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A B S T R A C T
IMPLICATIONS AND
Purpose: Adolescence is an important time for the detection of health risk behaviors and factors with
subsequent counseling and intervention. Limited research has examined adolescent perceptions of
comprehensivehealthriskassessments (HRAs)andcounselingwithanassessmentofgenderdifferences.
Methods: Participants were identified using Florida’s Medicaid and State Children’s Health
Insurance Program databases. A total of 35 low-income, racially/ethnically diverse adolescents
(ages 14e18 years) participated in eight focus groups stratified by gender. Adolescents completed
an internet-based, tablet-administered, comprehensive HRA and then participated in a semi-
structured interview. Discussions were recorded, transcribed, and analyzed using a multi-step,
team-based approach applying grounded theory to determine major themes.
Results: Male adolescents desired less parental involvement, had less understanding of the pro-
tections of clinical confidentiality and the need for comprehensive HRA, and placed greater
emphasis on the importance of professional appearance. In contrast, more females valued face-to-
face interactions and stressed the importance of concern from the health risk assessor. Overall,
adolescents placed importance on their relationship with the health risk assessor, and on valuing
trust, confidentiality, and nonjudgmental care. Adolescents preferred to complete HRAs in clinical,
private, and professional settings, and reported that tablet technology supported their confiden-
tially in completing the HRA. Furthermore, they stressed the importance of autonomy and learning
about the health risk outcomes for risk reduction.
Conclusions: Gender differences exist in adolescent perceptions of comprehensive HRAs.
Adolescent perceptions of HRAs support their use in confidential primary care settings using
modalities that emphasize nonjudgmental, private care, and the use of communication techniques
that respect adolescents’ autonomy to change health risks.
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Focus groups of low-
income, racially/ethnically
diverse adolescents em-
phasized the need for trus-
ted assessors to provide
nonjudgmental, confiden-
tial care and risk reduction
counseling that informs ad-
olescents about negative
health consequences, yet
respects their autonomy.
Differencesexistedbetween
males’ and females’ percep-
tions about comprehensive
health risk assessments.
Adolescence is an important time for prevention and detection
of health risk behaviors and factors and their early intervention,
such as drug or alcohol use, risky sexual practices, and mental
health concerns. If not addressed, these behaviors and risk factors
significantly contribute to both adolescent and later adult
morbidity and mortality [1,2]. Multiple organizations, including
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Table 1
Semi-structured interview questions

1. Who do you talk to when you are worried about your health?
2. Have you ever completed a health risk assessment form beforedlike the

one you just filled out?
3. What did you think of the questions?
4. Do you think asking questions like these can change your health?
5. What would stop you from filling out a form like this?
6. What do you think about going to the doctor for checkups?
7. Would you fill out a health risk assessment form like this in a doctor’s

office?
8. Would you fill out the form if there was a special clinic or health program

in your neighborhood?
9. Does it matter to you how you fill out the form?
10. Do you think talking about your health risks makes a difference in your

health? Do you think talking about your health can make you feel
better?

11. What do you think about programs to prevent alcohol use, tobacco use,
and drug use?
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the Society for Adolescent Health and Medicine, the American
Academy of Pediatrics, and the American Academy of Family
Physicians, recommend provider-initiated health risk assessment
(HRA) and counseling for adolescents [3e5]. Despite these rec-
ommendations, most studies describe low levels (3%e25%) of
adolescent HRA in clinical settings [6e9]. To address this discrep-
ancy, studieshave focusedonvarious interventions, suchas theuse
of health information technology (HIT) to facilitate adolescent risk
assessment in health care settings by providers [10,11].

However, no previous studies have assessed adolescent per-
ceptions of comprehensive HRA and counseling, including pref-
erences for settings (clinical and non-clinical) and mode of
delivery (e.g., use of HIT). Previous studies assessing adolescents’
perceptions have focused primarily on their views of overall
clinical care and their care-seeking behavior [12,13]; clinical
category-specific HRA, such as sexual health [14]; or specific
concepts such as confidentiality or trust [15]. Studies show that
low-income, racially/ethnically diverse adolescents have
increased rates of risky health behavior [16], and therefore their
perspectives provide crucial information for interventions
designed to increase health risk assessment and counseling.
There are also gender differences in adolescent rates of risk be-
haviors or factors and receipt of preventive care. Relative to
females, males have a greater number of risk behaviors and
lower rates of preventive care [17e19]. Because of these differ-
ences, there may also be gender differences in perceptions of the
usefulness, most effective setting, and best administration mo-
dality of HRA among adolescent males and females.

To better inform HRA interventions, we performed a quali-
tative study to examine both adolescent perceptions of
comprehensive HRAs and counseling, and acceptance of HIT to
conduct HRAs. We examined differences in HRA perceptions
between racially and ethnically diverse male and female ado-
lescents from low-income families. Information obtained from
these focus groups can be used to develop patient-centered in-
terventions that promote participation in comprehensive HRAs
for racially/ethnically diverse adolescent males and females from
disadvantaged backgrounds.

Methods

Eligibility and recruitment

We identified low-income, racially/ethnically diverse
adolescent males and females as potential participants using
Florida’s Medicaid and State Children’s Health Insurance Pro-
gram (CHIP) databases. We housed these databases through
agreements with the State of Florida and as part of our work
examining the quality of care for children in Medicaid and CHIP.
Most children in Medicaid and CHIP reside in families earning
�200% of the Federal poverty level. We designed the focus
groups to allow us to reach theoretical saturation related to
gender. Because three to five focus groups per population are
recommended to reach theoretical saturation, [20], we con-
ducted eight focus groups with adolescents (ages 14e18 years)
stratified by gender and race/ethnicity across three different
cities in Northern Florida. Six focus groups were conducted with
Medicaid enrollees, with one male and one female focus group in
each of the following race/ethnicity categories: African-
American, white, and Hispanic. Because CHIP enrollees could
not be stratified by race/ethnicity, owing to the large percentage
of missing race/ethnicity data, twomixed-race focus groupswere
enrolled with CHIP enrollees, one male and one female. We did
not further stratify groups by age.

To optimize participation, we used ArcGIS software (ArcGIS
Desktop, release 10; Environmental Systems Research Institute,
Redlands, CA, 2011) to identify clusters of Medicaid and CHIP
adolescent males and females from different racial and ethnic
backgrounds within each city. We then identified community lo-
cationswithina4-mile radiusof theseclusters tohold focusgroups.
Werandomlysampled80adolescents foreachplanned focusgroup
(640 in total) with the goal of having eight to 10 participants per
group to meet a standard goal of having four to 12 participants
per focus group [20]. We sent invitation letters and followed up
with a phone call.Wewere unable to contact 420 participants (225
people had invalid phone numbers, 22 had both incorrect ad-
dresses and phone numbers, 173 did not answer the phone after
three attempts, and 119 declined participation). A total of 101 ad-
olescents agreed to participate over the phone, 47mailed in signed
consent forms, and 35 participated in the focus groups. The Uni-
versity of Florida Institutional Review Board approved the study.
Study procedure

Adolescents answered some demographic questions and
anonymously completed a slightly modified version of the
Guidelines for Adolescent Preventive Services (GAPS) [21], a
comprehensive adolescent HRA tool developed by the American
Medical Association, before the focus group discussion. The GAPS
was used in its entirety, with additional questions related to
dental care. The modified GAPS was programmed into a secure
Web site and accessed via tablet so that adolescents could test
the tablet-based entry during the focus groups. We created a
semi-structured interview guide (Table 1) based on our aims to
acquire information about adolescents’ past experiences and
attitudes about comprehensive HRAs and counseling. Trained
moderators and co-moderators were all matched by gender, and
almost all by race/ethnicity to the focus group participants, to
encourage an open atmosphere [22]. Participants received a $25
gift card incentive for participation in the focus group, which
lasted approximately 45e60 minutes.
Analysis

Focus groups were audio taped, transcribed verbatim,
and imported into ATLAS.ti Version 7.0 (ATLAS.ti Scientific



Table 2
Participant demographics and self-reported risks

% (n)a

Age, years
14 26.5 (9)
15 11.8 (4)
16 20.6 (7)
17 23.5 (8)
�18 17.6 (6)

Gendera

Female 47.1 (16)
Male 50.0 (17)

Race/ethnicitya

Hispanic 29.4 (10)
Black/African-American non-Hispanic 47.1 (16)
White non-Hispanic 17.6 (6)
Asian non-Hispanic 2.9 (1)

Risks
Sexual health
Desire knowledge about human immunodeficiency

virus/acquired immunodeficiency syndrome
47.1 (16)

Desire knowledge/supplies on birth control/sexually
transmitted diseases

29.4 (10)

Previous sexual intercourse 35.3 (12)
Birth control not used (of those sexually active)b 50.0 (10)
Infrequent condom use (of those sexually active)b 33.3 (5)

Emotional health
Very sad in past 2 weeks 32.4 (11)
Suicidal thoughts 23.5 (8)
Seriously consider running away 20.6 (7)
Potential learning problem 20.6 (7)
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Software Development GmbH, Berlin, Germany, 2011), qualita-
tive data management software. Using a grounded theory
approach, the six members of the analysis team (T.C, M.K, H.K.,
L.T., M.W., and B.S.), each with differing academic backgrounds,
individually reviewed the transcripts and identified emergent
themes and concepts [23]. The analysis team thenmet, discussed
these repeating concepts and themes, and created a coding
manual. Coding was also created to capture dissenting views.
Two members of the analysis team (T.C. and M.K.) then indi-
vidually conducted focused coding of each transcript. Weekly
meetings were held with the analysis team to discuss the
assigned codes and arrive at a consensus with further discussion
of themes that emerged after the more in-depth coding
and analysis. This reflective and collaborative process aimed
to prevent biases of a single researcher. Review of the transcripts
revealed that adolescents often had difficulty separating formal
health risk assessment conducted via questionnaires, provider
verbal health risk assessment, and the subsequent counseling
or referral based on the identified risks; therefore, we coded
the comments based on the themes identified versus separating
responses based on the specific component of the HRA or
counseling. A list of quotations for each generated theme
was pulled from ATLAS.ti and stratified by gender. The analysis
team reviewed all codes, looking at similarities and differences
based on gender, to allow for final analyses of the overarching
themes.
Abuse (ever) 11.8 (4)
Substance use
Friend drunk in past month 38.2 (13)
Friend drug use 35.3 (12)
Ridden with intoxicated driver in past year 29.4 (10)
Household tobacco use 29.4 (10)
Worrisome family drug/alcohol use 23.5 (8)
Drug use (ever) 11.8 (4)
Drunk in past month 5.9 (2)
Tobacco use 2.9 (1)

Weight and exercise
Insufficient exercise 44.1 (15)
Poor eating habits 44.1 (15)
Negative body image 32.4 (11)
Unhealthy weight loss/control 17.6 (6)

a A total of 35 adolescents participated in the focus groups, however one
participant did not answer questions on the survey and one did not provide
gender and race/ethnicity.

b When asked about birth control nonuse, 20 reported current sexual activity,
whereas for infrequent condom use, 15 reported current sexual activity.
Results

The self-reported demographics of the focus group partici-
pants illustrate representation across age and gender, with sub-
stantial involvement of African-American and Hispanic
adolescents, as our recruitment strategy had intended (Table 2).
Adolescents reported a range of health risks on the tablet-
administered HRA ranging from insufficient exercise (45.5%) to
a history of sexual intercourse (35.3%) and drug use (11.8%)
(Table 2).

When asked about whom they approach to discuss health
concerns, adolescents primarily named either a family member
or peer. They secondarily named doctors and specific community
figures, such as pastors or teachers. Both genders periodically
noted internet use for health concerns. Doctors were often
considered an important source of information because of their
knowledge base and their ability to provide detailed patient-
specific health information. In general, adolescents felt that the
slightly modified GAPS was thorough and did not have many
concerns about its length or content, although a few wanted
more questions, including questions about bullying. Conversely,
some participants, particularly males, felt there should be fewer
and less detailed questions. Although a few adolescents did not
recall having previously completed a formal HRA, many reported
that they had previously performed a formal HRA in school or a
clinical setting. In-depth review of the transcripts revealed three
major themes of importance for adolescent HRA and counseling:
(1) characteristics of the relationship with the health risk
assessor, (2) the contextual elements around HRA administra-
tion, and (3) the role of individual autonomy and the importance
of understanding negative outcomes in leading to risk reduction.
In general, males and females had similar major thematic per-
ceptions, but there were gender differences in various compo-
nents of the major themes.
Major Theme 1: relational values of the health risk assessor

Adolescents frequently discussed the importance of values
specific to the relationship they hadwith the health risk assessor.
This consisted of a compilation of minor themes regarding the
importance of having a trusting, confidential, nonjudgmental,
and caring relationship (Table 3, Major Theme 1).

Trusting, confidential relationship. Adolescents noted the pres-
ence of trusting relationships to be important in HRAs (Table 3,
Section 1A). With regard to clinical settings, more females cited
the value of personable communication in building trust,
whereas more males focused on the value of the longevity of the
relationship. Trust and confidentiality were often intertwined.
For a good relationship to exist, adolescents had to feel they
could trust the health risk assessor, which often depended on
the ability and willingness of the assessor to maintain



Table 3
Sample of adolescent quotations on comprehensive health risk assessment, divided by gender

Male Female

Major Theme 1: Relational Values
1A. Confidential, trusting relationship
Adolescents emphasized the importance of a good, trusting relationship and the value of personal communication in HRAs.
If you trust somebody, then you’re more likely to listen to him

[doctor] than someone that you don’t trust. [Caucasian]
.I felt like I trusted her [doctor] and I wanted to be, you know,

treated properly so I was honest with her. it [HRA] was more
of just like a conversation like this .[Caucasian]

The longevity and frequency of contact facilitated trust.
Just like the old people. They trust their doctors because they go

to the doctor’s over years of time, so they trust the doctors that
they go to, but the people that are younger don’t have a
chance to build a relationship with a certain doctor, so they’re
like, “I don’t know this dude. I don’t know him.” [Caucasian]

Because after, like, so many years with them [doctors], you get
used to them and they become more familiar with you.
[Hispanic]

Lack of a trusting relationship and fear of loss of confidentiality may prevent adolescents from divulging information.
Some were aware of how it could adversely affect health (see also 2B).
The doctors, like, you trust them, like, doing stuff like your ankle

or your elbow or something, but if they asked or have some
questions like that, you can start being more protective and
more lenient toward not telling them everything.
[Caucasian]

They [adolescents] don’t trust them [school nurses] enough to
talk it over. [Combined race]

“Oh, I won’t tell your parents and this is anonymous,” but you can hear it in
their [doctor’s] voice, like, they’re going to tell
your parents anyway. So, you’re like, “Um.” [Hispanic]

The more open the relationship an adolescent has with their parents, the more willing they are to share the information with doctors.
The less you have to hide from your parents, the more truthful

you’ll be at the doctor. [Caucasian]
And I said, “You can say anything in front of my mom. We are

completely open.” Then my mom was allowed back in the
room. [Caucasian]

Stating the provisions and limits of confidentiality was important. Males were more skeptical regarding the provision of confidentiality
It [confidentiality statement] should be said.

[African-American]
I think if it says, like. says doctorepatient, it’s just between them and it won’t

be shared with anyone else. [African-American]

I do trust my doctor, but sometimes she would ask too many
questions. Because, like, you don’t know them. They’re just
there to check up on you, not really to talk like that.
[Combined race]

1B. Importance of nonjudgmental concern
Adolescents are more likely to participate in HRAs and programs if they feel that the individual is concerned and trying to help.
My main, um, doctor that I always go to, um, I’ve been going to

him for years, so it’s . I recognize and I’m comfortable with
him and everything. [Hispanic]

He [physician] just want to make sure that everything is okay, so
I would probably go [to the health program].
[African American]

I would, ’cause they’ll [doctors] try to help and, um, it’ll make you feel a little
better knowin’ that a doctor is concerned .[African American]

Adolescents were often concerned about familial or others’ judgments or reactions.
Not for your mom to lose respect for you or trust for you, ‘cause,

like, before that everything was goin’ cool, but after that .
[Combined race]

Ya, like the bad child or she [mother] raised me wrong.
[Combined race]

You don’t want people to judge you. [African-American]

Adolescents also had significant concerns regarding physician judgment.
Doctors are put on pedestals and . they [Teens] feel like the people on the

pedestal are putting them [teens] down so that they feel like, “Oh, we’re not
worth the doctor, to get the doctor. Leave him alone. I don’t need a doctor,”
and stuff like that. [Caucasian]

They [teens] don’t want to get criticized for being honest. I think
that’s what stops people from answering, “Yes, I’m sexually
active.” Because of that, they don’t want to be judged and
they’re ashamed of it, or something to that effect. [Caucasian]

I would trust her [an adult] if she was, like you said, not
judgmental and she was like, “Here are some safety
precautions. Here’s what you can do.” [Being] positive. Not
saying, “’Well, that’s really bad.” And all kinds of stuff like that.
[Caucasian]

Adolescents preferred surveys of HRAs because of their lack of being judgmental.
’Cause, when you go through it with your doctor, they just scan

it and won’t have to make you feel bad. [African American]
. If you’re writing it down [survey answers], you don’t have to

say it to their face, so there is no, you know, they won’t judge
you face to face. [Caucasian]

Major Theme 2: Contextual Values
2A. School/community settings
Adolescents mostly noted concerns about confidentiality in school and community settings (e.g., mobile clinics).
I would, but it would be, like, uncomfortable because, you know,

the neighborhood and stuff. They’re all there, probably lining
up filling one out, too. [Hispanic]

I would never answer the right because I would not want
anybody knowing what I have done . at school I wouldn’t
want it accidentally getting out .[Caucasian]

And then you see all your friends there and they’re like, “What did you put for
this? What did you put for that?” [Hispanic]

2B. Clinical setting
In the clinical setting, many adolescents were open to completing HRAs.
Friends, like, they might tell you something wrong and you

might follow behind them, and you just go to the right person,
which is the doctor [African American]

My female vagina doctor asked me if I was sexually active or if I
used drugs. I felt like it was, like, her job to ask me that so it
wasn’t uncomfortable. [Caucasian]

(continued on next page)

H. Kadivar et al. / Journal of Adolescent Health 55 (2014) 24e32 27



Table 3
Continued

Male Female

Adolescents were concerned about the presence of parents in the clinical setting.
Yeah, because if . their [parents are] watching what they

[teens] put on the answers, they’re going to put down what
they want the parents to know on there so they don’t get in
trouble or nothing. [Caucasian]

I wouldn’t care if, like, it was just me and the doctor, but not me and the doctor
with my parents. [African-American]

I ask my doctor to make sure they [parents] step out. [Combined race]

Adolescents had some understanding, but mostly misunderstanding of confidentiality, and often viewed clinic visits as a way
for parents to find out health risk information.
I would assume that the doctor always tells your parents everything.

[Caucasian]
I don’t feel my doctor will do it unless it’s something real serious, like pregnancy

or disease. [African-American]
They’ll [parents] always ask us questions and they won’t let us do anything and

they won’t trust us and they’re always making sure that we get checkups.
Like, my friend’s mom made him get a checkup every month to make sure he
didn’t do drugs. [Hispanic]

.They’re [doctors] going to tell your parents anyway. So, you’re like, “Um.”
[Hispanic]

Adolescents had differences in perceptions regarding the value of preventive care.
I’ve had some only on football, basketball, and stuff. Like, somebody would bring

me to a checkup if I really need it . [Combined race]
‘Cause there ain’t no point of goin’ to the doctor if their ain’t nothin’wrong with

you . Never even seen no need for a doctor unless, like, broken ankle, then
I’ve got to go to the hospital. [Caucasian]

Um, maybe the outcome. You don’t want to know that you have
this issue or something. You don’t want to really know, you
just want to.uh, that it happened. [Hispanic]

Some adolescents placed particular emphasis on the professional appearance of the clinic.
. it’s got to be a legit lab coat and, like, goggles and that stuff. [Hispanic]
And, um, the doctor office, like, looks really beat down [What would prevent

them from going to the doctor] . [Hispanic]
2C. Modality
Adolescents viewed the iPad as a novel tool that allowed for greater privacy, but some adolescents still valued personal communication.
Ya, it [using an iPad] will get more people to do it. [African-American]
I think they would be more likely to do it on the iPad because that’s the way

technology is nowadays. [Caucasian]

[Unlike a typical computer], it’s not, like, up there, like, right
there in front of you where people can just, like, walk past
behind you and then watch you. [Combined race]

Tell me to my face that I need to go to one of those type of services .
[African-American]

More face-to-face than e-mail attachment. [African-American]
Some adolescents noted dependence on parents when completing paper forms, and a dislike of paper forms.
Yeah, because some of the forms they give you, the pack is about

that thick. I was, like, I’m not even filling this out. I tell her
[mother], I say, “Here, you can fill this out yourself.”
[Caucasian]

It would be, like, kind of unusual for me. [Caucasian]
Ya, ’cause they [parents] can still see it [when completing HRAs on paper].

[African-American]
Major Theme 3: Autonomy and Importance of Outcomes in Risk Reduction Counseling
3A. Autonomy
Adolescents had an understanding of how the environment (parents/social circle) affects adolescent risk behavior in both engaging in risk behaviors and

stopping risk behaviors.
. but then other people that do it, like, oh, my friends are doing

this. This sounds fun. I’m going to go do it because it’s cool and
everybody else is doing it and I want to be a part of it. [Caucasian]

It’s the environment that they’ve been raised in and the
environment that they are in every single day, because it’s
peer pressure, but then it’s also. Or it’s just a learned thing
and so eventually their mind’s, like, “Oh, it’s not bad; it’s
okay.” [Hispanic]

Adolescents emphasized the role of the individual in deciding to change. Telling adolescents they should change can be viewed
as a threat to their autonomy.
They won’t go. They would think it’s a waste of time. They would

think, “I don’t have a problem. I just have a few drinks here
and there, just have fun and be a teenager. It’s a teenage
experience. I don’t have no drinking alcohol problems, I don’t
need to join this stupid group or whatever.” [Caucasian]

.It’s like, this is our life. It’s not their life. Like, they can’t tell us
what to do with our lives. [Combined race]

You can’t help them if they don’t want to help themselves, so . [Combined
race]

Some adolescents felt that completing an HRA can provide some motivation for change or help in acquiring resources.
Yeah, because by letting people know . then they can just help.

[Caucasian]
[Answering questions can] get the stress off of you. [Combined

race]
And then if I wouldn’t be honest [answering HRA questions], then I’d put “no”

because I’d feel guilty about it. Then I’d probably come home and really think
what I’m doing. [Hispanic]

. I’m going to think and consider what you [health risk assessor] think about a
certain issue. And it may make me want to change my ways. [Caucasian]
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Table 3
Continued

Male Female

3B. Outcomes
Adolescents emphasized the need to know true negative outcomes. Furthermore, seeing or hearing about negative outcomes, particularly from individuals with

past experience, can be effective.
Somebody with experience, I think that it would push them to

change. [African-American]
. If they put images of what could possibly happen, then people

would be like, “Oh, my gosh. I’m not going to do that.”
[Combined race]

If you’ve got, like, a real live survivor, like, in front of you and he’s telling you
what took place to him, showing you things.maybe that will be effective to
some people . [Combined race]

Some adolescents emphasized learning about how others changed their behavior.
Well, I’ve asked, um, actually the other day, this girl that I’ve

known, she used to be really chunky and then she lost a lot of
weight. And I was like, “Ooh, how did you lose all of that
weight? What was your secret?” [Caucasian]

Some adolescents had fears about outcomes and reported that it prevented them from seeking health care.
My friends have sex and they don’t go to get checked up, so just

by going, maybe they would think they have a sexually
transmitted disease . [African-American]

Like, the results [what would stop them from going to the doctor].
[Combined race]

Um, maybe the outcome. You don’t want to know that you have
this issue or something. You don’t want to really know, you
just want to . uh, that it happened. [Hispanic]

HRA ¼ health risk assessment.
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confidentiality. Adolescents consistently reported that if trust
was not established or if they felt that their information was not
confidential, they would deny past participation in risky health
behaviors. However, some females understood that in clinical
settings, answering HRAs dishonestly could adversely affect
receipt of appropriate care.

The quality and type of parenteadolescent relationship
affected adolescents’ honesty in discussing health risks with
their physicians. Compared with male adolescents, females
appeared to have more open relationships with their mothers.
Female adolescents often noted that they did not mind their
mothers’ presence when discussing risk behaviors with the
provider. In contrast, male adolescents noted strong concerns
about their mother or other female family members learning
about their health risks.

When asked about confidentiality concerns in clinical set-
tings, only a few female adolescents had a clear understanding
regarding conditional confidentiality (assurance of confidenti-
ality except for certain situations such as risk of self-harm).
Others, more frequently males, seemed to believe that doctors
would not provide any type of confidentiality. In contrast, a few
adolescents either lacked concern regarding confidentiality or
reported that they had not previously thought about it. Both
genders reported that the provision of confidentiality and its
limits should be stated. The interrelatedness of confidentiality
and trust became even more apparent when a few female ado-
lescents reflected on personal or acquaintances’ past confiden-
tiality breaches.

Nonjudgmental concern. Many adolescents, primarily females,
noted the importance of the HRA assessor being concerned or
caring about them, particularly in following referral recom-
mendations owing to identified high-risk behavior (Table 3, 1B).
Furthermore, adolescents frequently discussed the importance of
feeling that the health risk assessor was nonjudgmental. Con-
cerns about parental awareness of their health risks revolved
around fears of negative reactions including judgment, loss of
trust, or disappointment. Concerns about parental knowledge
and judgment were particularly evident in the male focus
groups, whereas females had more concerns regarding physician
judgment. Both genders cited that answering questions in a
survey format, as opposed to face-to-face, decreased fears about
judgment.
Major Theme 2: contextual values of health risk assessment
administration

Adolescents noted several contextual concerns regarding
HRAs, including three interrelated components (location, pres-
ence of others, and professional appearance) and the modality of
HRA administration (Table 3, Major Theme 2).

Location, presence of others, and professional appearance. Although
many adolescents noted that they had previously completed
some form of an HRA in school or community settings, both
genders noted concerns regarding the lack of privacy and/or
confidentiality in such settings (Table 3, 2A). This was primary
because of the presence of other adolescents who know them.
As a result, adolescents did not like school or community set-
tings, includingmobile clinics, as a place for HRA administration
or discussion.

In contrast, most adolescents felt that they would be comfort-
able completing HRAs in clinical settings (Table 3, 2B). Many par-
ticipants, primarily females, understood the purpose of HRAs, and
recognized that they are important in providing appropriate
medical testing and diagnosis. Compared with females, males
described less experience with receiving preventive care. When
males did access preventive care, they noted that it was for sports
physicals. In general, males with more limited preventive care
experience did not perceive value in completing HRAs and
participating in preventive care. Several adolescents, more males,
noted that lack of privacy, such as a parent’s presence during HRA
completion, would hinder honest HRA. However, there was also a
sense thatprivacy, suchasplacementalone inapatient room, could
be offered in a clinical setting. Females frequently cited being
offered privacy but wanting their mother’s presence, even though
they later stated that theirmothersmay not be aware of all of their
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health risks. Finally, male adolescents emphasized the importance
of the professional appearance of a clinic.

Modality. Adolescents felt that the method of HRA administra-
tion was important (Table 3, 2C). Adolescents noted that tablet
administration of an HRAwould provide more privacy compared
with paper or desktop computer use. In addition, some male
adolescents reported that their parents often complete paper-
based HRAs, because such assessments are bundled as part of a
large check-in packet of documents to be completed at office
visits. Adolescent males enjoyed the ease of the tablet touch
screen and the novelty of the method. In general, adolescents felt
that the use of the tablet also provided a sense of legitimacy to
the clinic acquiring their data. Adolescents provided some
limited positive feedback regarding the use of other methods of
completing HRAs, such as via e-mail or online at home. Female
adolescents, however, stressed that they did notwant technology
to replace face-to-face interaction with providers, particularly
with regard to possible risk reduction referrals.

Major Theme 3: autonomy and awareness of outcomes for risk
reduction counseling

Autonomy. Adolescents clearly understood the role played by an
individual’s parents and social environment in influencing risk
behaviors, but they also placed significant emphasis on personal
autonomy when it came to changing risk behaviors (Table 3, 3A).
Most adolescents were open to doctor/adult recommendations,
especially if it was perceived as being offered owing to genuine
concern for their welfare (see Major Theme 1). However, they
believed that the decision to change is ultimately that of the
individual. They noted that effective method of risk reduction
counseling for some adolescents may not be effective for others,
chiefly those individuals engaging in high-risk activities. Unfor-
tunately, a few adolescents viewed the doctor as a threat to their
autonomy and as an extension of parental control. This was
based on the parents’ use of health care as a way to monitor their
risk behaviors. Interestingly, many females felt that simply
completing an HRA could help change risk behaviors and pro-
vided some motivation to change through self-reflection. In
contrast, males placed greater emphasis on the need to follow up
on the HRA with specific resources to address those risks.

Outcomes. In risk reduction counseling, adolescents valued an
honest discussion of risks and learning about the negative con-
sequences of health risks (Table 3, 3B). They believed that hear-
ing from others who had experiences with certain health risks
could help prevent or stop risk behaviors. Interestingly, whereas
both sexes emphasized the importance of learning about the
negative consequences of a given health risk, a few females re-
ported seeking success stories about how someone changed his
or her behavior. Adolescents consistently noted that learning
about the negative outcomes of health risks could prevent or
change health risk. A few, however, also noted that the fear of
discovering that they had a negative outcome (e.g., finding out
they have a sexually transmitted disease) acted as a deterrent for
them to seek medical care.

Discussion

This qualitative study of adolescents’ perceptions of
comprehensive HRAs reveals the importance they place on their
relationships with HRA assessors, the context of the HRA, and
discussions of risks that inform them of the negative health
consequences, yet respect their autonomy. To our knowledge,
this is the first qualitative study to focus on adolescents’ per-
ceptions of comprehensive HRA and health risk reduction.
Furthermore, it includes perceptions of low-income adolescents
about HRAs in both clinical and non-clinical settings. Adolescents
were more willing discuss health risk information if they un-
derstood how questions related to their health, felt that the
discussionwas confidential, and had a good relationship with the
health risk assessor. Adolescents noted the importance of certain
contextual elements of HRA to lessen fear of judgment and
decrease privacy concerns, such as completing written HRAs on
tablets in clinical settings and seeing their regular primary
care provider. Finally, adolescents reported they were more
likely to follow risk reduction recommendations if they under-
stood the negative consequences of their behavior, felt the
recommendationwas offered because of care or concern, and felt
their autonomy was respected.

Our study identified important gender differences in adoles-
cent perceptions about HRAs, most notably in the first twomajor
themes: characteristics of the relationship with the health risk
assessor and the contextual elements regarding HRA adminis-
tration. These differences included males desiring less parental
presence and having decreased understanding of the protections
of clinical confidentiality and the need for comprehensive HRA.
Males also placed greater emphasis on professional appearance.
On the other hand, more females valued face-to-face interaction
and stressed the importance of feeling that the health risk
assessor cared about them. Few qualitative studies have assessed
adolescent gender differences regarding health care confidenti-
ality and receipt of preventive care. The few studies examining
health care confidentiality and receipt of preventive care focused
on differences between younger and older adolescents, which
our study was not designed to assess [24]. However, quantitative
studies among adolescents have noted gender differences. Fe-
male adolescents are more likely to receive preventive services,
such as sexually transmitted disease screening [19]; prefer same-
gendered physicians [25e27]; and not receive private time when
seeing male physicians [25]. It is unclear whether differences in
health-seeking behavior contribute to the gender differences
that we observed in the adolescents’ perceptions of HRAs, or
whether there are other underlying causes. Regardless, it is
important to be aware of gender differences and take them into
consideration when administering HRAs or developing HRA-
based interventions, to optimize honest adolescent HRA.

Adolescents placed importance on having a caring interper-
sonal relationship with the HRA assessor, similar to other studies
evaluating important characteristics of health care providers
[13,24,28]. Previous studies likewise noted the importance of
trust and provision of nonjudgmental care in physician in-
teractions with adolescents [24,28], which we found to be true
for both clinical and non-clinical health risk assessors. Whereas
adolescents value continuity of care for both preventive and
chronic care [29], this study found that continuity of care is also
important for HRA, particularly among males. Our study also
found that the modality of HRAs could decrease judgment
concerns.

Our study adds to the literature regarding the limits of
adolescents’ understanding of confidentiality in clinical settings
[15,30]. Adolescents, especially males, felt that physicians tend
to divulge all information to parents, which reflects the finding
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of Klein et al. [30] that although most youth had accessed
primary care, only half reported knowing where to access
confidential care. Our results further emphasize the importance
of universal precautions for optimizing privacy in completing
HRAs, particularly for females who may want parental pres-
ence but may not be comfortable answering detailed questions
regarding their health risks, and the importance of stating the
protection and limits of confidentiality to adolescents, to help
remove misunderstanding, particularly for male adolescents.
Interestingly, in research by Ford et al. [15], after adolescents
read a confidentiality statement, they still had significant
misunderstandings of confidentiality, which brings to light the
importance of providing information to adolescents in clear
and simple terminology and “conveying trustworthiness.” This
is a key factor our adolescents noted as a necessity for honest
HRA.

Our findings are consistent with past studies and extend
beyond them in noting that poor parental communication and
higher-risk behavior or factors are related to increased confi-
dentiality concerns [15,31]. Previous studies note the importance
of providing a private clinical setting for specific types of HRA
administration [14], but few asked about adolescents’ privacy
concerns in non-clinical settings. Similar to our findings, two
previous studies noted that adolescents felt more comfortable
discussing health risks in clinical (non-school) settings [32,33].
Our study found that this preference is partially because of pri-
vacy concerns, but also because adolescents can more easily
understand the purpose of physicians acquiring such personal
data. Studies reveal that adolescents have concerns about
accessing clinical care where other adolescents they may know
can see them [30,34], and our study shows that these same
concerns are present for adolescents completing HRAs.

In discussions about risk reduction counseling, adolescents
frequently cited the need to understand possible health out-
comes and the importance of respecting their autonomy.
Adolescence is well-known as a time when autonomy must be
negotiated. Studies have noted the importance of supporting
adolescents’ autonomy for health promotion, although other
factors such as parental responsiveness can also have a role
[35,36].

Some limitations of this study merit attention. First, by
design, the sample was limited to Medicaid and CHIP enrollees
living in a specific region, and only a sample of these adolescents
agreed to participate. However, our findings are consistent with
other studies performed in different regions and nationally
within the United States. Furthermore, the sampling design is a
strength of the study, because it allowed us to sample a diverse
group of adolescents that would not have been included in our
sample if we had used convenience samples of adolescents
accessing medical care. Second, because adolescents completed
the comprehensive HRA anonymously, owing to our institutional
review board specification, many adolescents had difficulty un-
derstanding that the real-world application of the comprehen-
sive HRA would not be anonymous. Although moderators
attempted to clarify this, review of the transcripts revealed that
adolescents still had some misunderstandings.

This study provides insight into adolescents’ perceptions of
HRAs and gender differences that must be taken into consider-
ation to provide patient-centered care for adolescents. The key
findings of this study are that low-income, racially/ethnically
diverse adolescents prefer HRA strategies that make the purpose
of HRAs known; provide privacy and discuss confidentiality; use
modalities that emphasize nonjudgmental, private care, such as
HRA surveys administered via tablets; and use communication
techniques that respect adolescents’ autonomy to change health
risks. Furthermore, gender differences such as males’ greater
misunderstanding of physicians’ provision of confidentiality and
greater emphasis on the importance of the professional
appearance of a clinic highlight the need to take additional steps
to address such concerns. Building on our study’s findings, po-
tential steps that physicians and clinics can take to address
adolescent concerns include the following: Use tablet-based
HRAs that provide messages to adolescents that note the
reasoning and importance of HRA and highlight the provision of
confidentiality; provide privacy in completing the HRA; and
provide risk-reduction counseling that respects adolescent au-
tonomy, such as Motivational Interviewing [37].
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