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Objective: To examine adolescent and young adults’ experiences of sexuality communication with
physicians, and gain advice for improving interactions.
Methods: Semi-structured interviews were conducted with questions focusing on: puberty, romantic
attractions, sexual orientation, dating, sexual behavior, clinical environment, and role of parents.
Interviews were transcribed and analyzed using thematic analysis with both open and axial coding.
Results: Five themes emerged from interviews: 1) need for increased quantity of sexual communication,
2) issues of confidentiality/privacy, 3) comfort (physician discomfort, physical space), 4) inclusivity
(language use, gender-fluid patients, office environment), 5) need for increased quality of sexual
communication.
Conclusions: Sexual minority and majority adolescents and young adults indicate sexuality discussions
with physicians are infrequent and need improvement. They indicate language use and clinical physical
environment are important places where physicians can show inclusiveness and increase comfort.
Practice implications: Physicians should make an effort to include sexual communication at every visit.
They should consider using indirect questions to assess sexual topics, provide other outlets for sexual
health information, and ask parents to leave the exam room to improve confidentiality. Clinic staff should
participate in Safe Zone trainings, and practices can promote inclusion with signs that indicate safe and
accepting environments.

© 2016 Elsevier Ireland Ltd. All rights reserved.

1. Introduction

up physicians spend only about 36 seconds discussing sexuality
topics with adolescents (in 65% of recorded consultations) [6], even

Adolescence is a time of significant physical development and
growth in personal and sexual identity. Given the diversity of sexual
interests, behaviors, and identities, there is a need for flexibility from
healthcare providers. Physicians can play a vital role in educating
adolescents about issues like puberty, romantic interests and
attractions, orientation, dating, and safe sex [1]. Unfortunately,
conversations between physicians and adolescents regarding
sexuality occur briefly, if ever [2-5]. When the subject is brought
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though adolescents indicate they are interested in having these
conversations [7].

Sexual minority (lesbian, gay, bisexual, transgender, question-
ing) adolescents, in particular, may benefit from talking about
sexuality topics with physicians because they may be likely to
suffer emotional and physical health concerns at higher rates than
non-minority adolescents [8-10]. Unfortunately, sexual minority
adolescents may not receive the help they need from family and
friends because they may not be ready to disclose their sexual
orientation or lack social support from close others [11,12]. Because
sexual minority adolescents in politically conservative contexts may
have even less social support [13,14],research is needed to determine
how they communicate about sexuality with healthcare providers.
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Table 1
Participant demographics.

Respondent characteristics N=40

Age® 19.08 (12-31)

Gender identity
Female 15
Male 21
Female-to-male transgender 3
Other 1

Sexual orientation
Sexual minority
Gay
Lesbian
Bisexual
Pansexual
Other
Sexual majority

—_

O N WoND

Race/ethnicity
White
Black
Hispanic
Did not report

N

AN OO

@ Values are mean (range), in years.

For these reasons, sexual minority adolescents may benefit
from disclosing and discussing their own developing sexuality
with a trusted advisor such as their physician. Yet, less than a third
of physicians report that they ordinarily talk with adolescents
about sexual orientation [15]. Many physicians state they are
unsure of how to discuss orientation with adolescents and are
unaware of available resources for sexual minorities [16]. Instead,
physicians often use language that assumes adolescents are among
the sexual majority (heterosexual), which may signal to minority
adolescents that the healthcare visit is not a safe place to disclose
orientation or specific sexual behaviors; this may be especially true
in more conservative contexts [17].

Improvement in adolescent sexuality communication is needed
in primary care practices, with sexual minority and majority
patients. Thus, we sought to learn more about patients’ current and
past experiences with healthcare providers regarding sexuality
communication by conducting qualitative interviews with ado-
lescents and young adults residing in a Midwestern conservative
state. Little research has focused on clinical sexuality communication
in conservative contexts. Given Indiana’s politically conservative
legislature and governor, we sought to interview a variety of young
people from both urban and rural areas surrounding Purdue
University. We approach adolescent sexuality as a fluid and
developmentally normative process that is physiologically and
psychologically expected to occur during adolescence [18,19]. It is
through this lens that we approach our qualitative analysis.

The purpose of this paper was to address the following research
question: RQla) How do sexual minority and majority adolescents
and young adults communicate with their physicians about sexuality
in a politically conservative, Midwestern context?; RQ1b) What advice
would they give to improve these interactions? Young adults may be
able to best answer RQ1b given they have had more time to reflect on
preferred interactions.

Understanding the sexuality communication barriers that all
adolescents - both sexual minorities and majorities — perceive
during health visits is important for understanding how we can
improve the conversation skills of physicians, the comfort of
adolescents with their providers, and ultimately the health of all
adolescents.

2. Materials and methods
2.1. Participants

We interviewed sexual minority and majority adolescents and
young adults. Adolescents spoke of current care and young adults
reflected on past communication with providers during adolescence.
Participants were recruited through Purdue’s research participa-
tion announcements, on-campus and urban LGBTQ centers, and a
local, rural primary care practice. See Table 1 for participant
demographics.

2.2. Measures

Interviews were conducted between 2014 and 2015, averaged 27
minutes, and were based on a semi-structured interview guide
developed by the research team, which was informed by existing
literature. Interviewers asked participants how they communicat-
ed with physicians during adolescence about the following:
puberty, romantic interests/attractions, sexual orientation, dating,
sexual behavior, clinical environments, and the role of parents
during visits. Interviews were conducted at LGBTQ centers, primary
care offices, and university offices by two researchers (LF and HF).

2.3. Analysis

Interviews were transcribed for analysis. We conducted a
thematic analysis using open and axial coding [20-26], which
involved a series of recursive analyses of the transcripts from the
interviews [27-31]. For open coding, LF and HF read all transcripts
and identified common and recurring themes [30]. For axial
coding, we developed further conceptual domains by describing
comparisons between themes, within, and between transcripts
[27,31]. We reviewed preliminary findings of theme exemplars as a
check on coding validity throughout the process. Once agreement
was reached on all coding definitions, the two researchers coded
each transcript separately and then met to regroup conceptual
categories based on the recoding. Finally, we used the constant
comparative method to identify recurring patterns [27,31].

3. Results

Five themes emerged from our interviews about youth
experiences with healthcare providers when discussing sexuality:
1) need for increased quantity of sexual communication; 2)
confidentiality/privacy; 3) comfort; 4) inclusivity; 5) need for
increased quality of sexual communication.

3.1. Theme 1: Need for increased quantity of sexual communication

Many participants reported that physicians had never asked
them about puberty, romantic or sexual interests and attractions,
or orientation. One participant said:

“I just think that doctors need to ask more questions . . . like when
my doctor didn’t ask me [about sexuality], it just kind of feels like
maybe it’'s not important.” (24-year-old female, other sexual
orientation)

Participants that were asked about puberty were typically
asked if they had experienced a checklist of items (e.g. voice
changes, first menstruation), but physicians did not explore
physical or psychological reactions to these developmental events.
One participant indicated that exploring feelings about romantic
attractions made sense when discussing puberty:

“[ feel like the doctor should bring that up because you are going
through puberty and . . . as you are going through the stages of life,
the doctor should bring it up and ask, “Have you noticed any difference
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in your feelings toward girls or toward guys?’ (18-year-old bisexual
male)

Participants were more commonly questioned about dating and
whether they were sexually active. These conversations typically
included queries like “Do you have a girlfriend/boyfriend?” or “Are
you sexually active?”, sometimes followed by “Are you using
protection?”, with the conversation topic quickly changing after
the physician received a yes/no answer. One participant noted it
would be beneficial to receive sex education from physicians
before becoming sexually active:

“. .. like if they say ‘No, I'm not [sexually active],” maybe that
doesn’t shut down the conversation. [The physician] could say ‘Are you
hoping to be soon?”" (30-year-old bisexual male)

Similarly, another participant said:

“So even if your answer was ‘No, not sexually active, don’t plan to
be’. .. it would have been nice if the doctor still maybe gave you a
little bit more information anyway.” (20-year-old pansexual female-
to-male transgender)

Several participants who did not receive adequate sexual
education from other outlets (e.g., school, parents) stated they
often turned to the Internet for information, which may not be the
best resource for sexual information. One 19-year-old gay male
stated:

“I Googled [sex information]- - -?1 didn’t know what was true, that’s
the problem. So, it’s definitely a good idea to go speak to a doctor about
it because they are more of a trusted source.”

3.2. Theme 2: Confidentiality/Privacy

Most participants stated they were concerned with their
discussions remaining confidential and private. Many worried
physicians would tell their parents about their sexual history and/
or orientation. Participants stated that if physicians emphasized
confidentiality, it would make them feel more willing to share. One
participant recollected:

“One thing that did make me feel more comfortable was the fact
that he said . .. anything you tell me in the office is completely
confidential. I won't tell your mother if you don’t want me to. It will
just be between us.” (20-year-old gay male)

Parents were often in the exam room with their children when
physicians asked about sexual activity, which sometimes motivat-
ed lying. For example:

“[The physician] asked me . . . if  was having sex and because my
mom was in the room I told them no . .. I think if my mom wasn’t
there I would have told him [the truth] and I think it would have been
better if they had asked [her] to step out of the room.” (24-year-old
female, other sexual orientation)

Most participants specified it would be best if physicians asked
parents to leave the room when discussing sensitive topics. Even
participants who feel comfortable telling their parents they are
sexually active agreed it might be difficult to have in-depth
conversations about sexual behaviors with their physicians in front
of parents. One participant noted:

“If [physicians] ask . .. if I am sexually active [in front of my
parents] that would be fine because most of the time my parents
would know that. It would really be uncomfortable if they asked me to
elaborate on that.” (16-year-old heterosexual male)

3.3. Theme 3: Comfort

Many participants, both sexual minority and majority, indicated
they did not feel comfortable discussing sexuality with physicians.
Some participants who never had these conversations with their
physicians expressed relief at avoiding embarrassing topics. Even
participants who indicated they would be open about attractions
or behaviors with their healthcare providers mentioned sex is an

awkward or taboo topic, and they often feel judged by physicians
for engaging in sexual activity during adolescence. One participant
said:

“[Sex] just seems like something that’s private. And even though
they are there to help you and they are not supposed to disclose it to
anyone, there’s still that doubt that they would judge you or . . . that
you are doing something you are not supposed to do.” (19-year-old
gay male)

Participants identified two areas that enabled or limited comfort
level: physician discomfort with sexuality discussions and physical
space of waiting/exam rooms.

3.3.1. Physician discomfort

Adolescents are often able to key into physicians’ awkwardness,
discomfort, or judgmental attitude when answering questions
about sexual history. For instance, one 19-year-old female
disclosed an uncomfortable interaction that prompted her to
switch providers:

“Well I identify as bisexual so I disclosed interactions with
males . . . and as a last minute thought I told her [I'd been sexually
active with females] and she seemed shocked. And . . . she almost took
a minute to think about it before she continued asking and said ‘Do
you feel comfortable with that? Have you thought about everything?’
It was almost like she couldn’t believe that was actually a conclusion I
had come to. And it was the brief questions that felt judgmental to
me ... and it had a tone that made me uncomfortable.”

Correspondingly, sexual minority adolescents are especially
attentive to non-verbal behaviors physicians make when patients
report engaging in same-sex behaviors or identify themselves as
sexual minorities. One 19-year-old pansexual female explained her
physician’s reaction when she disclosed sexual behavior with other
females:

“When I finally told her ‘Yes, I'm sexually active with someone, but
[someone] with a vagina’, I think it was something like ‘Oh!’ and
almost a confused face.”

Conversely, a 24-year-old gay male relayed what a comfortable
interaction looked like for him:

“[The physician] asked my sexual orientation. She asked if I had
engaged in anal sex. And so I said yeah. [She was] extremely
comfortable. It rolled right off her tongue. She didn’t stammer or
anything. There was nothing that made me feel uncomfortable . . . no
change in her voice pattern or inflections in her voice. [She] didn’t look
away. She didn’t make me feel uncomfortable at all.”

3.3.2. Physical space

Participants felt that physical space could be improved to enable
adolescents to feel more comfortable Some participants felt
waiting and exam rooms were geared solely toward young
children. These spaces lacked relevant brochures (e.g., information
on STDs) and promoted childlike spaces (e.g. toys, kid-focused
décor), which discouraged adolescents from discussing mature
topics. One 17-year-old heterosexual male said:

“It is a place for kids so it’s sort of oddball. The walls are painted for
very young kids . . . like seven and under, but I still go there because
it’s the only place really to go . . . like if they had some rooms for teens
and some rooms for kids that would make more sense.”

3.4. Theme 4: Inclusivity

Sexual minority participants, in particular, expressed the need
for inclusivity when attending visits. These participants indicated
they felt overlooked or isolated when physicians did not
acknowledge that it was possible for them to have attractions to
those of the same or both genders, or made assumptions about
their sexual orientation.
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3.4.1. Language

Participants most often felt isolated by language physicians
used when asking about romantic partners or sexual behaviors. For
instance, physicians often ask males “Do you have a girlfriend?”, or
ask females “Does your boyfriend wear a condom?”. One 19-year-
old gay male relayed the shame these non-inclusive conversations
bring:

“The whole thing where they say ‘How is your girlfriend?’ or ‘Are
you dating any nice girls these days?’, it makes you die a little inside.
You feel so terrible because you're like ‘oh, God’... Because it
automatically feels like you are letting them down . . . when you say
you have a boyfriend or when you say something that they are not
expecting because it’s kind of like ‘Oh, you are one of those people’.
Even if they don't say that, it'’s just almost inferred.”

In order to foster inclusive interactions, most sexual minority
participants stated physicians should use the terms ‘partner’ or
‘significant other’. Some participants suggested physicians ask for
their preferred pronouns, as well as what name they prefer, which
is especially important for gender non-conforming individuals.
One 30-year-old bisexual male suggested an inclusive way to
discuss contraception:

“[Physicians should say] these are your body parts. This is how you
protect your body parts. What you use them for and who you use them
with is unimportant.”

3.4.2. Gender-Fluid patients

Transgender and gender-fluid participants indicated physicians
often seemed unsure of how to discuss their gender identities or
were uneducated about biological aspects of their transition. One
20-year-old gay female-to-male transgender participant said:

“I went to my healthcare provider and was like ‘Well okay, here is
what I want to do [female-to-male transition].’- - -?They didn’t know
what the steps were and I didn’t know what the steps were until  was
like 16.”

Another 20-year-old bisexual, female-to-male transgender
participant suggested how physicians could more inclusively talk
with transgender patients:

“If it’s from a transitioning standpoint, definitely [talk about]
hormones- - -2 wouldn’t want to ask about it because it’s kind of
awkward. Or [physicians should ask about] certain things that [
could potentially be thinking or feeling so I don’t feel so awkward
about thinking or feeling the ways that I do. Because I'm not gonna
be like ‘Hey, I feel this way. Is that normal?’ [ want them to kind of
perceive [it] and be like ‘Hey, is this going on?”

3.4.3. Office environment

Many sexual minority participants relayed the need for
inclusive signs in the office environment that conveyed a safe
place to disclose orientation or gender identity, including “Safe
Zone”, Human Rights Campaign signs, or rainbow stickers, as well
as sexual health pamphlets geared toward sexual minorities. For
example:

“. .. walking down the hallway and seeing all the Safe Zone signs
there really made me feel comfortable and made me feel able to
disclose information.” (20-year-old gay male)

An 18-year-old gay male said:

“I really like what [my current provider] does. They have these
kinds of brochures on ten things to talk about with your doctor if
you're a gay man . . . or a lesbian. So I think having those out there
would be very helpful just because it shows they want you to talk
about those things if you identify as this.”

3.5. Theme 5: Need for increased quality of sexual communication

Participants identified ways physicians can improve the quality
of sexual communication. For example, participants stated some

might have different conceptions of what being sexually active
means (e.g., vaginal versus oral sex), and may not answer
accurately. One participant stated:

“Because ‘sexually active’, is definitely different depending on the
education you have, but based on my sex ed experience that just
means penis and vagina. Where does that leave room for anything
leading up to sex or anything like that?” (19-year-old pansexual
female)

Adolescents may also be unaware of how sexuality information
relates to their health. Thus, physicians need to articulate the
purpose of these conversations is not to judge patients, but to
provide better care. One participant advised:

“[Physicians] could just explain that there’s no reason to lie. ..
that it’s more important about their health, it’s not meant to be
judgmental. [They could] say, ‘I just want to help you the best way I
can so being honest about who you are [sexual] with is the best way for
me to help you.” (19-year-old gay male)

Finally, participants warned that physicians should not try to fit
patients into specific categories, especially when sexual prefer-
ences are still developing during adolescence. Several stated that
physicians should normalize fluid experiences and focus on
exploring attractions and behaviors, rather than specific orienta-
tions. One participant stated:

“I liked the way the doctor that I went to recently phrased it. I think
that’s a good way to go about [it]. Just ask ‘Are you sexually active? Is it
with men, women, or both?” (20-year-old bisexual female)

4. Discussion and conclusion
4.1. Discussion

Through qualitative interviews, we explored sexual minority
and majority adolescent and young adults’ communication with
physicians about sexuality, and comfort with physicians and office
environments. Five themes emerged from the interviews, which
resonate with published guidelines noting that physicians should
be able to obtain developmentally appropriate sexual histories,
within youth-friendly offices that are welcoming to sexual
minorities [32,33].

Even when patients indicate they are not sexually active,
physicians may find it useful to provide education about
development, attractions, and contraception because adolescents
may be hesitant to bring up the topics themselves. It may be
important for physicians to consistently bring up sexuality/sexual
behaviors at each visit so that the questions become normative and
adolescent comfort improves over time. It is unclear when adolescents
will become sexually active, thus providing them with a little more
information at every visit will help ensure they are better prepared to
practice safe sex when the time comes. Emphasizing that these
questions are asked of all adolescents may increase comfort with these
topics and decrease feelings of being singled out. Physicians may need
to be creative in approaching sexual topics. By asking questions like
“How do you feel about your body?”, “What are your attitudes about
becoming sexual with future partners?”, or “Are your friends sexually
active?”, physicians may be able to address these issues indirectly, but
effectively.

Physicians may be able to increase comfort by normalizing
sexual behavior, emphasizing a “judgment-free zone”, minimizing
negative non-verbal reactions, and becoming educated about
sexuality and gender-related health topics. Making clinic spaces
“youth friendly” can be an important way to signal acceptance of
diversity of identity and behavior [34]. Medical and administrative
staff training about how to communicate about sexuality and sexual
behaviors (e.g. Safe Zone) may be vital to improved clinical
interactions.
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Inclusivity was particularly salient for sexual minority youth.
Physicians can be inclusive by avoiding assumptions about sexual
behaviors or orientation, using gender-neutral language (e.g.
“partner”), and using registration forms or conversations to
identify patients’ preferred pronouns and names. Visible signals
of acceptance include signs (e.g. “Safe Zone”) and sexual minority-
specific sexual health pamphlets. If some physicians are less
informed about sexual minority health needs, they should, at
minimum, provide those patients with a list of resources (e.g.
emotional support groups, sexual health websites, recommenda-
tions to other providers).

Physicians should specifically state that it is important to
disclose sexual preferences and behaviors since many teens do not
make the connection between sexuality and physical health.
Physicians should also avoid categorizing patients by asking about
attractions rather than orientation, because many adolescents
have fluid and unformed identities or may be experimenting
during this developmental stage. In addition, we advocate for use
of the teach-back technique, or asking patients to repeat back what
they think they heard from their physician, to assess what
adolescents may know about safe sex practices [35,36]

Physicians and pediatric practices may need to think outside of
the box when addressing sexuality with adolescents. Appealing to
the interests of these young patients may be vital for engagement
and increasing comfort. Practices may wish to key into adolescent
enthusiasm for technology and social media. For instance,
providing adolescent sexual history (and other) questionnaires
on iPads or tablets may be helpful for collecting valuable
information in a way adolescents enjoy. Confidential youth portals
to electronic health records also allow communication in ways that
respect privacy and confidentiality [37]. Physicians and office staff
should be prepared to offer adolescents sexual health information
and education on platforms that makes sense for them (e.g.
Instagram, Snapchat, YouTube). One notable example is Laci
Green’s Sex+ channel on YouTube (https://www.youtube.com/
user/lacigreen), which provides short videos about sexual orien-
tation and behaviors in an approachable, informative, fun format
for young people.

Differences were not found based on participant characteristics,
with two exceptions. Inclusivity was most salient to sexual
minority youth, as they seemed to be struggling more with how
their attractions differ from others and how that may contribute to
their identities. Sexual majority adolescents tended to report little
memory or concern for whether physicians explored their sexual
preferences or used non-inclusive language, most likely because
they were not concerned with marginalization. Comfort was
salient to minority and majority individuals, often for different
reasons (physician discomfort versus general awkwardness).
Young adults reported being more comfortable talking with physicians
currently, than when they were younger because they are more
comfortable with their sexuality. Many expressed that while they may
have been uncomfortable discussing these topics during adolescence,
they would have benefitted from those conversations.

Our findings align with past literature in that others have found
clinical sexuality communication to be necessary [38], albeit rare
[6], uncomfortable [39-41], and non-inclusive [17]. Our findings
are unique in that few studies have qualitatively assessed both
sexual minority and majority youth communication with physi-
cians about topics like sexuality, attractions, same-sex activity,
physician behaviors, or office environment. These findings are also
unique in that no previous studies have qualitatively assessed
communication in conservative, Midwestern contexts.

Our sample was largely white, although diverse in sexual
orientation. Future research should include more adolescents
under age 18, transgender and heterosexual participants, and a
more racially diverse sample. Our findings represent Midwestern

adolescents/emerging adults in a conservative environment, but
responses gathered in other regions of the U.S. may reveal different
patterns of sexuality conversations between adolescents and
physicians. Another limitation is these were retrospective accounts
of clinical interactions, with some conversations occurring 10 or
more years ago. Some recollections may not be as accurate or may
reflect dialogue inconsistent with current views of sexuality.

4.2. Conclusion

This study highlights improvements that are needed in
sexuality discussions between adolescents and physicians. Lack
of communication can leave adolescents uninformed about topics
that have clear implications for their health. In the brief and rare
cases when these conversations occur, the ways in which
physicians communicate with patients can have dramatic effects
on how adolescents perceive themselves and the healthcare
system as a whole. As adolescents develop their sexual identities
and a normative interest in sex, physicians must be prepared to
provide accurate information in an unbiased and supportive
manner. Even short but meaningful conversations may make a
difference for adolescent sexual knowledge and health.

4.3. Practice implications

Physicians should make a concerted effort to include sexual
communication with adolescents at every visit. They should ask
parents to leave the room before doing so, while further
emphasizing confidentiality. Physicians should consider using
indirect questions to probe adolescents’ sexuality. They should
provide other outlets for patients to give (e.g., secure online
portals) and receive (e.g., social media, pamphlets) sexual health
information. Finally, medical and administrative staff should
participate in Safe Zone training and signs promoting inclusion
should be placed in offices to foster a safe and accepting
environment.
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