown out of a need to provide medi-
cal care to youths in the context of these
remarkable physical and psychosocial
changes.
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Internists are familiar with many of the
problems commonly encountered in ado-
lescent medicine, such as abdominal pain,
sports injuries, and reproductive health is-
sues. Addingan understanding of adolescent
development to the skill setalready in place
will allow the internist to comfortably inter-
act with the adolescent patient. Some ado-
lescent health problems may be less famil-
iar to internists such as behavioral health
issues (eg, attention-deficit/hyperactivity
disorder, conduct disorder, and running
away), nutritional problems (eg, anorexia
nervosa and bulimia nervosa), and disorders
of growth and pubertal development. Inter-
nists have numerous resources available to
aid them in addressing these problems, many
of which will be outlined in this article. In
addition, internists can work in consultation
with adolescent medicine specialists. Twenty-
sixadolescent medicine fellowship training
programs are currently available in the United
States.” The American Board of Internal Medi-
cine, the American Board of Pediatrics, and
the American Board of Family Practice of-
fer a Certificate of Added Qualification in
adolescent medicine to individuals who
are fellowship trained and who successfully
complete board examination.® In addition
to adolescent medicine specialists, there are
numerous health care providers with exper-
tise in the care of adolescents, including
psychiatrists, psychologists, social workers,
dietitians, and pediatric subspecialists who
can assist internists in the provision of care
to adolescent patients.
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WHY SHOULD INTERNISTS
BE INTERESTED IN
ADOLESCENT MEDICINE?

Data from the 1998 US Census Bu-
reau reveal that 14% of the US popu-
lation, approximately 38 million in-
dividuals, are between the ages of 10
and 19 years.! Although many na-
tional organizations recommend that
adolescents have annual preventive
visits in addition to visits for acute
and chronic illness,>'° adolescents
underutilize physician offices rela-
tive to their population proportion.?
Reasons for this include inadequate
health insurance'! and lack of a usual
source of care.” Data analyzed from
a 1994 national survey show that
most older adolescents (ages 18-21
years) were seen by family practi-
tioners and obstetrics-gynecology
specialists; only 7.1% of adolescents
were seen in internal medicine of-
fices.? Internists can assume a greater
role in the provision of health care to
adolescents. In 1989, the American
College of Physicians issued a policy
statement regarding the role of in-
ternists in adolescent health care, stat-
ing, “Internists need better training
and more involvement in the care of
adolescents.”*?

Many diseases of adulthood be-
ginin adolescence. For example, ap-
proximately 80% of persons who use
tobacco began before age 18 years."
Studies have shown that even briefin-
terventions by physicians can lead to
tobacco cessation.'* Identifying and
addressing problem behaviors in ado-
lescence may decrease the prevalence
of these problems in adulthood.

Itis estimated that over 90% of
children with chronic illness or dis-
abilities now survive until adult-
hood."!® Internists will be needed
to participate in the care of patients
with chronic diseases such as cys-
tic fibrosis, congenital heart dis-
ease, juvenile rheumatoid disor-
ders, spina bifida, and cerebral palsy.
Many internal medicine specialists
have addressed the issues regard-
ing the transition of care from pe-
diatric to adult health care settings,
and several successful transition pro-
grams have been described.!”*

If internists are to assume greater
care for adolescents, they should feel
adequately trained in adolescent medi-
cine. Studies have shown that resi-

dents in internal medicine training
programs as well as practicing inter-
nists at times feel unprepared to ad-
dress issues encountered while car-
ing foradolescents.>*?! The Residency
Review Committee for internal medi-
cine recommends that internal medi-
cine residents should be formally in-
structed in adolescent medicine
during their 3 years of residency train-
ing.** Curricula for training in ado-
lescent medicine have been devel-
oped for internal medicine training
programs.” In addition to didactic
conferences, potential sites for train-
inginadolescent medicine include in-
patient and outpatient adolescent
units, pediatric subspecialty clinics,
school-based clinics, family plan-
ning centers, juvenile detention cen-
ters, youth crisis centers, shelters for
the homeless, and college health cen-
ters. Internists can find literature,
workshops, and courses on topics in
adolescent health available through
many organizations including the
Society for Adolescent Medicine
(SAM), the North American Society
for Pediatric and Adolescent Gyne-
cology, the American Academy of
Pediatrics, and the American Medi-
cal Association (AMA) (Table 1).

SPECIFIC AREAS
OF IMPORTANCE

Caring for adolescents requires the
good clinical skills that internists al-
ready possess: the ability to listen and
obtaina detailed history, careful atten-
tion to the physical examination,
thoughtful consideration of diagnos-
tic possibilities, and treatment plan-
ning thatinvolves the patientasa part-
ner. Knowledge in certain key areas
will help internists interact more suc-
cessfully with adolescent patients.
These areas include (1) major causes
ofillnessand deathamongadolescents,
(2) pubertal, cognitive, and psycho-
social development, (3) issues of con-
sentand confidentiality, (4) interview-
ing strategies, (5) preventive care, and
(6) resources foradditional guidance.

MORBIDITY AND MORTALITY

Experimentation is a normal part of
adolescent psychosocial develop-
ment. As adolescents begin to inter-
act more with their peer group, they
may participate in risk-taking behav-

Table 1. Resources on
Adolescent Health

1. Society for Adolescent Medicine
Blue Springs, Mo
http://www.adolescenthealth.org
Phone: 816-224-8010
e-mail: sam@adolescenthealth.org
2. American Academy of Pediatrics
Elk Grove Village, III
http://www.aap.org
Phone: 847-434-4000
e-mail: kidsdocs@aap.org

. Bright Futures
Arlington, Va
http://www.brightfutures.org
Phone: 703-524-7802
e-mail: brightfutures@ncemch.org

4. Centers for Disease Control
and Prevention

Division of Adolescent and
School Health (DASH)

Atlanta, Ga

http://www.cdc.gov/nccdphp/dash/

e-mail: healthyyouth@cdc.gov

Journal of Adolescent Health

Palo Alto, Calif

http://www.elsevier.com/locate
/jahonline

Phone: 650-725-8293

6. American Medical Association,

Adolescent Health On-Line

Chicago, Il

http://www.ama-assn.org/ama/pub
/category/1947.html

e-mail: gaps@ama-assn.org

7. North American Society for Pediatric

and Adolescent Gynecology
(NASPAG)

Philadelphia, Pa

http://www.naspag.org

Phone: 215-955-6331

e-mail: naspag@aol.com

w

o

iors. Behaviors such as substance use,
sexual activity, and violence are a pri-
mary source of morbidity and mor-
tality among adolescents. Seventy-
two percent of all deaths among
adolescents and young adults aged
between 10 and 24 years, are due to
motor vehicle crashes (31%), homi-
cides (18%), suicides (12%), and un-
intentional injuries (11%).%* The
Youth Risk Behavior Surveillance
Survey (YRBSS), a biannual study
conducted by the Centers for Dis-
ease Control and Prevention, regu-
larly monitors health risk behaviors
of US high school adolescents.” The
results of this study show that an
alarming number of high school
youths are participating in high-risk
behaviors (Table 2).

Knowledge of high-risk behav-
iors that occur during adolescence
helps internists tailor the history to

(REPRINTED) ARCH INTERN MED/VOL 162, JULY 22, 2002

1551

WWW.ARCHINTERNMED.COM

©2002 American Medical Association. All rights reserved.



Table 2. Prevalence of Certain Risk Behaviors Among US High School Teenagers*
Risk Behavior %
Riding with a driver who had been drinking alcoholt 33.1
Driving after drinking alcoholt 13.1
Carried a gun, knife, or clubt 17.3
Suicidal plan within the previous 12 mo 14.5
Lifetime tobacco use 70.4
Current tobacco use (=1 cigarette, cigar, or use of smokeless tobacco 32.8
within previous 30 d)
Tobacco use before age 13y 24.7
Lifetime alcohol use 81.0
Current alcohol use (=1 drink of alcohol on =1 of the previous 30 d) 50.0
Alcohol use before age 13y 32.2
Heavy alcohol use (=5 drinks of alcohol on =1 occasion within the previous 30 d) 315
Lifetime marijuana use 47.2
Marijuana use before age 13 y 11.3
Lifetime sexual intercourse 49.9
Sexual intercourse before age 13y 8.3
More than 4 sex partners in lifetime 16.2
Condom use at last intercourse 58.0
Alcohol or drug use at last intercourse 24.8
Overweight (body mass index =95th percentile by age and sex) 9.9
Watched more than 2 h of television daily 42.8
Participated in vigorous physical activity (sweating or breathing hard 64.7
for =20 min on =3 of the previous 7 d)

*Data from Kann et al.®
tin the previous 30 days.

Table 3. HEADSS Acronym for Interviewing Adolescents

Home environment
Education/Employment

Activities/Exercise

Sexuality

Who lives at home? How does everyone get along?

Where do you go to school/work? What kind of grades do you make?
Do you like school/work?

What do you do for fun? What do you do for exercise?

Drugs Do your friends ever use tobacco/alcohol/illicit drugs? Have you ever
used tobacco/alcohol/illicit drugs? Have you ever driven or been driven
by someone under the influence of alcohol or drugs? Have you ever
done anything that you later regretted while under the influence of
alcohol or drugs?

Are you interested in anyone? Has anyone ever forced you to do
anything you were uncomfortable doing? Have you ever had sex?

Suicide/Depression

(Should be asked in a sensitive manner and should be gender neutral.)
How many sexual partners have you had in your life? In the past 2
months? Do you use any method of protection? Have you ever had a
sexually transmitted infection? Have you ever been pregnant or gotten
someone pregnant?

In the past 2 months have you felt worthless, guilty, hopeless, bored?
Have your eating or sleeping patterns changed? Do you still enjoy
doing the same things? When was the last time you had fun? Do you

now or have you ever felt suicidal?

include important psychosocial
questions. Suggestions regarding
what questions to ask and ways in
which to ask them are provided in
Table 3. Each office visit offers an
opportunity to ask about danger-
ous behaviors and to provide coun-
seling and education. Internists
should learn about the community
resources available to adolescents
such as hot lines, therapists, coun-
seling centers, family planning clin-
ics, and substance use programs.

PUBERTAL, COGNITIVE,
AND PSYCHOSOCIAL
DEVELOPMENT

The physical changes of adoles-
cence involve both somatic growth
and the development of secondary
sexual characteristics (puberty). Dur-
ing normal pubertal development,
adolescents achieve approximately
25% of their adult height and 40% of
their adult ideal body weight.°
Changes in body composition oc-

cur, with an increase of lean body
mass for male adolescents and a de-
crease in lean body mass and in-
crease in adipose tissue for female
adolescents.® The use of Tanner stag-
ing or sexual maturing rating helps
to track the progression of breast de-
velopment and pubic hair growth in
the female adolescent and testicular
and penile development and pubic
hair growth in the male adolescents
(Figure 1).% Physicians caring for
adolescents should be knowledge-
able about normal developmental
changes and when to initiate an evalu-
ation for growth and/or pubertal de-
lay. Several excellent reviews regard-
ing adolescent growth and pubertal
development may be found in the
medical literature.®*"-*

Changes in cognitive function-
ing occur during adolescence. Ac-
cording to Piaget, the development
of formal operational thought al-
lows an adolescent to progress from
a concrete thinker to an abstract
thinker.? Cognitive development
does not necessarily parallel chrono-
logical age or pubertal develop-
ment. Studies suggest that by age 14
years, adolescents do not differ from
adults in their capacity to make in-
formed treatment decisions.* Itis im-
portant to assess the level of under-
standing in adolescents when taking
ahistory, providing education, or ob-
taining informed consent.*!

Adolescents must achieve psy-
chosocial tasks to transition to adult-
hood. Identified tasks include a need
to (1) develop an identity and self-
image, (2) establish autonomy from
parents or guardians, (3) establish a
sexual identity and form intimate re-
lationships, and (4) choose a voca-
tion.>*? It is helpful to consider these
tasks in the context of early, middle,
and late adolescence.” During early
adolescence (ages 10-13 years), ado-
lescents may feel self-conscious about
the physical changes that are occur-
ring in their bodies. They may begin
to spend more time with peers and
show an interest in their sexuality.
During middle adolescence (ages
14-17 years), teenagers may experi-
ment with different identities, estab-
lish greater independence from fami-
lies, and may rely more on peers for
guidance and support. Older adoles-
cents (ages 18-21 years) begin to feel
more comfortable with body image
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Sex Maturity Rating 1: Prepubertal.
No pubic hair. Genitalia unchanged
from early childhood.

Y

Sex Maturity Rating 1: Prepubertal.

Sex Maturity Rating 2: Breast buds appear.
Areola is slightly widened and projects as
small mound.

Sex Maturity Rating 2: Light,
downy hair develops laterally

and later becomes dark. Penis
and testes may be slightly larger.
Scrotum becoming more textured.

Sex Maturity Rating 2: Straight

No pubic hair. hair is extending along the labia
and, between ratings 2 and 3,
begins on the pubis.

o v
| A
\ S

Sex Maturity Rating 3: Enlargement of the
entire breast with no protrusion of the papilla
or of the nipple.

i

Sex Maturity Rating 3: Pubic
hair has extended across the
pubis. Testes and scrotum are
further enlarged. Penis is larger,
especially in length.

Sex Maturity Rating 3: Pubic
hair has increased in quantity,
is darker, and is present in the

smaller quantity.

<

as a secondary mound.

Sex Maturity Rating 4: More
abundant pubic hair with curling.
Genitalia resemble those of an
adult. Glans has become larger
and broader. Scrotum is darker.

Sex Maturity Rating 4: Pubic
hair is more dense, curled, and
adult in distribution but is less
typical female triangle but in abundant.

Sex Maturity Rating 4: Enlargement of the
breast and projection of areola and papilla

s

Sex Maturity Rating 5: Adult
quantity and pattern of pubic
hair, with hair present along the
inner borders of the thighs. The
testes and the scrotum are adult
in their size.

Sex Maturity Rating 5: Abundant,
adult-type pattern; hair may
extend on to the medial aspect of
the thighs.

Sex Maturity Rating 5: Adult configuration
of the breast with protrusion of the nipple.
Areola no longer projects separately from

remainder of breast.
<\// \

Figure 1. Sexual Maturity Rating. A, Male genital and pubic hair development. Rating for hair and genital development can differ in a typical boy at any given time
as pubic hair and genitalia do not necessarily develop at the same rate. B, Female pubic hair development. C, Female breast development (sex maturity rating 1 not
shown; prepubertal, elevations of papilla only). Reprinted with permission from Patient Care.?® lllustrations by Paul J. Singh-Roy.

and identity and work on establish-
ing independence and intimate rela-
tionships as well as plan for future vo-
cation. Adolescents with chronic
diseases must work through these de-
velopmental tasks while struggling
with the various challenges im-
posed by their medical illnesses.>*3¢

CONSENT AND
CONFIDENTIALITY

Physicians caring for adolescent pa-
tients may have questions regarding
the circumstances in which adoles-
cents can legally consent to their own
medical care.”” Additionally, physi-
cians may encounter situations in

which they feel uncertain about their
ability and obligation to provide con-
fidential care to adolescents.”® Nu-
merous studies have shown that ado-
lescents will not seek health care for
many medical problems if the abil-
ity to consent and to receive confi-
dential care is not assured.’** It is
useful to establish a policy regard-
ing consent and confidentiality in a
practice and to discuss this policy
with adolescents and their parents or
guardians.*

There are certain circumstan-
cesinwhich adolescents younger than
18 years may consent for the diagno-
sisand treatment of a medical condi-
tion without the knowledge or ap-

proval of a parent or guardian. The laws
governing these situations vary from
state to state, and internists should be
aware of the specific laws within their
own state. In most states, adolescents
may consent for their medical care if
theyare (1) inactive duty in the armed
forces, (2) emancipated minors (ie,
living apart from parents and respon-
sible for their own financial affairs),
(3) pregnant, (4) legally married, or
(5) seeking care for sexually transmit-
ted diseases, substance use, or mental
health problems.

The legal basis for permitting
adolescents to consent to their own
care also assures that that care may
be confidential.** Numerous medical
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organizations including American
College of Physicians—American So-
ciety of Internal Medicine, SAM, and
the AMA support the provision of
confidential care to adolescents.**
The physician’s policy regarding con-
fidentiality should be explained to
patients and their parents at the be-
ginning of the visit. If the health care
provider believes he or she cannot
provide confidential care, the adoles-
cent patient should be made aware of
this before the history is elicited.
Adolescents should under-
stand that there are situations in which
confidentiality will be breached, in-
cluding behaviors that lead to harm
to oneself or others, situations of
abuse, and reportable infectious dis-
eases.?**% When parents or guard-
ians must be informed, the adoles-
cent can be given the choice of having
the physician talk with the adults, the
adolescent talk with the adults, or the
adolescent and physician inform the
adults together. This shows respect for
the adolescent and allows him or her
some degree of control over the situ-
ation. When providing confidential
care, the physician must be careful to
avoid revealing information through
billing slips, laboratory forms, or
phone calls. Some adolescents are will-
ing to pay for services out of pocket
to ensure confidentiality.*® Medical
records may be difficult to protect as
parents have a legal right to access
these documents in most states.*

INTERVIEWING

Establishing a trusting relationship is
one of the most important tasks for
the internist caring for an adoles-
cent. Adolescents should feel com-
fortable and welcome in the health
care setting, and the staff should be
friendly and respectful. Office hours
offered after school, in the evenings,
and on weekends can facilitate vis-
its.* When meeting with the adoles-
cent and his or her parent or guard-
ian, the internist can show an interest
in the adolescent by shaking the ado-
lescent’s hand first. A discussion of
the policy of consent and confiden-
tiality with the adolescent and the
adult can establish an atmosphere of
privacy, respect, and trust. Ques-
tions can be initially directed to the
adolescent, with the parent or guard-
ian invited to respond as well. At some

point the adult should be asked to
leave the room to allow for conver-
sation with the adolescent alone.”
This is an opportune time to obtain
a detailed psychosocial history. The
acronym HEADSS (home environ-
ment, education/employment, activi-
ties/exercise, drugs, sexuality, and sui-
cide/depression)’! is a popular tool
used by adolescent physicians to en-
sure that a thorough social history has
been obtained (Table 3). Many pro-
viders will begin with less threaten-
ing questions about family and friends
before progressing to more sensitive
and personal questions. If the inter-
nist learns information that causes
concern about issues such as sub-
stance use, school problems, sexual-
ity, or mood disturbances, counsel-
ing can be offered and referrals can
be instituted for community ser-
vices that will help the adolescent to
address these problems. The physi-
cian should have time to establish rap-
port with the adolescent and can en-
courage the adolescent to answer
questions openly and honestly by us-
ing open-ended questions and lan-
guage that the adolescent can un-
derstand. Most importantly, the
practitioner should be respectful and
nonjudgmental of the adolescent.
There are many excellent reviews of
interviewing techniques for adoles-
cent patients.’*>

PREVENTIVE HEALTH CARE

Much of the morbidity and mortality
that affects adolescents is a result of
preventable causes. Internists should
be knowledgeable about preventive
services that are recommended for
adolescents. The AMA, the Maternal
and Child Health Bureau (MCHB),
and the US Preventive Services Task
Force (USPSTF) have each estab-
lished recommendations regarding
the frequency of visits and what
should be accomplished at each
visit.*!*** Figure 2 reviews the AMA’s
recommendations regarding peri-
odic preventive services for adoles-
cents. In its Guidelines for Adolescent
Preventive Services (GAPS),” the AMA
recommends the yearly measure-
ment of blood pressure, height, and
weight, with a comprehensive physi-
cal examination to be performed ev-
ery 3 years. Laboratory tests such as
lipoprotein profile, purified protein

derivative, human immunodefi-
ciency virus, and rapid plasma re-
agin should be ordered when indi-
cated by history or findings from
physical examination. All sexually ac-
tive female adolescents or those 18
years or older should receive a Papa-
nicolaou smear and tests for Neisse-
ria gonorrhoeae and Chlamydia tra-
chomatis annually (regardless of
symptoms). Sexually active male ado-
lescents should be screened annu-
ally for asymptomatic urethritis with
a urine leukocyte esterase or other
newer screening tools. Immuniza-
tions should be kept current, with par-
ticular attention to hepatitis B, hepa-
titis A, tetanus-diphtheria toxoid, and
varicella vaccinations. Screening for
high-risk behaviors including eating
disorders, sexual activity, substance
use, and school problems is recom-
mended annually, along with coun-
seling for healthy eating, exercise,and
injury prevention. The AMA has pub-
lished useful questionnaires for ado-
lescents and parents/guardians to
complete during both new and re-
turn visits.”

AVAILABLE RESOURCES

There are several excellent re-
sources on adolescent medicine avail-
able to internists; Guidelines for Ado-
lescent Preventive Services (GAPS)®
(published by the AMA), Bright Fu-
tures: Guidelines for Health Supervi-
sion of Infants, Children and Adoles-
cents'® (published by the MCHB),
and The Guide to Clinical Preventive
Services®* (published by the USPSTF)
are all outstanding guides to preven-
tive services for adolescents. Many
textbooks on the topic of adolescent
medicine have been written***** and
may be used as references. Several
comprehensive reviews have been
written®®®* to aid physicians who are
caring for adolescent patients. Table
1 provides additional useful Web sites
and phone numbers.

There are no specific guide-
lines indicating when an internist
should refer an adolescent patient to
an adolescent medicine specialist.
This can be guided by the internist’s
level of comfort in diagnosing and
caring for a particular problem. It may
be useful to seek the help of an ado-
lescent medicine specialist when an
adolescent presents with an eating
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Age of adolescent

Early Middle Late
Procedure 11 12 13 14 15 16 17 18 19 20 21
Health guidance
Parenting*® = =
Development = u = = = = B o [ [ [
Diet & physical activity = u = = = = = B = = L]
Healthy lifestyles** u u u n u = [ [ u u [
Injury prevention ] [ ] ] [ ] ] [ ] [ " ] ] ]
Screening
history
Eating disorders L [ L = [ = = = n u n
Sexual activity*#* = n n = n = n n n n n
Alcohol & other drug use [ L] [ [ [ [ L] m [ [ [
Tobacco use = u n = = = = o = = =
Abuse ] n u ] n ] = ® u ] n
School performance = n = = n = = = n = =
Depression = = = = = = [ ® [ L] L]
Risk for suicide n B = n n n = = n = n
Physical assessment
Blood pressure [ [ [ [ [ [ [ B u [ [
BMI L] [ = [ = = [ [
Comprehensive exam = = -
Tests
Cholesterol 1 1 1
TB 2 2 2
GC, Chlamydia, Syphilis & HPV 3 3 3
HIV 4 8 1
Pap smear 5 D D
Immunizations
MMR ——
Td —a— —_—
Hep B o om 6 6
Hep A 7 T 7
Varicella 8 8§ 8
1. Sereewing lest performed once if family history is positive for 7. Vaceinale if al visk for hepatitis A infection.

early cardiovascular disease or hyperlipidemia. 8. Vaccinate if no reliable history of chicken pox.
2. Screen if positive for exposure to active TB or lives/vorks in * A parent health guidance visit is recommended duving early
high-risk situation, eg, homeless shelter, health care focility. and middle adolescence.

3. Screen al least annually if sevually active. “* [ncludes counseling regarding sexual behavior and avoidance
4. Screen if high-risk for infection. of tobacco, alcohol, and other drug use.
5. Screen annually if sexually active or if 18 years or older. == Includes history of unintended pregnancy and STD.
6. Vaccinate if high risk for hepatitis B infection. 0 Do not give if administered in last five years.

Figure 2. Preventive health services by age and procedure. Reprinted with permission from AMA Guidelines for Adolescent Preventive Services (GAPS):
Recommendations and Rationale.® BMI indicates body mass index; TB, tuberculosis; GC, gonococci; HPV, human papilloma virus; HIV, human immunodeficiency
syndrome; MMR, measles, mumps, and rubella; Td, tetanus-diphtheria toxoids; and Hep, hepatitis.

disorder, dysfunctional uterine bleed-
ing, polycystic ovary syndrome, con-
traceptive issues, behavioral prob-
lems, substance use, school problems,
or mental health issues, or any time
there is difficulty in establishing a di-

agnosis. Because many adolescent
medicine physicians work in mul-
tidisciplinary environments, numer-
ous health care specialists can assist
the referring physician in the treat-
ment of the adolescent patient.

CONCLUSIONS

Adolescence is a period of marked
growth and change. Internists can
serve an important role during this
time of transition. By learning about

(REPRINTED) ARCH INTERN MED/VOL 162, JULY 22, 2002

1555

WWW.ARCHINTERNMED.COM

©2002 American Medical Association. All rights reserved.



aspects of adolescent medicine such
as causes of morbidity and mortality,
pubertal and cognitive development,
issues of consentand confidentiality,
interviewing techniques, and adoles-
cent preventive health, internists can
tailor their skills to provide care to this
age group. There are abundant re-
sources to aid internists caring for
adolescents including medical litera-
ture, mental health professionals,
community resources, professional
organizations, and adolescent medi-
cine specialists. Additionally, resi-
dency training programs in internal
medicine should include didactic
and clinical teaching in adolescent
medicine to better prepare their resi-
dents. Caring for adolescent patients
can be rewarding for both the patient
and the internist.
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