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Case Scenario

It was great that my 15-year-old female
patient, who seemed emotionally disengaged
during the routine confidential time at her
annual visit, felt comfortable enough to return
for advice. On the other hand, it was discon-
certing to see her in distress and accompanied
by a male classmate instead of her family.
After emphasizing our confidentiality policy,
she revealed that she and her classmate had
engaged in a consensual, unprotected sexual
relationship and that she was afraid she was
pregnant. She also requested a pregnancy test,
and if the test result was negative, she wanted
to have birth control for future protection.

After praising her for seeking help, I asked
the patient whether we could include her
parents in the discussion. She quickly rejected
that suggestion, stating that her parents would
“disown” her if they found out she was sexu-
ally active, because premarital sex violated
their personal and family values. She threat-
ened to leave without treatment if I insisted on
notifying her parents. However, her parents
are also my patients, and I did not want to
jeopardize my relationship with them. More-
over, my clinic is situated in a small town, and
is the only immediate source of health care
available.

The situation presented a dilemma.
Should I have declined her requests unless
she received parental consent, thus running
the risk that she could become pregnant (if
not already), spread a sexually transmitted
infection (STI), or avoid future health care
in this community? Or should I have pro-
vided the requested services without paren-
tal authorization, at the risk of inadvertently
violating applicable law?

Commentary

The American Medical Association’s Prin-
ciples of Medical Ethics clearly state that

physicians “shall safeguard patient confi-
dences and privacy within the constraints
of the law.”! However, the laws in American
jurisdictions vary with respect to a minor’s
ability to consent to medical treatment. Many
adolescents forego medical services in sensi-
tive situations out of fear of parental noti-
fication, which partially explains why more
than 40 out of every 1,000 15- to 17-year-old
American girls become pregnant each year.>”

In light of these considerations, as well as
the potential for family conflicts and litiga-
tion, physicians who provide confidential
services to adolescents should adopt a sys-
tematic approach which, though patient-
oriented, gives due regard to third parties.
Here is an example of a stepwise approach
for these situations.

1. KNOW THE STATE AND FEDERAL LAWS

For public health reasons, every American
jurisdiction allows physicians to diagnose
and treat STIs in minors without parental
consent. However, there is greater variation
as to whether a minor’s consent suffices for
provision of contraceptive services. Informa-
tion on consent requirements is available
from the Guttmacher Institute at http://
www.guttmacher.org.

2. BUILD RAPPORT

Strong rapport between the medical team
and the patient (as well as the patient’s par-
ents, if they are involved) is arguably the
most important factor leading to successful
outcomes in such cases. Good rapport builds
trust, engenders additional room for flexibil-
ity in patient care, and may even reduce the
incidence of lawsuits.*”

Using the BATHE technique may generate
rapport by providing a short psychotherapeu-
tic intervention (less than 15 minutes). The
technique allows physicians to assess the
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background situation, the patient’s affect, the problem
that is most troubling to the patient, and the patient’s
manner of handling the problem, and then finally to
make a statement that conveys empathy.® It can be
helpful to emphasize self-esteem building and self-
empowerment through motivational interviewing. The
physician can begin with a statement such as, “It’s won-
derful to see that you are taking responsibility for your
health, and now that you have more control over the
decisions about your body and your relationships, it’s
always important to protect and value yourself.”

3. ADDRESS EMERGENT ISSUES

After giving the patient an overview of the limitations
on confidentiality, the physician should obtain the rel-
evant history and consider performing a HEEADSSS
assessment (concerning the patient’s home life, educa-
tion/employment, eating habits, activities, drug and
alcohol use, sexual history, personal safety, and suicidal
ideation), followed by relevant anticipatory guidance.’
Physical examination can be deferred unless the patient
is specifically symptomatic, but it is important to screen
for, at minimum, gonorrhea, chlamydia, and human
immunodeficiency virus. Girls should also take a preg-
nancy test. The physician can say, “We should order a
few lab tests to make sure that you aren’t pregnant and
that you don’t have any infections that can come with
unprotected sex.” Empiric treatment for common STIs
may also be considered.

Contraceptive services, including emergency contra-
ception, may be provided at this point unless applicable
law requires parental consent. The logistics of obtaining,
storing, using, and paying for contraceptives may be
challenging for adolescents. An open-ended question,
such as “What do you know about the different types
of birth control?”, is useful because the patient may
have misconceptions. Regardless, confidentiality may be
broken if a bill is inadvertently sent to the parents’ house
(parents who are not involved in the decision making
are typically not obligated to pay for contraceptives). It
may therefore be appropriate to refer the patient to a free
clinic that specializes in adolescent care.

If there are concerning historical data, the physician
may ask the patient about the age of his or her partner
and whether the relationship is consensual. Although
rape and incest fall outside the scope of this analysis,
states differ with respect to the definition and mandatory
reporting of statutory rape. Physicians should exercise
case-by-case judgment within the confines of state law.!°

4. ARRANGE FOR FOLLOW-UP

Follow-up testing for pregnancy and STIs (and any
resulting treatment, if necessary) at a subsequent visit is
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prudent, and confidential contact arrangements should
be predetermined. The physician should also comply
with any legal requirement of reporting positive STI
screening results to public health authorities for partner
notification or, if not required, encourage the patient to
notify his or her partner(s). In addition, during this visit
the physician can fully reevaluate the patient’s physi-
cal and emotional well-being, and can discuss all of the
outcomes that could result from continuing the sexual
relationship.

5. PROTECT CONFIDENTIALITY

The adolescent patient may be wary of having his or her
confidentiality compromised by clinic or insurance com-
pany personnel. It is important for physicians to mitigate
such risks to the degree that they are able to do so (e.g.,
designating a clinic nurse as a direct contact point, safe-
guarding medical records). It also is useful to be familiar
with the practice styles of subspecialists and pharmacists
to whom the patient could be referred.

6. OBTAIN PARENTAL INVOLVEMENT AND CONSENT

At this point, the patient may be less resistant to disclos-
ing a sexual relationship to his or her parents, especially
if pregnancy and STIs have been excluded. The physician
should renew the recommendation for parental involve-
ment in most cases, because this can improve social
support, access to services, and contraceptive use.'! Ado-
lescent patients who refuse further disclosure may agree
to discuss a relevant and appropriate noncontraceptive
indication for birth control (e.g., dysmenorrhea) with
their parents to foster communication.

To summarize this stepwise approach, after preg-
nancy is excluded, the patient in this case scenario may
be prescribed a concealable contraceptive option (e.g.,
Nuvaring), offered condoms, and if indicated, screened
and empirically treated for any STIs. By this point, it is
hoped that she has established trust with her treatment
team and has agreed to parental involvement.

The initial climate of the joint visit with the patient
and her parents may be tense and contentious. This
can be lessened by empathetically telling the parents,
“It’s very refreshing that your daughter has started to
take responsibility for her health, she trusts you to be a
part of it, and you are willing to be here for her.” After
creating a comfortable atmosphere, the physician should
encourage the parents to agree to any treatment that has
been withheld, including mental health services. The
time spent with the patient ultimately facilitates the
creation of a new, robust support system for her, and can
have a life-changing impact.

Address correspondence to David A. Klein, MD, MPH, at david.klein.2@
us.af.mil. Reprints are not available from the author.

Volume 86, Number 5 ¢ September 1, 2012



Author disclosure: No relevant financial affiliations to disclose.

The opinions and assertions contained herein are the private views of
the author and are not to be construed as official or as reflecting the

views of the U.S. Air Force, the U.S. Army, or the U.S. military at large.

REFERENCES

1. American Medical Association. AMA code of medical ethics: principles
of medical ethics. June 2001. http://www.ama-assn.org/ama/pub/
physician-resources/medical-ethics/code-medical-ethics/principles-
medical-ethics.page. Accessed December 29, 2011.

. Jones RK, Purcell A, Singh S, Finer LB. Adolescents’ reports of parental
knowledge of adolescents’ use of sexual health services and their reac-
tions to mandated parental notification for prescription contraception.
JAMA. 2005;293(3):340-348.

. Ford CA, Millstein SG, Halpern-Felsher BL, Irwin CE Jr. Influence of phy-
sician confidentiality assurances on adolescents’ willingness to disclose
information and seek future health care. A randomized controlled trial.
JAMA. 1997,278(12):1029-1034.

4. Lehrer JA, Pantell R, Tebb K, Shafer MA. Forgone health care among

U.S. adolescents: associations between risk characteristics and confi-
dentiality concern. J Adolesc Health. 2007;40(3):218-226.

N

w

September 1, 2012 * Volume 86, Number 5

www.aafp.org/afp

Curbside Consultation

5. Martinez G, Copen CE, Abma JC. Teenagers in the United States: sexual
activity, contraceptive use, and childbearing, 2006-2010 national sur-
vey of family growth. Vital Health Stat 23. 2011;(31):1-35.

6. Stelfox HT, Gandhi TK, Orav EJ, Gustafson ML. The relation of patient
satisfaction with complaints against physicians and malpractice law-
suits. Am J Med. 2005;118(10):1126-1133.

7. Levinson W, Roter DL, Mullooly JP, Dull VT, Frankel RM. Physician-
patient communication. The relationship with malpractice claims among
primary care physicians and surgeons. JAMA. 1997,277(7):553-559.

8. Stuart MR, Liberman JA Ill, eds. The Fifteen Minute Hour: Applied Psy-
chotherapy for the Primary Care Physician. 2nd ed. Westport, Conn.:
Praeger; 1993:101-183.

9. Goldenring JM, Rosen DS. Getting into adolescent heads: an essential
update. Contemp Pediatr. 2004;21(1):64-90.

10. American Academy of Family Physicians, American Academy of Pediat-

rics, American College of Obstetricians and Gynecologists, and Society
of Adolescent Medicine. Protecting adolescents: ensuring access
to care and reporting sexual activity and abuse. J Adolesc Health.
2004;35(5):420-423.

11. Short MB, Yates JK, Biro F, Rosenthal SL. Parents and partners: enhanc-

ing participation in contraception use. J Pediatr Adolesc Gynecol.
2005;18(6):379-383. 1

American Family Physician 463



