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Abstract

Purpose: Many transgender youth lack access to transgender affirming care, which may put them at risk for HIV.
This study explored transgender youth’s perceptions regarding encounters with primary care providers (PCPs)
related to gender and sexual minority (GSM) identity and sexual health.
Methods: Youth ages 14–21 (N = 228; 45% trans masculine, 41% trans feminine, 14% gender nonbinary) com-
pleted a survey on GSM identity disclosure and acceptance, gender-affirming services, sexual health attitudes
and behaviors, and interactions with PCPs involving GSM identity and concerns about stigma and confidentiality.
Results: A factor analysis yielded three scales: GSM Stigma, Confidentiality Concerns, and GSM-Sexual Health
Information. Items from the GSM Stigma scale showed that nearly half of respondents had not disclosed their
GSM identity to their PCP due to concern about an unaccepting PCP. One-quarter of youth were less inclined
to discuss GSM identity and sexual health with their PCP due to concern that their provider would disclose
this information to parents; these concerns were greater among adolescents <18 and those not out to parents
about their gender identity. Only 25% felt their PCP was helpful about GSM-specific sexual health issues.
Youth who were out to parents about their gender identity and had received gender-affirming hormone therapy
were more likely to report receiving GSM-specific sexual health information.
Conclusions: Transgender youth may not discuss their GSM identity or sexual health with PCPs because they
anticipate GSM stigma and fear being ‘‘outed’’ to parents. PCPs should receive transgender-inclusive training to
adequately address youths’ sexual health needs and privacy concerns.
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Introduction

Transgender youth and adults, especially those who
have sex with cisgender men, have been identified as a

key population at risk for HIV and other sexually transmitted
infections (STIs).1–6 A recent meta-analysis indicated that
22% of trans-feminine (TF) people in the United States are
living with HIV.7 Although less research has been conducted
on HIV in trans-masculine (TM) people, surveillance data
show that of the 2351 transgender patients newly diagnosed
with HIV from 2009 to 2014, 15% of diagnoses were among
TM patients.8 In addition, in the 3.3 million HIV testing
events reported to the Centers for Disease Control and Pre-
vention in 2013, the percentage of transgender individuals
newly diagnosed with HIV was nearly three times the na-
tional average.8

Transgender people also report significantly lower lifetime
rates of HIV testing (35.6% for TF individuals and 31.6% for
TM individuals) relative to cisgender gay and bisexual men
(61.8%), and HIV testing rates are likely lower among trans-
gender adolescents.9 Moreover, a community health center
chart review of sexually active transgender youth revealed STI
prevalence between 1.4% and 2.8%.10 Transgender adults re-
port high levels of discrimination, including denial of medical
services and harassment, in healthcare settings11–13 and antic-
ipation of discrimination has been associated with postpone-
ment of medical services.12–16

HIV risk among transgender youth may be related to the de-
velopmental, psychological, social, and structural transitions
that converge in this period of the life span.17,18 Higher levels
of depression and psychological distress among transgender
adults have been associated with reports of transgender-related
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victimization and discrimination,19,20 and these concerns com-
bined with other psychosocial health problems are linked to
elevated HIV risk, particularly among young transgender
women.18 It is possible that these patterns may also mani-
fest among transgender youth. Moreover, research suggests
that transgender youth may face similar barriers to HIV pre-
vention services tailored to their needs as do transgender adults,
including discomfort discussing transgender-specific health is-
sues with physicians and lack of access to transgender-friendly
and knowledgeable providers.15,21–24 Despite the burden of
HIV facing transgender youth, little is known about whether
anticipation of provider stigma creates barriers to HIV/STI
preventive services.25 TF people are often grouped with and
underrepresented in studies of cisgender men who have sex
with men.26,27 Moreover, TM people are often excluded
from HIV prevention research on the erroneous assumption
that their sexual relationships are nearly exclusively with cis-
gender women.25,28,29 Even less is known about the sexual
risks and informational needs of youth who identify as gender
nonbinary (GNB).30,31

For some transgender youth, fear of sexual minority dis-
crimination may present additional barriers to HIV preven-
tive services. Transgender adults and adolescents endorse
multiple sexual orientation identities to describe attraction
across gender lines.32–36 As such, accurate assessment of
transgender individuals’ sexual health requires an under-
standing of both their sexual orientation and gender identity,
the sexual behaviors in which they are engaging, and the peo-
ple with whom they are having sex. However, information on
how to take routine sexual histories of transgender patients is
sparse.37,38 Thus, primary care providers (PCPs) may not
know how best to inquire about their transgender patients’
sexual health and behavior, or may avoid discussing sexual
health altogether, including HIV/STI prevention strategies.

Whether transgender youth have disclosed their gender
identity and sexual orientation to family members may also in-
fluence patient/provider communication. In the United States,
although no states expressly prohibit HIV preventive care to
minors, state laws are inconsistent in expressly permitting
youth independent access to HIV/STI prevention services
and treatment39; and even when such laws exist, youth, par-
ents, and providers may be unaware of or in disagreement
about minors’ right to confidential services. Transgender
youth’s fears of stigmatization, punishment, or physical
harm if gender identity, sexual orientation, or sexual activ-
ities are disclosed to parents may exacerbate fear of discus-
sing HIV/STI services with PCPs.

Aims of the present study

Access to gender-affirming sexual healthcare is likely crit-
ical to preventing HIV and STIs among transgender youth.
Such care includes creating a medical environment in
which youth feel that the provider is accepting of their gen-
der identity and sexual orientation, is knowledgeable about
transgender sexual health needs, and respectful of youth con-
fidentiality concerns. For many youth, their PCP may be their
only means of receiving HIV/STI preventive information
and care. Yet, little is known about youths’ attitudes toward
sharing information about their gender identity, sexual orien-
tation, sexual behavior, and HIV/STI risk behavior with pro-
viders, and recent research suggests that providers may be

reluctant to initiate discussions of these issues with adolescent
patients, making it difficult to provide care tailored to the
needs of transgender youth.40 Findings on transgender youth’s
perspectives on participation in HIV prevention trials suggest
they fear stigmatization, punishment, and physical harm if
gender identity, sexual orientation, or sexual activities are dis-
closed to parents.41 It is likely that these same concerns about
disclosure to parents in a healthcare context may exacerbate
fear of discussing sexual health services with PCPs.42,43

The primary aim of this study was to explore the extent to
which transgender youth anticipate gender and sexual minor-
ity (GSM) stigma by their PCP; avoid discussing sexual ori-
entation, gender identity, and sexual health with their PCP
due to confidentiality concerns; and perceive their PCP to
be helpful in providing sexual health information specific
to transgender and LGB individuals. We also examined rela-
tionships between youths’ perceptions of communications
with their PCPs and their sociodemographic characteristics,
sexual health behaviors and attitudes, and receipt of gender-
affirming care, among other correlates.

Methods

The data reported here are part of a larger Internet-based
survey on transgender youths’ experiences with and attitudes
toward sexual health research and services, conducted in
spring 2016. Participants were recruited primarily through
Facebook paid posts that directed viewers to a page provid-
ing a brief study description and link to a seven-item screen-
ing questionnaire. The screener questions assessed eligibility
using the following inclusion criteria: age 14–21 years, iden-
tifying as transgender, and living in the United States.

The screener item had three responses that qualified indi-
viduals for inclusion (‘‘Yes, I am transgender and identify
as a boy or a man,’’ ‘‘Yes, I am transgender and identify as
a girl or woman,’’ and ‘‘Yes, I am transgender and identify in
some other way’’) and three disqualifying responses (‘‘I do
not know if I am transgender,’’ ‘‘No, I am not transgender,’’
and ‘‘I do not know what this question is asking’’). For data
analysis, youth designated as GNB responded ‘‘Yes, I am trans-
gender, but identify in some other way’’ on the screener and in
an open-ended survey question described their gender identity
with terms such as gender nonbinary, agender, bigender, and
gender fluid. Those who endorsed ‘‘Yes, I am transgender and
identify as a boy or a man’’ were designated as trans masculine,
and those who endorsed ‘‘Yes, I am transgender and identify as
a girl or a woman’’ were designated as trans feminine.

Of those completing the screener, 537 met inclusion crite-
ria and were sent a link to the study; of these, 233 (43.39%)
completed the survey. After the exclusion of five participants
with suspicious survey responses (e.g., lack of response var-
iability), our final sample numbered 228.

Survey measures

Items were developed from initial interviews and focus
groups with transgender youth, recommendations from an ex-
pert advisory board, and online piloting of items with a sample
of 11 transgender youth. Demographic questions included
race, ethnicity, living situation, parents’ education, grade,
and youth’s employment. As a validity check for the transgen-
der identity screener response, we included multiple choice
questions about preferred pronoun and sex assigned at birth
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and an open-ended question on gender identity. Responses to
these items were consistent with the screener response for all
participants. An additional item asked about the age at which
one first identified as transgender. Sexual orientation questions
included the following: (a) items on the gender of persons to
whom the participants were sexually attracted and with
whom they had a sexual experience; and (b) self-reported sex-
ual orientation identities assessed through both an open-ended
question and a checklist of common terminology.

Data were also collected on number of sexual partners (life-
time and 12 months; with those reporting at least one lifetime
partner considered to be sexually active), gender of sexual
partners in the past 12 months (cisgender male, cisgender fe-
male, TM, and TF partners), self-reported HIV and STI testing
history, and two 5-point Likert-type items assessing whether
they thought they were likely (extremely unlikely–extremely
likely) to be infected with HIV and how much they worried
about HIV infection (none of the time–all of the time).44

Two 4-point items examined the extent to which youth were
out to people around them about their gender identity and
their sexual orientation (not out to anyone, only a select few
people, most people, everyone). We asked youth to identify
up to two guardians and for each guardian asked whether
they were out to them about their transgender identity (yes/
no) and sexual orientation (yes/no). For each guardian, five-
point Likert-type questions were asked regarding how accept-
ing the guardian is of their transgender identity and of their
sexual orientation (1 = very accepting–5 = very rejecting).45

Four additional yes/no questions asked whether youth had
discussed with a provider or received puberty-suppressing
therapy (PBT) or gender-affirming hormone therapy (GHT).

Views on interpersonal communications with PCPs
were assessed through 10 Likert-type questions (1 = strongly
agree; 5 = strongly disagree) developed from interviews,
a scientific expert panel, and focus groups, including the fol-
lowing: (a) whether their PCP was aware of their gender
identity or sexual orientation (two items); (b) concerns that
the provider would not be accepting of their gender identity
or sexual orientation (two items); (c) reticence in discussing
sexual health concerns out of fear that their provider would
disclose their gender identity, sexual orientation, sexual ac-
tivity, or an STI to parents (four items); and (d) whether
their provider had given them sexual health information spe-
cifically helpful for transgender, and lesbian, gay, and bisex-
ual youth (two items).

Procedures

Participants not meeting inclusion criteria were sent a link
to a Facebook page46 with continuous updates for LGBT
news and resources. Those who met criteria on the screening
instrument were provided with a code number and invited to
text the number and their e-mail address to a secure site mon-
itored by staff to minimize threats to validity (e.g., bots, repeat
participants). Links to the surveys could only be obtained by
participants who texted with a valid code number from a
unique, U.S.-based phone number and a valid e-mail address.
Phone numbers and e-mail addresses were screened to ensure
that they had not been submitted previously. Eligible individu-
als were sent a link to an informed consent form and youth who
consented by checking a box were linked to the survey site.
Youth younger than 18 were permitted to self-consent under

a waiver of guardian permission from the Fordham University
and Northwestern University Institutional Review Boards,
which approved the study. All screening, consent, and survey
sites included firewall protections with data encryption. A fed-
eral Certificate of Confidentiality was obtained. Participants
could end their participation at any time and opt out of answer-
ing sensitive questions. On survey completion, participants
were directed to a webpage with no link to their individual sur-
vey responses to receive a $20 Amazon.com gift certificate.

Data analysis

Descriptive statistics were computed for demographic
characteristics, gender identity, sexual orientation, ‘‘outness’’
and acceptance by family and others, receipt of PBT or GHT,
number and gender of sexual partners, HIV risk attitudes, and
HIV/STI testing. Chi-square tests and multivariate analysis of
variance (ANOVA) compared responses across gender iden-
tity (TM, TF, GNB) and age (<18 and ‡18). Item and scale
scores derived from a factor analysis on the 10 interpersonal
communications with the PCP item scale were computed
across gender identity. Chi-square tests, multivariate ANOVA,
and correlations examined associations between scale scores
and the following variables: gender identity and age, whether
youth had disclosed their sexual orientation or gender identity
to at least one guardian, number of sexual partners, HIV/STI
testing and HIV risk attitudes, and receipt of PBT or GHT
from a healthcare provider.

Results

The sample included 103 TM, 93 TF, and 32 GNB youth.
One hundred and two (44.7%) participants were younger
than 18 (Table 1) and average age of first transgender
self-identification was 13 (range = 2.5–20 years). The ma-
jority were in high school or college, lived with family, and
either worked part-time or did not work at all. Most partici-
pants had disclosed their gender identity to their primary and
secondary guardians. TM youth were more likely than TF
and GNB youth to have disclosed their gender identity
to their primary and secondary guardian (X2

2 = 7.36, p < 0.05;
X2

2 = 6.81, p < 0.05) and to be ‘‘out’’ to most or all people
(X2

2 = 24.43, p < 0.001). TF youth were more likely than
TM or GNB youth to have received PBT (X2

2 = 16.15,
p < 0.001); 16% of youth younger than 18 and 41% of
older youth had received GHT (X2

2 = 16.70, p < 0.001).
As shown in Table 2, half of the youth endorsed more than

one sexual orientation (M = 1.89, SD = 1.06; range = 1–6).
Most had disclosed their sexual orientation to their primary
and secondary guardian, and disclosure to either guardian
did not differ significantly by gender identity. TM youth
were most likely to report they were out to most or all peo-
ple about their sexual orientation (X2

6 = 17.70, p = 0.01). The
majority of youth (74%) had at least one lifetime sexual
partner, and 61% reported at least one sexual partner during
the past 12 months. The majority believed they were un-
likely to be infected with HIV and worried about HIV either
none of the time or rarely. Age was positively correlated with
number of lifetime sexual partners (r = 0.37, p < 0.001), but
not with number of sexual partners in the past 12 months: 58%
of 14–17-year olds and 87% of youth ages 18–21 reported at least
1 lifetime sexual partner: (M = 3.88, SD = 3.00; range = 1–10
and M = 6.41, SD 6.41; range = 1–25 or more), respectively.
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Table 1. Demographic Characteristics, Gender Identity Disclosure and Acceptance,

and Gender-Affirming Services for Trans-Masculine, Trans-Feminine,

and Gender Nonbinary Participants

Characteristics
Trans masculine
(n = 103), N (%)

Trans feminine
(n = 93), N (%)

Gender nonbinary
(n = 32), N (%)

Total (n = 228),
N (%)

Race/ethnicitya

Hispanic 15 (14.6) 11 (11.8) 2 (6.3) 28 (12.3)
White 90 (87.4) 82 (88.2) 28 (87.5) 200 (87.7)
Black 6 (5.8) 5 (5.4) 2 (6.3) 13 (5.7)
Asian/Pacific Islander 4 (3.9) 4 (4.3) 1 (3.1) 9 (3.9)
American Indian/Alaskan 6 (5.8) 4 (4.3) 1 (3.1) 11 (4.8)
Other 9 (8.7) 4 (4.3) 3 (9.4) 16 (7.0)
Do not wish to answer 2 (1.9) 2 (2.2) 2 (6.3) 6 (2.6)

Ageb (years) 17.94 – 1.86 17.98 – 1.77 17.25 – 2.03 17.86 – 1.86
14–17 44 (42.7) 39 (41.9) 19 (59.4) 102 (44.7)
18–21 59 (57.3) 54 (58.1) 13 (40.6) 126 (55.3)

Grade
7–12 50 (48.5) 46 (49.5) 19 (59.4) 115 (50.4)
College 29 (28.2) 31 (33.3) 6 (18.8) 66 (28.9)
Not in school 24 (23.3) 16 (17.2) 7 (21.9) 47 (20.6)

Age first identified as transgenderb 13.07 – 3.86 12.48 – 3.97 13.58 – 3.15 12.91 – 3.82
Range = 2.5–20 Range = 3–20 Range = 5–19 Range = 2.5–20

Living situation
With parents or family 70 (68.0) 66 (71.0) 25 (78.1) 161 (70.6)
Alone 7 (6.8) 12 (12.9) 2 (6.3) 21 (9.2)
With roommate 14 (13.6) 8 (8.6) 2 (6.3) 24 (10.5)
With romantic partner 11 (10.7) 6 (6.5) 2 (6.3) 19 (8.3)
No permanent address 1 (1.0) 1 (1.1) 1 (3.1) 3 (1.3)

Employment
Full-time job 11 (10.7) 9 (9.7) 1 (3.1) 21 (9.2)
Part-time job 31 (30.1) 45 (48.4) 16 (50.0) 92 (40.4)
Do not work 61 (59.2) 39 (41.9) 15 (46.9) 115 (50.4)

Primary guardian
Identified as ‘‘mother’’ 76 (73.8) 58 (62.4) 28 (87.5) 162 (71.1)
Identified as ‘‘father’’ 14 (13.6) 18 (19.4) 1 (3.1) 33 (14.5)
Identified as ‘‘other’’ 13 (12.6) 17 (18.3) 3 (9.4) 33 (14.5)

Primary guardian education
High school or less 25 (24.3) 37 (39.8) 5 (15.6) 67 (29.4)
College (1–4 years) 45 (43.7) 33 (35.5) 17 (53.1) 95 (41.7)
Graduate school 31 (30.1) 22 (23.7) 8 (25.0) 61 (26.8)
I don’t know 2 (1.9) 1 (1.1) 2 (6.3) 5 (2.2)

Secondary guardian (N = 144)
Identified as ‘‘mother’’ 6 (8.3) 10 (20.0) 1 (4.5) 17 (11.8)
Identified as ‘‘father’’ 45 (62.5) 27 (54.0) 20 (90.9) 92 (63.9)
Identified as ‘‘other’’ 21 (29.2) 13 (26.0) 1 (4.5) 35 (24.3)

Secondary guardian education
High school or less 16 (22.2) 15 (30.0) 3 (13.6) 34 (23.6)
College (1–4 years) 28 (38.9) 15 (30.0) 13 (59.1) 56 (38.9)
Graduate school 23 (31.9) 20 (40.0) 4 (18.2) 47 (32.6)
I don’t know 5 (6.9) 0 (0.0) 2 (9.1) 7 (4.9)

Disclosed gender identity to guardian
Primary guardian 90 (87.4) 68 (73.1) 23 (71.9) 181 (79.4)*
Secondary guardianc 59 (81.9) 31 (62.0) 14 (63.6) 104 (72.2)*

Guardian is very—somewhat accepting of transgender identityd

Primary guardian 67 (74.4) 47 (69.1) 13 (56.5) 127 (70.2)
Secondary guardian 38 (64.4) 18 (58.1) 4 (28.6) 60 (57.7)
‘‘Out’’ to most or all people about

transgender identity
88 (85.4) 50 (53.8) 19 (59.4) 157 (68.9)***

Received puberty-suppressing therapy 4 (3.9) 21 (22.6) 3 (9.4) 28 (12.3)***
Received gender-affirming hormone therapy 32 (31.1) 30 (32.3) 5 (15.6) 67 (29.4)***

aParticipants could select more than one option.
bMean – SD.
cPercentage of disclosure to secondary guardian calculated on the number of youth who had a secondary guardian.
dPercentage of acceptance is calculated on the number of youth who disclosed their gender identity to the guardian.
*p < 0.05; ***p < 0.001.
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Perceptions of patient/provider communications

A factor analysis using varimax rotation assessed whether
the 10 items yielded distinct conceptual categories for per-
ceptions of communications with one’s PCP and whether
gender identity and sexual orientation concerns loaded sim-
ilarly on these dimensions (Table 3). Gender identity and
sexual orientation items converged to yield the following
three factors (total variance explained = 73.78): GSM Stigma
(four items; a = 0.87); Confidentiality Concerns (four items,
a = 0.81); and GSM-Sexual Health Information (two items,
a = 0.85). GSM Stigma and Confidentiality Concerns indices
were positively correlated (r = 0.59, p < 0.001) and nega-
tively correlated with GSM-Sexual Health Information
(r’s =�0.48 and �0.26, respectively, p < 0.001). The pattern
of results on individual items and composite scores did not
differ between sexually active youth (at least one lifetime
sexual partner) and youth who had never had sex. In addi-
tion, there were no differences between youth who had
and had not had sex with cisgender male partners. Overall
the percentages and standard deviations illustrate a wide
range of responses to both positively and negatively worded
items, suggesting that the direction of question wording did
not produce response bias.

GSM stigma

Almost half of the respondents indicated that their provider
was unaware of their gender identity or sexual orientation and
expressed concern that disclosure would result in lack of accep-
tance. While no differences among trans-masculine, trans-
feminine, and GNB participants emerged, younger respondents
(M = 3.49, SD = 1.64) were significantly more likely than older
youth (M = 2.98, SD = 1.64) to have higher GSM Stigma
scores, F1,222 = 6.37, p < 0.05. Correlations revealed signif-
icant associations between lower GSM Stigma and perceiv-
ing that their regular doctor is helpful about sexual health
issues specific to transgender and LGB individuals, being
out to at least one parent about their gender identity, being
out to at least one parent about their sexual orientation, and re-
ceiving GHT (r’s =�0.48,�0.33,�0.14,�0.16, respectively).

Confidentiality concerns

On average, 25% of youth worried that their PCP would
disclose information about their gender identity, sexual ori-
entation, sexual activity, or an STI to parents. TM youth had
significantly fewer confidentiality concerns on the Confi-
dentiality Concerns composite score (F2,225 = 4.24, p < 0.05)
and the individual items reflecting confidentiality concerns

Table 2. Sexual Orientation Identity, Sexual Orientation Disclosure to Family and Other People,

Sexual Partners, HIV Risk Attitudes, and HIV/Sexually Transmitted Infection Testing

Characteristics
Trans masculine
(n = 103), N (%)

Trans feminine
(n = 93), N (%)

Gender nonbinary
(n = 32), N (%)

Total (n = 228),
N (%)

Sexual orientation identitya

Identify as pansexual 50 (48.5) 41 (44.1) 21 (65.6) 112 (49.1)
Identify as queer 44 (42.7) 23 (24.7) 23 (71.9) 90 (39.5)***
Identify as bisexual 24 (23.3) 26 (28.0) 8 (25.0) 58 (25.4)
Identify as gay 23 (22.3) 12 (12.9) 10 (31.3) 45 (19.7)
Identify as asexual 24 (23.3) 11 (11.8) 6 (18.8) 41 (18.0)
Identify as questioning/unsure 13 (12.6) 16 (17.2) 3 (9.4) 32 (14.0)
Identify as lesbian 0 (0.0) 22 (23.7) 6 (18.8) 28 (12.3)***
Identify as heterosexual 13 (12.6) 9 (9.7) 1 (3.1) 23 (10.1)
Do not wish to answer 0 (0.0) 2 (2.2) 0 (0.0) 2 (0.9)

Disclosed sexual orientation to guardian
Primary guardian 80 (77.7) 65 (69.9) 23 (71.9) 168 (73.7)
Secondary guardianb 48 (66.7) 34 (68.0) 15 (68.2) 97 (67.4)

Guardian is very—somewhat accepting of sexual orientationc

Primary guardian 62 (77.5) 43 (66.2) 16 (69.6) 121 (72.0)
Secondary guardian 38 (79.2) 22 (64.7) 6 (40.0) 66 (68.0)*
‘‘Out’’ to most or all people about

sexual orientation
90 (87.4) 61 (65.6) 25 (78.1) 176 (77.2)*

Lifetime no. of sexual partnersd 4.42 – 4.89 4.09 – 4.44 4.94 – 6.15 4.36 – 4.90
No. of sexual partners in the past 12 monthsd 2.38 – 2.83 2.44 – 2.71 2.72 – 2.17 2.45 – 2.69
Cisgender male partners 50 (48.5) 43 (46.2) 18 (56.3) 111 (48.7)
Cisgender female partner 53 (51.5) 43 (46.2) 12 (37.5) 108 (47.4)
Trans-feminine partners 12 (11.7) 9 (9.7) 5 (15.6) 26 (11.4)
Trans-masculine partners 24 (23.3) 18 (19.4) 14 (43.8) 56 (24.6)
Little perceived risk of HIV infection 87 (84.5) 71 (76.3) 28 (87.5) 186 (81.6)
Little worry about HIV 78 (75.7) 61 (65.6) 20 (62.5) 159 (69.7)
Tested for HIV 24 (23.3) 31 (33.3) 12 (37.5) 67 (29.4)
Tested for STI 32 (31.1) 27 (29.0) 12 (37.5) 71 (31.1)

aParticipants could select more than one option.
bPercentage of disclosure to secondary guardian calculated on the number of youth who had a secondary guardian.
cPercentage of guardian acceptance calculated on the number of youth who disclosed their sexual orientation to the guardian.
dActual range for number of lifetime and 12-month sexual partners is 0 to >25 for all categories.
*p < 0.05; ***p < 0.001.
STI, sexually transmitted infection.
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Table 3. Factor Loadings and Means and Percentage Agreement for Items Examining Transgender

Youth’s Perceptions of Communication with Primary Care Providers

Variable

Factor loadinga

Trans
masculine
(N = 103)

Trans
feminine
(N = 93)

Gender
nonbinary
(N = 32)

Total
(N = 228)

F1 F2 F3
M (SD) M (SD) M (SD) M (SD)
N (%) N (%) N (%) N (%)

GSM Stigma, a = 0.87 3.17 (1.38) 3.20 (1.18) 3.57 (1.24) 3.24 (1.28)
54 (52.4) 40 (43.0) 20 (62.5) 114 (50.0)b

I do not discuss my transgender
identity with my doctor because
I worry or know my doctor will
not be accepting of my gender
identity.

0.84 0.15 �26 3.17 (1.59) 3.01 (1.51) 3.44 (1.34) 3.14 (1.52)
54 (52.4) 39 (41.9) 18 (56.3) 111 (48.7)

I do not discuss my sexual
orientation with my doctor
because I worry or know my
doctor will not be accepting of my
sexual orientation.

0.79 0.24 �22 2.85 (1.59) 2.99 (1.39) 3.16 (1.42) 2.95 (1.49)
44 (42.7) 36 (38.7) 16 (50.0) 96 (42.1)

When I go for a general medical
checkup, my regular pediatrician
or family doctor does not know
I am transgender.

0.79 0.07 �0.25 3.06 (1.74) 3.19 (1.57) 3.72 (1.57) 3.21 (1.66)
49 (47.6) 42 (45.2) 21 (65.6) 112 (49.1)

When I go for a general medical
checkup, my regular pediatrician
or family doctor assumes that
I am heterosexual/straight.

0.66 0.18 �0.30 3.60 (1.42) 3.62 (1.21) 3.97 (1.45) 3.66 (1.34)
60 (58.3) 52 (55.9) 26 (81.3) 138 (60.5)

Confidentiality Concerns, a = 0.81 2.29 (1.12) 2.76 (1.21) 2.70 (1.14) 2.54 (1.18)*
20 (19.4) 30 (32.3) 7 (21.9) 57 (25.0)b

I do not ask my regular doctor for
information about condoms or
other ways to prevent HIV/STIs
because I worry that my doctor
would tell my parents I was
sexually active.

0.17 0.84 �0.13 2.55 (1.43) 2.82 (1.41) 2.78 (1.50) 2.69 (1.43)
28 (27.2) 27 (29.0) 10 (31.3) 65 (28.5)

I do not ask my regular doctor for
information about condoms or
other ways to prevent HIV/STIs
because I worry that my regular
doctor would tell my parents if I
had a sexually transmitted infection.

0.14 0.84 �0.15 2.68 (1.43) 2.99 (1.43) 3.09 (1.59) 2.86 (1.46)
29 (28.2) 36 (38.7) 15 (46.9) 80 (35.1)

I do not discuss my gender identity
with my doctor because I worry
the doctor would tell my parents
about my gender identity.

0.68 0.50 0.04 2.00 (1.48) 2.69 (1.57) 2.66 (1.43) 2.37 (1.54)**
21 (20.4) 32 (34.4) 10 (31.3) 63 (27.6)

I do not discuss my sexual
orientation with my doctor
because I worry the doctor would
tell my parents about my sexual
orientation.

0.56 0.58 0.13 1.94 (1.41) 2.54 (1.49) 2.25 (1.37) 2.23 (1.46)*
16 (15.5) 24 (25.8) 6 (18.8) 46 (20.2)

GSM-Sexual Health Information,
a = 0.85

2.52 (1.10) 3.06 (1.04) 2.41 (1.07) 2.72 (1.10)***
20 (19.4) 31 (33.3) 6 (18.8) 57 (25.0)b

When I go for a medical checkup,
my regular pediatrician or family
doctor is helpful about sexual
health issues specifically for
transgender individuals.

�0.25 �0.02 0.88 2.48 (1.21) 3.04 (1.21) 2.38 (1.07) 2.69 (1.22)***
19 (18.4) 28 (30.1) 3 (9.4) 50 (21.9)

When I go for a medical checkup,
my regular pediatrician or family
doctor is helpful about sexual
health issues specifically for gay,
lesbian, or bisexual individuals.

�0.21 �0.16 0.87 2.57 (1.18) 3.08 (1.02) 2.44 (1.13) 2.76 (1.14)**
17 (16.5) 25 (26.9) 6 (18.8) 48 (21.1)

aFor factor analysis: Kaiser–Meyer–Olkin = 8.15; Bartlett’s test of sphericity X2
45 = 1248.14, p < 0.001. Factor loadings in boldface indi-

cate the factor to which a particular item corresponded.
bPercentages of agreement for composite indices calculated for scores ‡.350.
*p < 0.05; **p < 0.01; ***p < 0.001.
M, mean; SD, standard deviation; GSM, gender and sexual minority.
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about gender identity and sexual orientation disclosure
(F2,225 = 5.73, p < 0.01 and F2,225 = 4.20, p < 0.05, respectively)
than TF and GNB youth. On the composite score, younger par-
ticipants had significantly higher Confidentiality Concerns than
older participants (M = 2.91, SD = 1.13 and M = 2.71, SD = 1.14;
F1,222 = 16.73, p < 0.001). Youth who had not disclosed their
gender identity to at least one parent had higher Confidential-
ity Concerns composite scores (74.6% v. 16%; X2

1 = 58.01,
p < 0.001). Controlling for age, youth who received GHT
reported fewer Confidentiality Concerns (F1,225 = 11.49,
p < 0.001).

GSM-sexual health information

Across the two items, 25% of participants reported that
their providers gave helpful information specific to the sex-
ual health needs of GSM youth as measured by the GSM-
Sexual Health Information composite score. TF youth
were significantly more likely than TM and GNB youth to
have received such information as assessed by the GSM-
Sexual Health Information composite score (F2,222 = 7.65,
p < 0.001) and individual items indicating that their pro-
vider was helpful about sexual health issues specifically
for transgender individuals and for gay, lesbian, or bisexual
individuals (F2,222 = 6.92, p < 0.001 and 6.47, p < 0.01, respec-
tively). Controlling for age, youth who received GHT reported
significantly higher scores on the GSM-Sexual Health In-
formation scale (F1,225 = 21.50, p < 0.001). Youth who had
disclosed their transgender identity to parents had higher
GSM-Sexual Health Information scores (M = 2.83, SD = 1.08,
and M = 2.27, SD = 1.10, respectively, t226 = 3.08, p < 0.05).
However, neither GSM-Sexual Health Information nor the
other composite scores were significantly related to whether
sexually active youth had received an HIV or STI test.

Discussion

This is the first study to our knowledge to explore how
transgender youth ages 14–21 years perceive communica-
tion about gender identity, sexual orientation, sexual
activity, and sexual health information with their PCP.
Consistent with studies with older samples, individual
items on the GSM Stigma scale indicated that close to
half of the participants did not disclose their transgender iden-
tity and sexual orientation to their PCP because they believed
their provider would not be accepting.12–15 Twenty-five per-
cent of youth indicated that they did not ask for sexual health
information or discuss their gender identity or sexual orienta-
tion because of concern that their provider would disclose this
information to their parents. Our findings suggest that start-
ing in early adolescence, anticipation of discrimination and
distrust in patient/provider privacy obligations may contrib-
ute to HIV health disparities in this population.

In response to a checklist, half of the participants indicated
that they used multiple terms (e.g., gay and pansexual) to de-
scribe their sexual orientation and the factor analysis indicated
that gender identity and sexual orientation items converged to
yield unified dimensions of GSM stigma, confidentiality con-
cerns, and GSM-sexual health information. This suggests
that the dual marginalized status of transgender youth who
are sexual minorities, associated anticipation of both gender
and sexual minority stigma, and fear of confidentiality breaches
may be significant barriers to HIV/STI preventive services.

Strengths and limitations

Our data strongly suggest that GSM stigma and confiden-
tiality concerns negatively affect patient/provider communi-
cation critical to HIV/STI prevention for transgender youth.
Although receipt of GSM-specific sexual health information
was not associated with HIV/STI testing, this may be due to
the high percentage of sexually active youth who did not be-
lieve they were at risk for HIV. Together with findings from
research suggesting low HIV/STI knowledge in sexual mi-
nority youth, our findings emphasize the need to increase
HIV/STI informational services for this age group.47,48 On
a positive note, youth who received GHT and thus had access
to a provider sensitive to transgender medical needs were
more likely to report receiving transgender-specific sexual
health information.

The online methods allowed for a large sample of transgen-
der youth and likely improved comfort in responding, and the
validation process increased the certainty that inclusion crite-
ria were met. However, the sample was limited to youth who
frequent GSM social media sites.49 The sample had high per-
centages of acceptance by at least one family member and
may not capture the views of transgender youth from nonsup-
portive homes.50 Nonetheless, analyses of the relationship be-
tween scores on the GSM Stigma scale and outness to parents
indicated that youth who had not disclosed their gender iden-
tity and sexual orientation to parents were also less likely to
disclose to their healthcare provider or report that their pro-
vider did not know about their GSM identity. Finally, despite
advertisements posted on social media sites featuring popular
ethnic minority transgender role models, our sample was pre-
dominantly non-Hispanic White. Racial/ethnic minority trans-
gender youth deserve additional attention to illuminate their
healthcare needs.15,31

Conclusion

This study explored how anticipation of GSM stigma as
well as confidentiality breaches are likely to contribute to
HIV/STI healthcare disparities among transgender youth.
PCPs are in a critical position to acknowledge and affirm
the sexual health needs of transgender youth, especially for
adolescents who may not be out to parents or have not re-
ceived gender-affirming healthcare. These results support
recommendations that encourage increased provider training
that addresses the healthcare needs of transgender youth.51,52

The results also underscore the need for providers to rec-
ognize that traditional labels for sexual orientation and gen-
der identity may not adequately apply to transgender youth
and to feel comfortable about asking patients to help them
understand affirming terms for their gender identity and sex-
ual attractions. Fear of provider disclosure of GSM status and
sexual behavior to parents/guardians emerged as a barrier to
sexual health communications with providers. These results
highlight the need for providers to be sensitive to transgender
youth’s privacy concerns16 and to discuss their commitment
to confidentiality rights with patients. PCPs are often the ini-
tial gateway to transgender youth’s experience with and later
attitudes toward the medical establishment. Enhanced
transgender-inclusive training for PCPs is needed to ensure
that transgender youth will have the confidence and experi-
ence to communicate their sexual health needs in future in-
teractions with the medical establishment.51,53,54
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