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Adolescent Health 6
Youth-friendly primary-care services: how are we doing and
what more needs to be done?
Andre Tylee, Dagmar M Haller, Tanya Graham, Rachel Churchill, Lena A Sanci

For developmental as well as epidemiological reasons, young people need youth-friendly models of primary care.
Over the past two decades, much has been written about barriers faced by young people in accessing health care.
Worldwide, initiatives are emerging that attempt to remove these barriers and help reach young people with the
health services they need. In this paper, we present key models of youth-friendly health provision and review the
evidence for the eﬀect of such models on young people’s health. Unfortunately, little evidence is available, since many
of these initiatives have not been appropriately assessed. Appropriate controlled assessments of the eﬀect of
youth-friendly health-service models on young people’s health outcomes should be the focus of future research
agendas. Enough is known to recommend that a priority for the future is to ensure that each country, state, and
locality has a policy and support to encourage provision of innovative and well assessed youth-friendly services.

Introduction
The present generation of young people face more complex
challenges to their health and development than their
parents did.1 However, the major health problems for
young people are largely preventable. Access to
primary-health services is seen as an important component
of care, including preventive health for young people. Two
decades of research in both developed and developing
countries have drawn attention to the barriers young
people face in accessing health services. This research has
resulted in a growing recognition that young people need
services that are sensitive to their unique stage of biological,
cognitive, and psychosocial transition into adulthood, and
an impression of how health services can be made more
youth-friendly has emerged. Recommendations encouraging the removal of these barriers2–4 have been complemented
by the WHO-led call for the development of youth-friendly
services worldwide.5 In this paper, we summarise the
recommendations for providing more youth-friendly
primary-care services and provide a descriptive review of
evidence that implementation of such services is beneﬁcial
to health outcomes for young people. Panel 1 explains the
terminology we use throughout this paper.

Major health problems and health-risk behaviours
Worldwide, HIV/AIDS and depression are the leading
causes of disease burden for young people (those aged
10–24 years).6 Half the newly acquired HIV infections
occur in young people, with most of those aﬀected living
in developing countries.7 In developed countries, mental
disorders are at the forefront of disease burden in young
people.8 Studies show that psychosocial issues form a
great burden of disease for young people, including
intentional and unintentional injuries, mental disorders,
tobacco, alcohol and other substance use, and unprotected
sexual intercourse.9 Many people will explore these
health-risk behaviours, others will engage in them more
steadily, both groups placing their health at risk.
www.thelancet.com Vol 369 May 5, 2007

The immense changes in emotional and cognitive
functioning that take place during adolescence, heralded
by puberty, have implications for health care that are
unique to this age-group. The emerging capacity for
abstract thinking and planning opens a path to increasing
autonomy which goes together with a growing need for
privacy and conﬁdentiality. These new thinking abilities
also bring with them the constructions of the imaginary
audience (eg, everyone is interested in me), and personal
fable (eg, “this behaviour may be risky for others, but not
for me”) both of which contribute to higher risk taking in
this age-group than in people of other ages.10 Furthermore,
the interaction of these developmental changes with the
quality of the social contexts in which young people live,
work, and play (eg, family, school, community) have a
bearing on health and health-risk behaviours quite apart
from inﬂuences in childhood.11
Although adolescents report that they welcome the
opportunity to discuss health issues such as contraception,
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Search strategy and selection criteria
Information used in the introduction, epidemiology, and information on barriers was
drawn from previous reviews. For the descriptive review on the eﬀects of diﬀerent
health-care models, we undertook additional searches for relevant articles in MEDLINE,
PsycLit, Embase and the Cochrane Depression, Anxiety and Neurosis Controlled Trials
Register Studies database, between 2000 and 2005, using as our main search terms:
“young person”, “young people”, “adolescent”, “primary health care”, “general practice”,
“family practice”, “community mental health”, “school health services”, “student health
services”, “adolescent health services” (speciﬁc search terms are available from the
authors). The resulting abstracts were searched manually to identify any previously
unidentiﬁed articles. We included all studies assessing the eﬀects of diﬀerent service
models of health-care provision for young people in primary-care or community-health
settings. Articles in which youth-friendly services, or their potential beneﬁt, were merely
described but not speciﬁcally assessed were excluded. Similarly, studies assessing services
which were said to be directed towards youth but for which no component was described
of what had been introduced to make these services youth friendly were also excluded.
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Panel 1: Terminology
This review describes research undertaken to improve
primary-care services relevant to people who are developing
from children into adults. WHO deﬁnes adolescents as people
aged 10–19 years, youth as those aged 15–24 years, and young
people as those aged 10–24 years. In practice, young people
undergo a range of connected physical, social, psychological,
and cognitive changes throughout their transition into
adulthood, and all are confronted by the same diﬃculties in
acquiring appropriate health care. In recognition of the various
deﬁnitions used for the term young people in diﬀerent settings
over the past two decades, we have allowed a broad deﬁnition
of young people to include those aged between 10 and 24 years.

substance use, and sexually transmitted infection with
health-care providers and are generally prepared to trust
their advice,12 young people tend not to disclose their
health-risk behaviours to health-care providers unless
prompted.13

Help-seeking behaviour
Despite the diﬀerences in service provision and social
context, help-seeking behaviour in the developed and
developing world is remarkably similar. Research, mainly
from developed countries, indicates that 70–90% of young
people contact primary-care services at least once a year,14–22
mostly for respiratory or dermatological reasons.23–25
However, for mental-health problems they seek help from
friends and family rather than health services.26 In
developing countries, young people are less willing to seek
professional help for more sensitive matters27,28 and turn
more readily to friends or family members they can trust
or health educators for sexual advice or family-conﬂict
advice.29 Often, the adults around the adolescent decide
whether or not health care needs to be sought, and if so
when and where it should be sought.28

Barriers to provision and use of health services
With this large gap between the nature of the services
young people seek from primary health-care professionals
and the actual major disease burdens they endure
(mental disorders, sexually transmitted diseases, etc),
much work has been directed to understanding the
barriers young people face to accessing care. During the
past two decades, evidence has converged in describing
these barriers. Studies include randomised controlled
trials,30 large cross-sectional surveys,31 studies using
mixed methods,32 and well designed qualitative studies.15
The barriers met by providers of services to young people
have also been explored.33,34 Studies from around the
world indicate that young people are often unwilling or
unable to obtain needed health services, which address
these barriers.3,27,35,36 Broadly categorised, these barriers
relate to the availability, accessibility, acceptability, and
equity of health services.27,28,37
1566

In developing countries, primary-care health services
are sometimes still not available. In parts of the world,
where these health services are available, restrictive laws
and policies might prevent them from being provided to
some groups of young people (eg, laws or policies forbid
the provision of contraceptives to unmarried young
people in some countries).27
Even where health services are available, they might be
inaccessible for a variety of reasons which relate in
particular to costs,36,38,39 lack of convenience (eg, health
facilities might be located a long distance from where
young people live, study, or work; or have inconvenient
opening hours),3,5,36,38 or lack of publicity and visibility.3,5,27
Young people might also not access available services
because they lack knowledge of what the services oﬀer.15,40
In many developed countries where services exist,
absence of adequate ﬁnancial reimbursement of
providers for developmentally appropriate consultations
with young people often limits the availability of
aﬀordable services.5,36,41
Health services might not be acceptable to young
people, even if available and accessible. Fear about lack of
conﬁdentiality is a major reason for young people‘s
reluctance to seek help.2,27,42 For example, fears about
being recognised in a clinic waiting room with the
possible stigma attached deters young people from
visiting health services.40 Young people might also fear
that health workers will not maintain conﬁdentiality,
especially from parents.5,38,43 The fear of parents or
guardians ﬁnding out about a visit to a health service can
be profound. For example, in cultures in which social
norms forbid premarital sex, unmarried young people
with a sexual problem such as a genital ulcer or unplanned
pregnancy are likely to deal with the issue themselves,
turn to trusted friends or siblings, or to service-delivery
points, such as pharmacies or clinics far from home. In
some cases, service providers operate illegally and
therefore secretly (eg, illegal abortionists).28 Other reasons
for low acceptability of services are the fear that health
workers will scold, ask diﬃcult questions, or carry out
unpleasant procedures.5,38,43 Health professionals might
not be trained in communicating with young people and
their parents or in negotiating time alone with the young
person so that sensitive issues can be discussed without
parents being present.2,44
Health services might be friendly to some young
people, such as those from well-to-do families, but might
be decidedly unfriendly to others, such as young people
living and working on the streets. Barriers, such as
diﬀerential access to comprehensive health insurance
can also make some services less accessible to certain
cultural groups.36,45 Services might be available, accessible,
and acceptable, but not necessarily equitable.
If and when young people seek help, they are often
unhappy with the consultation and determine not to go
back, if possible.46,47 To ensure prevention and early
intervention eﬀorts, clinicians and public-health workers
www.thelancet.com Vol 369 May 5, 2007
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are increasingly recognising the pressing need to
overcome the many barriers that hinder the provision
and use of health services by young people, and to
transform the negative image of health facilities to one of
welcoming user-friendly settings.

High order principles governing development of
youth-friendly services
High order principles for establishing youth-friendly
services include addressing inequities (including gender
inequities) and easing the respect, protection, and
fulﬁlment of human rights, as stipulated in internationally
agreed human rights agreements such as the Millennium
Development Goals and the UN Convention on the Rights
of the Child (which also supports the more speciﬁc
characteristics of youth-friendly services, such as youth
participation and conﬁdentiality, as discussed later).3,5,27,48,49

Contexts for the provision of youth-friendly services
The diﬀerent types of health services that try to reach
young people can be categorised into six groups. First is
the centre specialising in adolescent health set in a
hospital. The centre provides in-patient services as well
as a drop-in service to young people. Additionally, it
serves as a secondary or tertiary referral centre for nearby
health facilities and provides professional training and a
research agenda.5,50 Second is the community-based
health facility. This facility caters for young people within
the context of health-service provision to all segments of
the population (eg, a general practice, or a family-planning
clinic). This model includes stand-alone units (which are
generally run by non-governmental organisations or by
private individuals or institutions), and units that are an
integral part of a district or municipal health system (that
are run by the government).38,51,52 A third type of service is
school-based or college-based health services and centres
linked with schools or colleges. This model oﬀers a
preventive and curative health service in or close to the
premises of schools or colleges.5,53 Fourth is a
community-based centre that is not only a health facility,
but also provides other services. These centres provide
health information and perhaps recreation or help with
literacy or numeracy skills. In addition to providing some
health services, they often have links with health facilities
nearby where young people could be referred.5,38,54 A ﬁfth
are pharmacies and shops, which sell health products,
such as condoms and postcoital contraception, but do
not yet provide health services, such as treatment of
sexually transmitted infections. In many countries, social
marketing programmes that use marketing methods to
promote the use of condoms and improve their availability
are in place.55 A ﬁnal group consists of outreach
information and service provision. Eﬀorts are underway
in many countries to take health information, health
products, and health services to young people who might
be marginalised.38,56 The point of contact is in places
where young people congregate (eg, street corners,
www.thelancet.com Vol 369 May 5, 2007

Panel 2: WHO framework for development of youth-friendly health services
An equitable point of delivery is one in which:
Policies and procedures are in place that do not restrict the provision of health services on
any terms and that address issues that might hinder the equitable provision and
experience of care
Health-care providers and support staﬀ treat all their patients with equal care and respect,
regardless of status
An accessible point of delivery is one in which:
Policies and procedures are in place that ensure health services are either free or aﬀordable
to all young people
Point of delivery has convenient working hours and convenient location
Young people are well informed about the range of health services available and how to
obtain them
Community members understand the beneﬁts that young people will gain by obtaining
health services, and support their provision
Outreach workers, selected community members and young people themselves are
involved in reaching out with health services to young people in the community
An acceptable point of delivery is one in which:
Policies and procedures are in place that guarantee client conﬁdentiality
Health-care providers
• provide adequate information and support to enable each young person to make free
and informed choices that are relevant to his or her individual needs
• are motivated to work with young people
• are non-judgmental, considerate, and easy to relate to
• are able to devote adequate time to their patients
• act in the best interests of their patients
Support staﬀ are motivated to work with young people and are non-judgmental,
considerate, and easy to relate to
The point of delivery
• ensures privacy (including discrete entrance)
• ensures consultations occur in a short waiting time, with or without an appointment,
and (where necessary) swift referral
• lacks stigma
• has an appealing and clean environment
• has an environment that ensures physical safety
• provides information with a variety of methods
Young people are actively involved in the assessment and provision of health services
The appropriateness of health services for young people is best achieved if:
The health services needed to fulﬁl the needs of all young people are provided either at
the point of delivery or through referral linkages
Health-care providers deal adequately with presenting issue yet strive to go beyond it, to
address other issues that aﬀect health and development of adolescent patients
The eﬀectiveness of health services for young people is best achieved if:
Health-care providers have required competencies
Health-service provision is guided by technically sound protocols and guidelines
Points of service delivery have necessary equipment, supplies, and basic services to deliver
health services
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shopping malls, or bars) or where they work (eg, in
brothels, factories, etc) or in schools.57

Making health services youth friendly
The characteristics of youth-friendly health services have
been presented in a framework, which WHO uses to
guide programme development (panel 2).27,58 The
Country

Measure of improvement

Intervention/assessment

characteristics build on reviews of evidence and
experiences of frontline organisations on adolescent
barriers to care and oﬀer proposals for the removal of
these barriers.27,38,43,44,59 Similar principles guide consensus
statements of key organisations in several countries.2,36,60
These statements, however, need to be translated into
government policies and ultimately into practice.

Design

Results/conclusions

Comments

Uncontrolled purposive
sampling
A third of providers did
not receive training

Studies showing improvement in access as a result of intervention
Klein et al 200161

USA

Access
Provider performance

Guideline implementation
in preventive care in
14–19 year-olds
Team training

Audit before and after
intervention

Exposed teens more aware of health
services
Some increase in health-risk
behaviour screening

Walker et al 200262

UK

Access
Health-risk behaviours

Nurse-led general practice
wellness visits for
14–15 year-olds

randomised trial

Exposed teenagers more aware about High attrition rate
conﬁdential and reproductive services
Minimal reduction in health-risk
behaviours

Brindis et al 200353

USA

Access

School based health services National survey of service School-based services cover only 2%
directors and providers
of school population, high enrolment
and use reported, wide variety of
services provided

No comparison data
Uncertain integration
with existing systems of
care

Brindis et al 200363

USA

Access

Providing free and
Cross-sectional
Reported increase in access especially
aﬀordable services >19 year- satisfaction survey before by minority groups and high
olds involved in setting up
and after intervention
satisfaction rates
clinics

Perceptions of
non-users not sought

Martinez et al 200364 USA

Access

Outreach to HIV-infected
15–54 year-olds to improve
access

Cross-sectional survey
with historical control

Improved transition to care with
reduced barriers

Imprecise sampling
framework and choice
of controls

Naccarella 200365

Australia

Access
Provider performance

Evaluation of rural general
practice initiative to
strengthen relationship
between GPs and
school-aged YP

Qualitative method

Young peoples’ say more likely to
access general practitioners, but
mixed views about youthfriendliness
Raised general practitioner
awareness about youth health issues

Informants already
committed to youth
issues

Raine et al 200366

USA

Access

Peer-led sexual-health clinic
and outreach for young
men

Audit of service provision

Young male attendees increased
greatly and females did not reduce
attendance or express dissatisfaction

No comparison group

Bhuiya et al 200467

Bangladesh

Access

Reproductive health
Quasi-experimental
intervention to improve
design two intervention
access for people aged
and one control groups
13–19 years, including
provider training, subsidised
services, improved
conﬁdentiality

Service use doubled in groups one
and increased 10-fold in group 2

Non-random selection
of intervention clinics

NAFCI 200468

South Africa

Access
Provider performance

National quality
improvement initiative to
improve sexual health
services for people aged
10–24 years

Audit of service before
and after intervention.
11 intervention and
control clinics assessed
per year

Training of >4000 providers
improved quality standards in the
328 clinics implementing initiative
and improved access with more than
500 000 young people reached in
2004. Intervention clinics did better
than controls on all standards

Non-random selection
and allocation

Save the children
200469

Bolivia

Access

Pharmacy-based
intervention including
provider training, provision
of information materials,
and education of young
people

Randomised trial with
four pharmacies in the
intervention and four in
the control group
Mystery-client
assessment of services
and record assessment

Signiﬁcant increase in demand for
services and in sale of condoms in
intervention group. Less age-related
discrimination and improved
information provision according to
mystery-client assessments

Purposive sampling of
participating
pharmacies
Sustainability not
considered

Brindis et al
200570

USA

Access
Health-risk behaviour

Peer-led sexual-health
promotion for
15–19 year-olds

Cross-sectional survey
before and after
intervention

Improved likelihood of returning for
yearly visit
Reduction in sexual-health-risk
behaviour

No control group
Stringent inclusion
criteria
High drop-out rate
assessment
(Continues on next page)
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(Continued from previous page)
Study reporting mixed results in relation to access as a result of the intervention
Mmari et al 200371

Zambia

Access

Provider and peer educator
training to increase youth
friendliness of clinic-based
reproductive services

Cross-sectional survey
Improved use of services in some but
before and after
not all intervention clinics.
intervention, (eight
intervention and two
control clinics) Qualitative
assessment of clinic
youth-friendliness and
community acceptance

Increased use seemed
more related to
community acceptance
of services than to
youth-friendliness

Non-random sampling
Short-term
Low response rate on
the surveys

Studies suggesting lack of improvement in access as a result of the intervention
Britto et al 200172

USA

Access

School-based intervention
to improve access for
underserved 7th to
12th grade students
(median age 15 years)

Quasi-experimental
design with matched
comparison

No improvement in access in
intervention group compared with
controls
Slight decrease in use of emergency
services

Fox et al 200341 and
English et al 200373

USA

Access

Extension of State
Children’s Health Insurance
Programme

Qualitative assessment

No eﬀect on access
(owing to limited implementation,
provider resistance, absence of policy
around other barriers to care)

Table 1: Summary of initiatives examining beneﬁts of youth-friendly services: access to health services

Evidence for eﬀectiveness of youth-friendly
health services
A multitude of youth-friendly health initiatives are being
developed throughout the world. For example, in the
state of New South Wales in Australia, more than 70 such
initiatives have been identiﬁed.38 In view of the wide
Country

Measure of improvement

array of approaches to providing care to young people,
review of the evidence, which favours some initiatives
over others, is important. The enthusiasm arising from
the realisation that so many initiatives are being created
is tempered by the recognition that consideration of the
methods they use threatened the validity of most of the

Intervention/assessment

Design

Results/conclusions

Comments

Studies showing some positive health outcomes as a result of intervention
Moyo et al 200075

Zimbabwe

Health-risk behaviours

Youth-friendly protocol in
Cross-sectional
clinics including youth corners, survey before and
peer education, and nurse
after intervention
training

Change in attitudes towards condom
use in girls only

No control group

Lou et al 200476

China

Health-risk behaviours

Programme to increase
contraceptive use in
unmarried young people aged
15–24 years via provision of
information, community
sensitisation, improved
provision of services, and
education of health workers

Use of contraceptives signiﬁcantly
higher in the intervention communities.
Exposure to intervention was most
powerful correlate of condom use

Sampling of intervention
and control sites based
on willingness of
authorities to participate

Brindis et al 200570*

USA

Access
Health-risk behaviour

Peer-led sexual health
Cross-sectional
promotion for 15–19 year-olds survey before and
after intervention

Improved likelihood of returning for
yearly visit
Reduction in sexual-health-risk
behaviour

No control group
Stringent inclusion
criteria
High drop-out rate in
assessment

Asarnow et al 200577

USA

Disorder outcome

Quality improvement for
Randomised trial
management of depression
including expert leader teams,
care managers supporting
providers, training workshops,
patient and clinician choice of
treatment

Patients in the intervention group had
signiﬁcantly lower depression scores
than those in the usual care group

Sustainability over
6 months not reported
Clinical signiﬁcance of
reported diﬀerence
uncertain

Exposed teenagers more aware of
conﬁdential and reproductive services
Small reduction in health-risk
behaviours

High attrition rate

Quasi-experimental
design

Study showing minimal improvement in health outcomes as a result of intervention
Walker et al 200262*

UK

Access
Health-risk behaviours

Nurse-led general practice
wellness visits for
14–15-year-olds

Randomised trial

* These studies are also in table 1.

Table 2: Summary of initiatives—improvement in health outcomes

www.thelancet.com Vol 369 May 5, 2007
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Country

Measure of improvement Intervention/assessment

Design

Results/conclusions

Comments

Sanci et al
200082 and 200585

Australia

Provider performance

Educational intervention for
general practitioners in
adolescent health care

Randomised trial

Objective ratings of consultations by
standardised adolescent patients. All
outcomes, except standardised patients’
ratings of general practitioners’’ ability to
explain conﬁdentiality, were sustained at
13 months and changes in general
practitioners’ knowledge, attitudes, and
self-reported behaviour maintained after
5 years

Self-selection of
participants
5-year assessment on
basis of general
practitioners self report

Klein et al 200161*

USA

Access
Provider performance

Guideline implementation in
preventive care in
14–19 year-olds, team training

Audit before and after Exposed teens more aware of health
intervention
services
Some increase in health-risk behaviour
screening

Lustig et al 200186

USA

Provider performance

Training workshops in
adolescent care principles

Cross-sectional survey Training helps to improve screening and
Sustainability not
of adolescent patients counselling in some areas but not sensitive measured beyond
pre and
ones
3 months
post-intervention

Ozer et al 200188

USA

Provider performance

Provider training followed by
introduction of screening and
charting measures. Health
educator in clinics

Cross-sectional
intervention survey in
adolescent patients
done before and after
intervention

Increase in reported clinician screening
and counselling for health-risk behaviours
(tobacco, alcohol, sex, helmet, and
seat-belt use) at 5 months, sustained at
18 months

No control group
Purposive selection of
participating clinics

Pfaﬀ et al 200187

Australia

Provider performance

1-day training workshop on
suicide risk, detection, and
management in
15–24 year-olds

Cross-sectional survey Increased rate of screening for depression
of patients before and and suicidal ideas
after intervention
No changes in management

Uncontrolled
Self-selection of
participants
No measure of
sustainability beyond
6 weeks

Shafer et al 200283
Tebb et al 200584

USA

Provider performance

Quality improvement
intervention to increase
screening for chlamydia in
sexually active young people

Randomised trial

Long-term sustainability
unknown
Purposive sampling of
participating clinics

Klein et al 200390

USA

Provider performance

Quality-improvement
intervention Educational
sessions sponsored by
insurance companies, academic
detailing by nurses

Audit of preventive
Improvement in delivery of preventive
screening and
services after intervention
counselling before
and after intervention

Naccarella 200365*

Australia

Access
Provider performance

Assessment of Rural general
Qualitative method
practice initiative to
strengthen relationship
between general practitioners
and school-aged young-people

Young people’s reported more likely to
access general practitioners, but mixed
views about youth-friendliness
Raised general practitioners’ awareness
about youth health issues

Informants already
committed to youth
issues

Ozer et al 200589

USA

Provider performance

Training workshop followed by
use of screening and charting
instruments for health-risk
behaviours in 13–17 year-olds

Improved counselling for health-risk
behaviours after provider training. Greater
eﬀect size for helmet use. No further
improvement of counselling rate after
introduction of screening instruments.

Long-term sustainability
not assessed
Purposive sampling of
participating clinics

Screening rates increased for Chlamydia
trachomatis during routine checkups

Quasiexperimental
design with survey of
adolescent patients
before and after
intervention

Uncontrolled Purposive
sampling
A third of providers not
given training

Purposive sampling
No control group

*These studies are also in table 1.

Table 3: Summary of initiatives—improved provider performance

assessments made of these programmes. Although we
have identiﬁed several experimental studies and
programmes, most of the research in this specialty
comes from uncontrolled observational studies and is
therefore likely to be prone to bias and confounding
limiting interpretation. The studies providing this
evidence are summarised in the tables (see later).

Access to health services
Table 153,61–73 shows that several studies in developed and
developing countries have addressed access to primary-care
services. We identiﬁed only two randomised controlled
1570

trials, which can be considered to have examined the
eﬀectiveness of a youth-friendly intervention on access to
care. One study examined the oﬀer of nurse-led wellness
visits in general practices in the UK.62 This study improved
awareness as a proxy for access by showing that exposed
teenagers were more aware of conﬁdential services and
where to go for reproductive health needs than those who
were not exposed to the visits. The other randomised
controlled trial showed that an intervention to make
pharmacies more youth-friendly in Bolivia by training
pharmacists and providing materials improved access to
contraceptive advice for young people.69
www.thelancet.com Vol 369 May 5, 2007
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Other studies have involved a variety of interventions
including guideline implementation,74 outreach,64–66
removing the barrier of cost,41,63,73 use of peers,66,70,71
provider training,65,71,74 and the provision of school-based
health services.53,72 Two studies undertaken in developing
countries included more components of the WHO
framework and tested multifaceted interventions that
included provider training, links with the community,
and provision of subsidised conﬁdential services.67,68 In
the initiatives from Bangladesh, Bolivia, and South
Africa, health-service provision was combined with other
interventions.67–69 Most studies suggest that access to all
settings can be improved through youth-friendly
interventions. In two studies,41,73 in which access did not
improve, the authors suggested limited implementation
of the intervention as an explanation.

Health outcomes
Four studies62,70,75,76 had measured the eﬀect on young
people’s health-risk behaviours of an intervention
providing youth-friendly services (table 262,70,75–77). One of
these studies,62 in which young people were invited to
attend a nurse-led general-practice visit reported only
minor changes in participants’ health-risk behaviours.
The other studies,70,75,76 which focused on reductions in
sexual-risk behaviours, reported a positive eﬀect of the
intervention (one of them in women only75). In one of
these studies,76 information and education activities of
health workers in health facilities were considered key
contributors to the changes in reported behaviours.
Only one study,77 a randomised trial, reported the
eﬀect of a youth-friendly service initiative on the
outcome of a disorder. The investigators showed the
eﬀectiveness of a quality-improvement intervention for
the management of depression in primary care on the
basis of symptoms reported by young people at
6 months. However, the extent to which the
quality-improvement strategy included youth-friendly
elements was unclear (table 2).

Evidence for improved provider performance
Three main types of approaches have been used to
improve providers’ performance in caring for young
people: provision of guidelines, provider training, and
quality-improvement strategies incorporating provider
training. The limitations of only issuing guidelines in
bringing consistent change in practitioners’ performance
has been well described.61,78,79
Primary-care practitioners surveyed in various parts of
the world have repeatedly expressed a need for better
training in adolescent health.33,80,81 Evidence from two
randomised controlled trials indicates that provider
performance in addressing youth health issues can be
improved with appropriate training.82–85 Reports showing
similar evidence from uncontrolled studies are also
presented in table 3.61,65,82–90 Although some studies
incorporated quality-improvement strategies alongside
www.thelancet.com Vol 369 May 5, 2007

provider training, with the exception of one study,68 little
evidence was provided of beneﬁts beyond provider
performance.88–90

Where do we go from here?
Two decades of research has provided clear guidance on
the barriers young people meet in accessing primary-care
services. We have shown that this evidence has not yet
been translated into the design of youth-friendly services
in a comprehensive way. Neither have the beneﬁts of
youth-friendly initiatives on the health of young people
been appropriately shown. Further evidence in support
of the principles outlined in the WHO framework is
needed, and this can be achieved by incorporating the
principles into the design of services for young people
and assessing the strategies in well designed studies.
Ideally, interventions to be tested should involve young
people in their design and address all the barriers by
working at the level of policy, service providers, service
environment, and by creating linkages with the
community. We need to know whether involving young
people in the development of quality indicators for
primary care enhances practitioner training and guidance
(Graham T, unpublished). As several randomised trials
are in progress across the world, reliable evidence might
soon be available for how services that apply this
youth-friendly framework beneﬁt young people in terms
of access and outcomes. Rapid translation of new
evidence into practice and policies will also be essential.
Although provider training and organisational system
interventions seem logical ﬁrst steps in improving health
outcomes for adolescents in primary care, more well
designed studies are needed to assess the eﬀect of
screening and counselling primary-care services on
health outcomes and on engagement, satisfaction, and
access. Clinicians’ behaviour and clinic systems can be
altered to incorporate preventive health,89 although more
evidence is needed for the sustainability and
responsiveness of these system changes to old and new
youth-health issues. We found only one study,88 which
addressed sustainability of system changes, provider
screening, and counselling behaviour at 18 months. The
cost–beneﬁt balance of implementing such youth-friendly
services also remains entirely unexplored.88
Higher order principles lend support to the development
of youth-friendly services. However, the evidence for the
eﬀectiveness of youth-friendly service initiatives (beyond
improving access) is still insuﬃcient. Additionally,
initiatives to improve services will not be eﬀective in
reducing the burden of disease in this population without
the support of a broader public-health response oﬀering
a favourable context in which these services can operate.
We are responsible for taking this agenda forward to
improve the health of young people now and in the
future. Service use has often been increased in the studies
and programmes described here and this is considered
by many to provide a solid platform for action. However,
1571

Series

increased use or access to health care is not the only
change that will improve health outcomes for young
people. Population-based initiatives, socioeconomic
conditions, and political conditions are among the other
forces that have a bearing on health. A priority for the
future is to ensure that each country, state, and locality
has a policy and support to encourage provision of
innovative well assessed youth-friendly services.
Conﬂict of interest statement
We declare that we have no conﬂict of interest.
Acknowledgments
T Graham is funded by a grant from the UK Department of Health.
D M Haller is funded by a grant from Geneva University, Switzerland
(fonds Tremplin). AT is partly supported by the Department of Health
National Institute for Health Research Biomedical Research Centre,
Kings College London.
References
1
Raphael D. Determinants of health of North-American adolescents:
evolving deﬁnitions, recent ﬁndings, and proposed research
agenda. J Adolesc Health 1996; 19: 6–16.
2
Elster AB, Kuznets NJ. AMA guidelines for adolescent preventive
services (GAPS): recommendations and rationale. Baltimore:
Williams & Wilkins, 1994.
3
Royal College of Paediatrics and Child Health. Bridging the gaps:
health care for adolescents: Intercollegiate Adolescent working party
report. Royal College of Paediatrics and Child Health, 2003: 60.
4
Adolescent Medicine Committee Canadian Paediatric Society.
Family friendly adolescent health services. J Paediatr Child Health
1997; 2: 356–57.
5
WHO. Adolescent friendly health services: an agenda for change.
Geneva: WHO, 2002.
6
WHO. The World Health Report 2001. Mental health: new
understanding, new hope. Geneva: World Health Organisation, 2001.
7
UNAIDS. Report on the global AIDS epidemic. Geneva: UNAIDS,
2004.
8
Mathers C, Vos T, Stevenson C. The burden of disease and injury in
Australia. Canberra: Australian Institute of Health and Welfare, 1999.
9
Moon L, Meyer P, Grau J. Australia’s young people: their health and
wellbeing. Canberra: Australian Institute of Health and Welfare, 1999.
10 Elkind D. Cognitive development. In: De Young L, Berendson L,
eds. Comprehensive adolescent health care. St Louis: Mosby, 1998:
34–37.
11 Patton GC, Bowes G, Sawyer SM, Homel R, Stanley FJ. Towards a
national agenda for youth? Med J Aust 2005; 183: 394–95.
12 Klein JD, Matos Auerbach M. Improving adolescent health
outcomes. Minerva Pediatrica 2002; 54: 25–39.
13 Kramer T, Garralda ME. Psychiatric disorders in adolescents in
primary care. Br J Psychiatry 1998; 173: 508–13.
14 Elliott BA, Larson JT. Adolescents in mid-sized and rural
communities: foregone care, perceived barriers, and risk factors.
J Adolesc Health 2004; 35: 303–09.
15 Booth ML, Bernard D, Quine S, et al. Access to health care among
Australian adolescents young people’s perspectives and their
sociodemographic distribution. J Adolesc Health 2004; 34: 97–103.
16 Irwin CE Jr. Adolescent health at the crossroads: where do we go
from here? J Adolesc Health 2003; 33: 51–56.
17 Klein JD, McNulty M, Flatau CN. Adolescents’ access to care:
teenagers’ self-reported use of services and perceived access to
conﬁdential care. Arch Pediatr Adolesc Med 1998; 152: 676–82.
18 Zimmer-Gembeck MJ, Alexander T, Nystrom RJ. Adolescents report
their need for and use of health care services. J Adolesc Health 1997;
21: 388–99.
19 Haavet OR, Straand J, Hjortdahl P, Saugstad OD. Do negative life
experiences predict the health-care-seeking of adolescents? A
study of 10th-year students in Oslo, Norway. J Adolesc Health 2005;
37: 128–34.
20 Chinet L, Bolognini M, Plancherel B, et al. Substance abuse
adolescents and the health care network [in French].
Rev Med Suisse Romande 2003; 123: 591–93.

1572

21

22
23

24

25
26
27

28

29
30

31

32

33

34

35

36

37

38

39

40

41

42

43

Narring F, Tschunper A, Inderwildi Bonivento L, et al. SMASH,
2002: sante et styles de vie des adolescents ages de 16 a 20 ans en
Suisse. Lausanne: IUMSP, 2003.
Choquet M, Ledoux S. Adolescents: Enquete nationale. Analyses et
prospective. Paris: INSERM, 1994.
Ozer EM, Macdonald T, Irwin CE Jr. Adolescent health care in the
United States: implications and projections for the new
millennium. In: Mortimer JT, Larson RW, eds. The changing
adolescent experience: societal trends and the transition to
adulthood. New York: Cambridge University Press, 2002.
Australian Institute of Health and Welfare. Australia’s young
people: their health and wellbeing 2003. Canberra: Australian
Institute of Health and Welfare, 2003.
Potts Y, Gillies M, Wood S. Lack of mental well-being in 15 year
olds: an undisclosed iceberg? Fam Pract 2001; 18: 95–100.
Boldero J, Fallon B. Adolescent help-seeking: what do they get help
for and from whom? J Adolesc 1995; 18: 193–209.
WHO. Global consultation on adolescent health services a
consensus statement. Geneva: Department of Child and Adolescent
Health and Development, World Health Organization, 2001.
WHO. Programming for adolescent health and development: report
of a WHO/UNFPA/UNICEF study group on programming for
adolescent health. Geneva: World Health Organization, 1999.
Barker G, Olukoya A, Aggleton P. Young people, social support and
help-seeking. Int J Adolesc Med Health 2005; 17: 315–36.
Ford CA, Millstein SG, Halpern-Felsher BL, Irwin CE Jr. Inﬂuence
of physician conﬁdentiality assurances on adolescents’ willingness
to disclose information and seek future health care: a randomized
controlled trial. JAMA 1997; 278: 1029–34.
Donovan C, Mellanby AR, Jacobson LD, Taylor B, Tripp JH, The
Adolescent Working Group. Teenagers’ views on the general
practice consultation and provision of contraception.
Br J Gen Pract 1997; 47: 715–18.
Ginsburg KR, Slap GB, Cnaan A, Forke CM, Balsley CM,
Rouselle DM. Adolescents’ perceptions of factors aﬀecting their
decisions to seek health care. JAMA 1995; 273: 1913–18.
Veit FC, Sanci LA, Coﬀey CM, Young DY, Bowes G. Barriers to
eﬀective primary health care for adolescents. Med J Aust 1996; 165:
131–33.
Kang M, Bernard D, Booth M, et al. Access to primary health care
for Australian young people: service provider perspectives.
Br J Gen Pract 2003; 53: 947–52.
WHO. Adolescent friendly health services: an impact model to
evaluate their eﬀectiveness and cost. Geneva: World Health
Organization, 2002.
Society for Adolescent Medicine. Access to health care for
adolescents and young adults: position paper of the Society for
Adolescent Medicine. J Adolesc Health 2004; 35: 342–44.
Dehne K, Riedner G. Sexually transmitted infections among young
people: the need for adequate health services. Geneva: World Health
Organization, Deutsche Gesellschaft fuer Technische, 2005.
Kang M, Bernard D, Usherwood T, et al. Better practice in youth
health: ﬁnal report on research study access to health care among
young people in New South Wales: phase 2. Sydney: New South
Wales Centre for the Advancement of Adolescent Health, Children’s
Hospital at Westmead and Department of General Practice,
University of Sydney at Westmead Hospital, 2005.
Keﬀord CH, Trevena LJ, Willcock SM. Breaking away from the
medical model: perceptions of health and health care in suburban
Sydney youth. Med J Aust 2005; 183: 418–21.
Deane FP, Wilson CJ, Ciarrochi J. Mental health help seeking in
young people. Report for NHMRC grant YS060. Wollongong:
University of Wollongong, Illawarra Institute for Mental Health,
2002.
Fox HB, Mcmanus MA, Limb SJ. Early assessments of SCHIP’s
eﬀect on access to care for adolescents. J Adolesc Health 2003;
32 (suppl 1): 40–52.
Sanci LA, Sawyer SM, Kang MS, Haller DM, Patton GC.
Conﬁdential health care for adolescents: reconciling clinical
evidence with family values. Med J Aust 2005; 183: 410–14.
Gleeson C, Robinson M, Neal R. A review of teenager’s perceived
needs and access to primary health care: implications for health
services. Prim Health Care Res Dev 2002; 3: 184–93.

www.thelancet.com Vol 369 May 5, 2007

Series

44
45

46

47

48

49

50
51

52

53

54

55

56

57

58
59

60

61

62

63

64

65
66

67

Elster AB, Marcell AV. Health care of adolescent males: overview,
rationale, and recommendations. Adolesc Med 2003; 14: 525–40.
Elster AMD, Jarosik JMPH, VanGeest JP, Fleming MP. Racial and
ethnic disparities in health care for adolescents: a systematic review
of the literature. Arch Pediatr Adolesc Med 2003; 157: 867–74.
Katz K, Nare C. Reproductive health knowledge and use of services
among young adults in Dakar, Senegal. J Biosoc Sci 2002; 34:
215–31.
National Mental Health Strategy. Responding to the mental health
needs of young people in Australia. Discussion paper: principles and
strategies: National Mental Health Strategy. Canberra:
Commonwealth of Australia Department of Health and Ageing, 2004.
WHO. Report of the seventh meeting of the CAH technical steering
committee, 2005. Geneva: World Health Organization Department
of Child and Adolescent Health and Development, 2005.
Oﬃce of the United Nations High Commissioner for Human
Rights. Convention on the Rights of the Child (1989). http://www.
ohchr.org/english/law/crc.htm (accessed Nov 9, 2006).
The Lancet. Who is responsible for adolescent health? Lancet 2004;
363: 2009.
Johnson RL, Botwinick G, Sell RL, et al. The utilization of treatment
and case management services by HIV-infected youth.
J Adolesc Health 2003; 33 (suppl 1): 31–38.
Toomet K, Part K, Haldre K. A decade of youth clinics in Estonia.
Entre nous: the European magazine for sexual and reproductive
health 2004; 58: 5–6.
Brindis CD, Klein J, Schlitt J, Santelli J, Juszczak L, Nystrom RJ.
School-based health centers: accessibility and accountability.
J Adolesc Health 2003; 32 (suppl 1): 98–107.
LaVake S. Applying social franchising techniques to youth
reproductive health/HIV services: youth issues iapers. Arlington:
Family Health International, YouthNet Program, 2003.
Neukom J, Ashford L. Changing youth behaviour through social
marketing-program experiences and research ﬁndings from
Cameroon, Madagascar, and Rwanda. Washington: Population
Services International, 2003.
Burns A, Ruland C, Finger W, Murphy-Graham E, McCarney R,
Schueller J. Reaching out-of-school youth with reproductive and
HIV information and services: youth issues papers. Arlington:
Family Health International, YouthNet Program, 2004.
Wyn J, Cahill H, Holdsworth R, Rowling L, Carson S. MindMatters,
a whole-school approach promoting mental health and wellbeing.
Aust N Z J Psychiatry 2000; 34: 594–601.
WHO. Adolescent friendly health services: making it happen.
Geneva: World Health Orgaization, 2005.
Sanci L, Glover S, Coﬀey C. Adolescent health education
programmes: theoretical principles in design and delivery.
Ann Acad Med Singapore 2003; 32: 78–85.
Royal College of Paediatrics and Child Health. Bridging the gaps:
health care for adolescents. London: Royal College of Paediatrics
and Child Health, 2003.
Klein JD, Levine LJ, Allan MJ. Delivery of smoking prevention and
cessation services to adolescents. Arch Pediatr Adolesc Med 2001; 155:
597–602.
Walker Z, Townsend J, Oakley L, et al. Health promotion for
adolescents in primary care: randomised controlled trial. BMJ 2002;
325: 524.
Brindis CD, Llewelyn L, Marie K, Blum M, Biggs A,
Maternowska C. Meeting the reproductive health care needs of
adolescents: California’s Family Planning Access, Care, and
Treatment Program. J Adolesc Health 2003; 32 (suppl 1): 79–90.
Martinez J, Bell D, Dodds S, et al. Transitioning youths into care:
linking identiﬁed HIV-infected youth at outreach sites in the
community to hospital-based clinics and or community-based
health centers. J Adolesc Health 2003; 33 (suppl): 23–30.
Naccarella L. Evaluation of the rural South Australian Tri-division
Adolescent Health Project. Aust J Rural Health 2003; 11: 116–20.
Raine T, Marcell AV, Rocca CH, Harper CC. The other half of the
equation: serving young men in a young women’s reproductive
health clinic. Perspect Sex Reprod Health 2003; 35: 208–14.
Bhuiya I, Rob U, Chowdhury A, et al. Improving adolescent
reproductive health in Bangladesh_Frontiers project ﬁnal report.
Bangladesh: Frontiers in reproductive health Population Council,
2004.

www.thelancet.com Vol 369 May 5, 2007

68
69
70

71

72

73

74

75

76

77

78

79

80

81

82

83

84

85

86

87

88

89

90

NAFCI. Report on activities and progress. Parklands, South Africa:
NAFCI, 2004.
Save the Children. “Youth-friendly” pharmacies in Bolivia.
Westport: Save the Children, 2004.
Brindis CD. Evaluation of a peer provider reproductive health
service model for adolescents. Perspect Sex Reprod Health 2005; 37:
85–91.
Mmari KN, Magnani RJ. Does making clinic-based reproductive
health services more youth-friendly increase service use by
adolescents? evidence from Lusaka, Zambia. J Adolesc Health 2003;
33: 259–70.
Britto MT, Klostermann BK, Bonny AE, Altum SA, Hornung RW.
Impact of a school-based intervention on access to healthcare for
underserved youth. J Adolesc Health 2001; 29: 116–24.
English A, Morreale MC, Larsen J. Access to health care for youth
leaving foster care: Medicaid and SCHIP. J Adolesc Health 2003;
32 (suppl 1): 53–69
Klein JD, Allan MJ, Elster AB, et al. Improving adolescent
preventive care in community health centers. Pediatrics 2001; 107:
318–27.
Moyo I, Bond K, Williams T, Mueller L. Reproductive health
antecedents, attitudes and practices among youth in Gweru,
Zimbabwe. In: International P, ed. Advancing Young Adult
Reproductive Health: actions for the next decade. Washington DC:
Pathﬁnder International, 2000.
Lou CH, Wang B, Shen Y, Gao ES. Eﬀects of a community-based
sex education and reproductive health service program on
contraceptive use of unmarried youths in Shanghai. J Adolesc Health
2004; 34: 433–40.
Asarnow JR, Jaycox LH, Duan N, et al. Eﬀectiveness of a quality
improvement intervention for adolescent depression in primary
care clinics: a randomized controlled trial. JAMA 2005; 293:
311–19.
Kelts EA, Allan MJ, Klein JD. Where are we on teen sex?: Delivery
of reproductive health services to adolescents by family physicians.
Fam Med 2001; 33: 376–81.
Rand CM, Auinger P, Klein JD, Weitzman M. Preventive
counseling at adolescent ambulatory visits. J Adolesc Health 2005;
37: 87–93.
Kraus B, Stronski S, Michaud PA. Training needs in adolescent
medicine of practising doctors: a Swiss national survey of six
disciplines. Med Educ 2003; 37: 709–14.
Foreman D. General practitioners and child and adolescent
psychiatry: awareness and training of the new commissioners.
Psychiatr Bull 2001; 25: 101–04.
Sanci LA, Coﬀey CMM, Veit FCM, et al. Evaluation of the
eﬀectiveness of an educational intervention for general practitioners
in adolescent health care: randomised controlled trial. BMJ 2000;
320: 224–30.
Shafer MA, Tebb KP, Pantell RH, et al. Eﬀect of a clinical practice
improvement intervention on chlamydial screening among
adolescent girls. JAMA 2002; 288: 2846–52.
Tebb KP, Pantell RH, Wibbelsman CJ, et al. Screening sexually
active adolescents for Chlamydia trachomatis: what about the boys?
Am J Public Health 2005; 95: 1806–10.
Sanci L, Coﬀey C, Patton G, Bowes G. Sustainability of change with
quality general practitioner education in adolescent health: a 5-year
follow-up. Med Educ 2005; 39: 557-60.
Lustig JL, Ozer EM, Adams SH, et al. Improving the delivery of
adolescent clinical preventive services through skills-based training.
Pediatrics 2001; 107: 1100–07.
Pfaﬀ JJ, Acres JG, McKelvey RS. Training general practitioners to
recognise and respond to psychological distress and suicidal
ideation in young people. Med J Aust 2001; 174: 222–26.
Ozer EM, Adams SH, Lustig JL, et al. Can it be done?
Implementing adolescent clinical preventive services.
Health Serv Res 2001; 36: 150–65.
Ozer EM, Adams SH, Lustig JL, et al. Increasing the screening and
counseling of adolescents for risky health behaviors: a primary care
intervention. Pediatrics 2005; 115: 960–68.
Klein JD, Sesselberg TS, Gawronski B, Handwerker L, Gesten F,
Schettine A. Improving adolescent preventive services through
state, managed care, and community partnerships. J Adolesc Health
2003; 32 (suppl 1): 91–97.

1573

