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Adolescents are among the healthiest populations in the nation,

in the US were white; by 2009, this share had fallen to 58%

with relatively low rates of acute and chronic conditions and

(Figure 1).3 Many adolescents are low-income; over 40% are

high self-reported health status.1 While enjoying good health,

either poor or near-poor, and those who are Black and Hispanic

teens face a range of physiological and developmental changes,

are twice as likely to fall into this group. Low-income youth

including puberty, burgeoning independence, experimentation

are more likely to lack protective social support networks and

and risky behaviors, which shape their health decisions and

financial resources, and often face more sources of stress, such

needs. This period of unique physical and mental growth requires

as discrimination.4 For adolescents who are in foster care, the

a range of tailored health services that are different from that

justice system, and certain sexual and racial minority groups, the

of adults and younger children. Additionally, research suggests

need for specialized services is particularly pronounced.

that adolescence is a period of opportunity for initiating and
developing positive health behaviors that can last into adulthood.
This issue brief examines the availability and access to health
services for adolescents, their insurance coverage, as well as the
role of state and federal policies in shaping access to care. It also
highlights considerations for the delivery of comprehensive care
to this age group and discusses how some of the provisions in
the new health reform law may impact adolescent health, access,
and incentives to use preventive care services.

Developmental changes can give rise to a new set of health risk
factors during adolescence, including, weight problems due to
lack of physical activity or poor diet, sexual behavior, violence
and victimization, abuse of substances, such as tobacco, alcohol
and drugs, and mental health issues (Figure 2). These risk
behaviors are often influenced by the community in which a teen
lives, as well as by their race, ethnicity, family income, age, and
gender.5,6
Figure 2
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Major areas of concern during adolescence include:
• Physical activity and nutrition: The national rise in obesity
is evident among adolescents. In 2009, 12% of all U.S. high
school students were classified as obese, with significant
racial and gender differences.7 Eighty percent of all young
people who are obese on their 18th birthday will stay obese
throughout their lives, facing long term health consequences.8
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Almost two-thirds (63%) of teens did not meet the basic
recommendations of an hour of physical activity for at least
5 days per week.9
• Sexual activity, STIs and pregnancy: Despite a marked
decline in adolescent pregnancy over the past three decades,
the U.S. still has one of the highest rates of teen pregnancies
in the developed world.10,11,12 Rates of sexually transmitted
infections (STIs) are high in this age group, with more reported
cases of Chlamydia and Gonorrhea among women aged 15-19
than any other age group.13 The CDC estimates that 1 in 4
sexually active young women are infected with an STI.14
• Violence and victimization: Approximately 30% of middle and
high school students report being bullied during the school
year and cyber-bullying is on the rise.15 Teenagers aged 12-15
have the highest rate of violent crime victimization of any age
group. Widespread use of technology and social media has
added opportunities for new kinds of teenage bullying and
victimization, some with severe psychological consequences.16
• Substance use: Substance use, including underage binge
drinking, cigarette smoking, and illicit drugs are serious risk
factors for the teenage population. One in ten 12-17 year olds
in 2010 reported use of illegal drugs in the past month.17 In
2009, one in four high school students reported having over
five drinks in a row in the past month, and one in five high
school students reported that they smoke cigarettes on a
regular basis.18
• Mental illness: Research has shown that about half of all adults
suffering from serious mental illnesses present symptoms by
age 14.19 Mental illness and depression are commonly faced
by adolescents, who experience numerous physiological and
emotional changes. The National Comorbidity Study found
that 46% of 13-18 year olds have had a mental disorder at
some point, which may include mild to serious symptoms
of anxiety, depression, or behavioral disorders like attention
deficit hyperactivity disorder (ADHD).20 Around 22% of teens
were found to have a mental disorder that can be classified
as severe—causing impairment or distress in their daily lives.21

Treatment and stigma are major issues regarding mental illness.
While 2 million adolescents aged 12-17 had a major depressive
episode in 2009 (8% of the adolescent population), only 35%
received treatment.22
While adolescent males and females may experience some
of the same health risks, there are some significant gender
differences in the incidence of risky sexual behaviors, depression,
and exposure to violence and victimization. These differences
may influence the types of strategies needed to prevent and
address these issues (Figure 3).
PHYSICAL INJURY AND SAFETY
The top causes of death among adolescents are motor vehicle
accidents, homicides, and suicide. The percentage of deaths
attributed to these three causes increases dramatically through
childhood into adolescence, from 47% among 10-year-olds to 77%
among 15-19 year olds.23 Furthermore, teens are the most likely to
have a nonfatal injury attributable to a motor vehicle accident. Thus,
a key area of focus in teen health is injury prevention and safety.
Legislation is one measure that can affect the rates of unintentional
injury. A pivotal example is the federal 1984 Drinking Age Act,
which raised the drinking age to 21 and likely contributed to
a stark decline (by 38% over four years) in adolescent deaths
attributed to motor vehicle crashes.24 State policymakers have
enacted myriad laws regarding minors’ motor vehicle safety
and access to weapons, although these vary significantly by
state. For instance, 29 states ban cell phone use for adolescent
drivers, 13 have laws in place that protect high school students
from being bullied or harassed on the basis of sexual orientation,
and three require bicycle helmets for those under age 17.25
CONFIDENTIALITY AND CONSENT
State policies also affect an adolescent’s ability to consent
to medical treatment, as well as confidentiality when they
access health services. Confidentiality is linked to access to

Figure 3
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32% of male high school students who are currently sexually active (had intercourse in the past 3 months).
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and are verbally assured by the provider that the information
will be kept private (unless the adolescent is placing themselves
or others at bodily risk).28 Confidentiality is interconnected with
consent to care by state laws dictating whether a minor can
receive or access a health service without parental consent
or notification, and whether a doctor can tell parents about
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an adolescent’s health visit. States also have a range of laws

Program, which received $75 million for comprehensive

regarding consent for sensitive services, such as reproductive

relationship and sex education programs in 2011, and the

and mental health services (Table 1).29,30

Abstinence-Only program which supports the promotion and

Insurance billing can be a major issue for confidential services,
including those that do not require parental consent. Most
private insurance plans send a co-payment form or notification
of use of services (Explanation Of Benefits – EOB forms) to
the primary insurance holder, who is usually the parent.31
This can pose a barrier to care for adolescents, resulting in
adolescents forgoing needed healthcare out of fear of parental
consequences.32 Most Medicaid programs also send EOBs to a
subset of their patients, though there is no state or federal law
requiring that they do this.33 In 2008, the National Alliance to
Advance Adolescent Health surveyed state Medicaid programs

education of abstinence until marriage.36 Despite a lack of
evidence that abstinence education delays sexual activity
and studies suggesting it may deter contraceptive use among
sexually active teens, the Title V Abstinence-Only Program
was renewed for the next 5 years at $50 million annually.37
States also have considerable variation in the types of policies
that they promulgate regarding sex education, with 20 states
mandating sex and HIV education in school, 36 states requiring
that abstinence be taught as part of sexual education, and 27
mandating that it be stressed as a choice. Only 18 require that
contraception be included as part of sex education.38

about their use of EOBs in Fee-For-Service and Patient Care

The Title X Family planning program, enacted in 1970, is the

Case Management plans and found that 88% sent EOBs, with

only federal grant program specifically dedicated to providing

half sending it to the parent or head of household, rather than

community-based reproductive health and family planning

to the adolescent. There is variability in which states exclude

services. More than 4,500 clinics across the country receive

EOBs in Medicaid for sensitive services like family planning

Title X money to provide access to contraceptive services, family

(24 states) or STDs (12 states). EOB requirements do not

planning, and comprehensive reproductive and preventive health

correlate and, in some cases, may conflict with states’ minor

care. These clinics often provide services to low-income and

consent laws.

uninsured individuals and are often the only source of care for

34

35

TABLE 1:
Examples of State Level Confidentiality
and Consent Laws (June 2011)
Minors (>12) can consent to contraceptive
services

Minors can consent to STI services

Minors may consent to abortion services
on their own

the clients they serve. In 2009, 70% of Title X users had incomes
Number of states
with policy
26
(20 more with
categories of minors
who can consent)
All
(18 allow a doctor
to inform parents)
2 and the District of
Columbia

Minors can consent to abortion, but
requires parental notification

12

Minors require parental consent for
abortion

20

that were at or below the federal poverty level i and 66% were
uninsured.39
Title X funding and family planning services play an especially
important role for adolescents: 24% of all Title X users were
age 19 and under.40 Community clinics and sites like Planned
Parenthood are an important option for low-income teens in
need of reproductive health or counseling, family planning,
contraceptive, and STI services who may have difficulties
accessing health care services or are in need of confidential
reproductive care.41 It is estimated that in 2008, Title X funded
health centers helped prevent nearly 2 million unintended births
for women across the country, 400,000 of which were among
teens.42 Throughout its history, the program has been and

Minors may consent to outpatient mental
health care (2010)

25

Minors may consent to care for drug or
alcohol abuse (2010)

46

Sources: Guttmacher Institute, Center for Adolescent Health and
the Law.

REPRODUCTIVE HEALTH AND FAMILY PLANNING

continues to be politically controversial, and in 2011, for the
first time, the House of Representatives voted to defund the
program. While this did not occur, Title X funding has declined
over time, and the program and the clinics it funds face future
challenges that may affect access to contraceptive services for
the teens who rely on these services.43

Substantial efforts and funding in adolescent health are focused

While Title X is an important source of funding for family planning

on reproductive health services to reduce the incidence of teen

services, Medicaid actually covers the majority (71%) of public

pregnancy and STIs. Sex education has been one avenue for

funding of reproductive health services.44 Family planning

intervention in this field. Federal programs for sexual education

services have a special status under Medicaid. States are

include the Teen Pregnancy Prevention Program, which was
appropriated $105 million in 2011 and supports evidence-

i

based interventions, the Personal Responsibility Education
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required to cover services and the federal government pays a

Public coverage: Medicaid and CHIP (Children’s Health Insurance

significant portion (90%) of the costs. Over half of the states

Program) are the major forms of public coverage for low-income

have taken their own initiatives to expand Medicaid coverage

teens. Adolescents with public insurance may go to private

of family planning. Twenty-eight states have received federal

doctors or clinics that accept these types of payment. Medicaid

approval to extend Medicaid eligibility for family planning

coverage of preventive care is quite broad as a result of the Early

services to individuals who would otherwise not be eligible for

Periodic Screening Diagnosis and Treatment (EPSDT) program which

full Medicaid benefits either because their income is too high

serves children and teenagers until age 21. Services covered under

or they do not meet Medicaid’s categorical eligibility rules.

EPSDT include screening and diagnosis, as well as treatment, which

Most states have expanded these family planning programs to

can be expensive for states to cover for children with very complex

serve women up to 200% of the poverty level. Eleven states

health needs. While EPSDT services are mandated under Medicaid,

extend benefits to both men and women, and 16 states include

many states have avoided meeting recommendations by taking

individuals under 19 years of age in these programs.

advantage of their discretion over specific details, such as periodicity

45

(number of screenings required per age group).48 Access can also
be limited due to a shortage of providers that accept Medicaid,

INSURANCE COVERAGE
Insurance coverage plays an important role in facilitating and

stemming in part from the program’s low reimbursement rates.49,50

shaping how teens use health care services. Adolescents ages

The CHIP program provides insurance to children from low-

10-18 have the highest rate of coverage of any age group, with

income families whose incomes exceed Medicaid eligibility

88% of adolescents covered by either private or public coverage

levels. To operate CHIP programs, states may either expand their

(Figure 4).

Medicaid eligibility levels or establish separate programs (not
bound by the EPSDT requirements). CHIP is funded by a federal
Figure 4

block grant to states, and in recent years, some states have had

Insurance Status of Youth, by Poverty Status, 2009
6%

17%

21%

to limit enrollment in their programs due to budget shortfalls.51
Uninsured: Approximately 4 million adolescents ages 10-18

10%

lack health insurance; however, it is estimated that 65% of these
adolescents are eligible for Medicaid/CHIP, but not enrolled.

43%
61%

84%

Uninsured

Adolescents without healthcare insurance or with gaps in coverage

Public

have worse access to needed health services, and half of uninsured

Private

adolescents have at least one unmet health need.52 Uninsured

41%

teens skip care because of cost and lack a usual source of care
more often than insured teens (Figure 5). The Patient Protection

18%
<100%

100-199%

>200%

and Affordable Care Act (ACA) is expected to help many of these
remaining uninsured teens and their families qualify for public

Percentage of Federal Poverty Level*
Note: Among those ages 10-18. *The federal poverty level for a family of four was $22,050 in 2009.
Source: Kaiser Family Foundation/Urban Institute analysis of March 2010 Current Population Survey,
Bureau of the Census.

coverage or receive subsidies for private coverage by 2014.
Figure 5

Barriers to Care Among Adolescents, by Coverage Status,
2004-2005

Private insurance: The majority of adolescents ages 10-18 are
currently covered by private insurance (60%) , with significantly
46

12%
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No physician visit in last year

41%

higher private coverage rates among those living with both
parents and in higher income groups.47 Private insurance plans
have traditionally varied what services they offer for this age

4%

No usual source of care

41%

group, but new minimum benefits established under health
reform, especially around coverage of preventive services, will

7%

Delayed getting medical care
because of cost

2%
4%
17%

change the private plan landscape for many teenagers by 2014.
Failed to get needed medical
care due to cost

Private Coverage

1%

Public Coverage

3%
13%
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Note: Among those ages 10-18.
Source: Tabulations 2004-2005 National Health Interview Survey; Institute of Medicine: Adolescent Health
Services: Missing Opportunities, 2009.
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Delivery of Care

On the provider side, many healthcare professionals serving

In addition to insurance coverage, delivery and site of care are

teenagers in primary care settings report feeling unprepared

important to adolescents’ health care access and quality. Nine

to address an adolescent patient after a positive screening for

in ten (92%) adolescents report having a usual source of care—

drugs, behavioral, reproductive, or developmental issues.61 They

often a pediatrician, family practice physician, internist, or nurse

often also feel unprepared to introduce preventive health content,

practitioner at a private doctor’s office or health maintenance

such as tobacco and injury prevention. Traditionally, there have

organization (HMO). While a high share of teens have a usual

been few incentives to include such content because providers

source of care, teenagers are more likely to use the ER for non-

may not be reimbursed for time spent on prevention education,

urgent, routine health services than any other age group.

nor has there been professional training aimed at primary

53

54

prevention. Primary care settings most adolescents use, such as
Despite being at significant risk for many behavioral and

pediatrician offices, are often focused on serving young children

psychological issues, adolescents rarely receive recommended

and their parents. Many offices will accept adolescents for annual

levels of developmental and behavioral services, including preventive

well-visits, but direct them elsewhere for sexual health or risk

care, through annual primary care visits.55,56 The benchmarks for

behavior screenings.62 A sizable share of teens rely on Obstetrician/

adolescent care and screening in the primary care setting are

Gynecologists, family medicine, and adult internal medicine

the Bright Futures Guidelines for Health Supervision of Infants,

clinicians who also may not have expertise in the special needs

Children, and Adolescents, an extensive set of recommendations

of teens.63 Much of the counseling for risk factors in adolescent

issued by experts through the American Academy of Pediatrics

patients is complex, requires sensitivity, and is difficult to reimburse,

and Health Resources and Services Administration (HRSA).57 The

leaving many primary care doctors without incentives to offer

section detailing Adolescent Preventive Services (GAPS) focuses on

comprehensive adolescent services. It is estimated that meeting

recommended well-care visits, diagnostic tests, vision and hearing

the recommendations for adolescent screenings outlined by the

screening, vaccines, and counseling specific to different stages of

USPSTF would require at least 40 minutes of counseling time –

adolescence.58 These guidelines are intended to standardize delivery

much longer than a typical office visit.64

The ACA mandates that all private health insurance plans not

The supply of specialists in the field of adolescent health also falls

grandfathered ii after September 2010 provide coverage without

short of the need. Between 1996 and 2005 only 466 certificates in

cost-sharing for several groups of federally-recommended

adolescent medicine were obtained, far fewer that what is needed

clinical services, particularly preventive services that receive

to meet the needs of 40 million adolescents. Despite efforts in the

A and B grades from the U.S. Preventive Services Task Force

field of pediatrics to incorporate specialized training in adolescent

(USPSTF), Bright Futures recommendations for children up

health, only 12% of pediatric residency training programs have an

until age 21, and immunizations recommended by the federal

approved fellowship in Adolescent Medicine. The American Board

Advisory Committee on Immunization Practices (ACIP).

of Pediatrics found only 17% of pediatricians think they are very

Many of the risk factors and conditions that are detected

well trained to care for adolescents.65

through adolescent screenings often require more than a single

Many experts have suggested broadening the healthcare workforce

well-visit to diagnose and treat. Long-term follow-up care and

serving teens to include other professionals with expertise in

management of these risk factors can be time consuming and

adolescent health to work alongside clinicians in teams. This

challenging as some teenagers may have poor compliance with

may include nurses, school-based therapists, social workers,

follow-up appointments.59 Like adults, adolescents encounter

psychologists, and counselors with training in adolescent-specific

a number of non-financial barriers to care, such as inadequate

needs, among others. To improve access and confidentiality, new

time with a provider, lack of transportation, lack of continuity

sites and approaches for delivery of care outside of the doctor’s

with a physician or place of care, racial, ethnic, gender and

office are being explored around the country. These models include

language-related barriers, concerns regarding whether their

a diverse range of non-health services to support teenagers in their

visits are confidential, or inconvenient office location.60

community and environment, including close physical proximity
to ensure follow-up care and supplemental health education.
Some of these models go beyond the scope of treating an acute

ii

condition, to focus on quality of life, well-being, and protective
“Grandfathered” plans are those that existed prior to the passing of the
Affordable Care Act and have not changed major provisions as stated in the
ACA. Although almost half the plans are still grandfathered in 2011, and are
exempt from some of the ACA mandates, it is expected only a third of plans will
be grandfathered by 2014 and over time these plans will lose their grandfathered
status (http://docs.house.gov/energycommerce/ppacacon.pdf).

factors in teenagers’ communities that impact health. While some
of these models have been used for years, they are not yet wide
spread throughout the nation and can be difficult to finance and
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BOX 1
Models of Health Care to Teens
Adolescent Health Clinics & Centers

School-based Health Centers

These centers consist of mobile clinics or drop-in centers

These clinics operate inside or near a school setting, usually

where specialists in adolescent health serve patients

staffed with a mix of health professionals with varied training —

alongside a diverse staff of professionals. Most centers have

nurse practitioners, social workers, psychologists, counselors,

combined social support programs in local communities, and

physicians, nutritionists, educators, case managers, dentists,

many provide comprehensive medical and behavioral health

and medical assistants — commonly rotating at these sites.

services to adolescents at high risk, including the homeless,

The benefits of being situated in a school enable them to serve

immigrants, and those living in rural settings. The funding

many uninsured teens who may not have a usual source of

structure is different for each center depending on its size

care, as well as teens with transportation barriers. These centers

and capacity, and the professionals it can employ depend on

are typically operated and funded by a patchwork of state

available resources. They are often supported by both federal

and private funders and providers, including hospitals, health

and state funding, as well as a cascade of private donors

departments, federally funded community health centers,

and foundation, but development of these centers is usually

school districts, and community-based non-profits. Most receive

limited by available resources. Some of the most prominent

funding from the state (76%) or local government (37%), and

models have been closely tied to a teaching hospital (Mount

half receive funding from private foundations. Because funding

Sinai Adolescent Health Center in New York, Johns Hopkins

sources are limited and inconsistently available and supported,

Center for Adolescent Health in Baltimore) where they can

many face challenges to stay open. The ACA appropriates

access needed diverse financial and medical support.

$50 million a year from 2010 to 2013 to over 1,100 qualifying
centers serving more than 2 million children.

Source: Strozer, J.,& Juszczak L. (2010). 2007-2008 National School-Based Health Care Census, Washington, D.C.: National Assembly
on School-Based Health.

sustain (Box 1). In addition, web-based health information sources
and social networking among young adults has grown, creating
a number of opportunities for health education and counseling
on the internet regarding a range of health concerns. Internet
campaigns such as MTV’s “It’s Your (Sex) Life” and “Get Yourself
Tested” help teens and young adults find centers for reproductive
health services and obtain accurate information, while social
networking platforms allow teenagers to anonymously voice their
health concerns and seek information about care.
HEALTH REFORM & FUTURE POLICY
The new health reform law includes many provisions that will likely
affect coverage and access to care for adolescents, including
access to and affordability of coverage, scope of benefits, and new
incentives to change the health care delivery system.66 Some of these
new rules have already been implemented, and others are being
phased in overtime, such as the State Health Benefits Exchanges,
which will be operational in 2014. Some of the provisions that
are notable for adolescents and young adults include:
• Ban on denial of insurance coverage to children with preexisting conditions – For teens with private plans, insurance
companies are no longer able to exclude children based on
pre-existing conditions (2010).

• Age extension of dependent coverage – Adolescents and
young adults can remain on their parents’ insurance plan as a
dependent until age 26, assuring coverage during important
transition years as young adults (2010).
• Coverage of preventive services without cost-sharing – All
private plans must cover the services recommended by the Bright
Futures Guidelines, USPTSF, and ACIP without cost sharing.
Adolescents enrolled in Medicaid will get these services through
the Early and Periodic Screening, Diagnosis, and Treatment
(EPSDT) program through age 21 (2010). New preventive services
for women and girls will be offered in qualifying new private
plans after August 2012. These new services include coverage
of FDA-approved contraceptives that are prescribed, counseling
and testing for STIs, and screening for intimate partner violence.
• Extended eligibility for Medicaid and access to private
coverage through state exchanges – The ACA will extend
Medicaid coverage to all children in families with incomes
below 138%iii of the poverty threshold. Currently, there are
approximately 6 million uninsured children who qualify for
coverage through Medicaid or CHIP but are not enrolled in
either program.67 The ACA includes incentives for states to
recruit uninsured children eligible for Medicaid and CHIP and
ease the enrollment process. New subsidies will be made
iii
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The ACA will lay the groundwork for coverage expansions, but

available to obtain private health insurance coverage through
State Exchanges for modest and moderate income families
who do not qualify for Medicaid (2014).

additional efforts will be needed to translate coverage expansions
into meaningful changes in the use of health care and the quality of

• Increasing Medicaid reimbursement rates – Recognizing the
role that the program’s generally low reimbursement rates have
on access to providers, the ACA includes federal funding to
raise Medicaid payment rates to Medicare levels for primary
care providers, including pediatricians (2013).

services targeted at teens.69 Programs, such as preventive healthcare
counseling in the areas of tobacco, alcohol and drug abuse, and
screening and counseling for intimate partner violence which will be
included in public and private plans, will need to have adequately
trained providers to deliver these services to teens. Similarly, the 40+

In addition, the ACA includes authorization of grants to states and

minutes of counseling that is estimated to meet guidelines for well

local organizations for the following adolescent health priorities:

child screenings recommended by the USPSTF will face the test

68

• Obesity prevention – $25 million is appropriated over the next
five years to the CDC’s demonstration project to study and
combat childhood obesity.
• Teen pregnancy prevention – $75 million per year between
2010 and 2014 is authorized for state programs educating
adolescents about sexual health, abstinence, contraception,
STDs, and HIV. An additional $50 million was appropriated
for Abstinence Education and $25 million was appropriated
for the Pregnancy Assistance Fund which aids pregnant and
parenting teens.
• Family planning – ACA includes a provision allowing states
to expand Medicaid coverage of family planning using a state
plan amendment (SPA), rather than a Medicaid waiver, which
may extend services offered to adolescents.
• Home visiting – The ACA authorizes funding to implement new
evidence-based home visiting programs to improve health and
developmental outcomes for families in at-risk communities,
many of whom may be adolescents.
• Community health centers – Community Health Center
expansions across the country will be funded under the ACA
with an additional $11 billion over 5 years. These community
health centers are expected to increase access of medical
and behavioral health services to a total of 24 million patients,
particularly in low-income communities.

of feasibility and adequate provider reimbursements. Furthermore,
the issue of confidentiality of care is a salient challenge. How plans
handle EOBs and notification to parents and guardians regarding
care will have a large impact on how teens use care moving forward.
Adolescents face numerous challenges in the health care system,
and they remain one of the most vulnerable populations for
several reasons. The implementation of the ACA and its provisions
is a unique opportunity to further expand integrative models
of care to this population, including development of schoolbased health centers, adolescent community health clinics, and
numerous innovative community-level programs. With increased
attention to the importance of medical homes and the value of
integrating often fragmented care, there are greater opportunities
to provide teens and young adults with a broad range of services
that will meet their unique needs. Many teenagers will, for the first
time, have the opportunity to experience continuous coverage
from childhood into adulthood and will have full coverage for
preventive care. While improving the health of adolescents will
include the expansion of access to health care at the community
and school level, new education about health promotion and
use of preventive health services will be equally important. Many
teen populations, including the undocumented, will lack access
to coverage and newly supported services in the ACA, and will

• School-based health centers – $50 million has been allocated
specifically for School-Based Health Center expansions.

continue to rely on a wide range of safety nets. Ensuring that

• Primary care – $1.3 billion in new funds has been allotted to
bolster primary care services, including $315 million in mandatory
funding to enhance the primary care health workforce.

well as resources for health care delivery, programs, training,

there are adequate resources to support these safety nets, as
and research addressing the needs of the diverse adolescent
population will be key to addressing their health needs.
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