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TECHNICAL REPORT

Office-Based Care for Lesbian, Gay, Bisexual,
Transgender, and Questioning Youth

abstract
The American Academy of Pediatrics issued its last statement on ho-
mosexuality and adolescents in 2004.This technical report reflects the
rapidly expanding medical and psychosocial literature about sexual
minority youth. Pediatricians should be aware that some youth in their
care may have concerns or questions about their sexual orientation or
that of siblings, friends, parents, relatives, or others and should pro-
vide factual, current, nonjudgmental information in a confidential man-
ner. Although most lesbian, gay, bisexual, transgender, and questioning
(LGBTQ) youth are quite resilient and emerge from adolescence as
healthy adults, the effects of homophobia and heterosexism can con-
tribute to increased mental health issues for sexual minority youth.
LGBTQ and MSM/WSW (men having sex with men and women having
sex with women) adolescents, in comparison with heterosexual ado-
lescents, have higher rates of depression and suicidal ideation, higher
rates of substance abuse, and more risky sexual behaviors. Obtaining
a comprehensive, confidential, developmentally appropriate adoles-
cent psychosocial history allows for the discovery of strengths and
assets as well as risks. Pediatricians should have offices that are
teen-friendly and welcoming to sexual minority youth. This includes
having supportive, engaging office staff members who ensure that
there are no barriers to care. For transgender youth, pediatricians
should provide the opportunity to acknowledge and affirm their feel-
ings of gender dysphoria and desires to transition to the opposite gen-
der. Referral of transgender youth to a qualified mental health
professional is critical to assist with the dysphoria, to educate them,
and to assess their readiness for transition. With appropriate assis-
tance and care, sexual minority youth should live healthy, productive
lives while transitioning through adolescence and young adulthood.
Pediatrics 2013;132:e297–e313

INTRODUCTION

The American Academy of Pediatrics issued its first statement on
sexual minority teens in 1983, with revisions in 1993 and 2004. Since the
last report, research areas have rapidly expanded and hundreds of
new publications have been produced about lesbian, gay, bisexual,
transgender, and questioning (LGBTQ) youth. In 2011, the Institute of
Medicine (IOM) published “The Health of Lesbian, Gay, Bisexual, and
Transgender People: Building a Foundation for Better Understanding.”1
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The comprehensive IOM publication
includes a section on childhood and
adolescence. This updated clinical re-
port provides definitions and the best
information available about the de-
mographics of this group of adoles-
cents. Being a member of this group
of teens is not, in itself, a risk be-
havior; nor should sexual minority
youth be considered abnormal. How-
ever, the presence of stigma reflected
in the terms “homophobia” and “het-
erosexism” often leads to psycho-
logical distress, which may be
accompanied by an increase in risk
behaviors. “Homophobia” refers to an
irrational fear and resulting hatred of
homosexual individuals. “Heterosex-
ism” is the societal expectation that
heterosexuality is the expected norm
and that, somehow, LGBTQ individuals
are abnormal. Although limited, stud-
ies on the resilience of sexual minor-
ity youth will be discussed. Studies
specifically focused on the disparities
in the health of these teens in mental
health, substance abuse, and sexuality
will be presented, along with new
research about emerging effective in-
dividual and community health strat-
egies for reducing risks. Finally,
issues in providing clinical care and
modifying patient care approaches
will be discussed.

Although most LGBTQ youth are quite
resilient and emerge from adoles-
cence relatively unscathed, the health
disparities of this vulnerable pop-
ulation can be significant and often
daunting for pediatricians or other
health care providers who are
assisting youth in their care. For this
report, the term LGBTQ will be used
whenever discussing studies and
recommendations for all lesbian, gay,
bisexual, transgender youth. Some of
the studies discussed did not include
questioning youth – for these, the
term LGBT (lesbian, gay, bisexual, and
transgender) will be used. Because

many adolescents do not define
themselves as a member of a sexual
minority group, assisting teens who
are men having sex with men (MSM)
and women having sex with women
(WSW) will also be discussed. Some of
the studies in this clinical report ref-
erence self-identified LGBTQ individu-
als, and others reference only sexual
behavior (MSM and WSW). For this
report, the term “sexual minority”
includes LGBTQ and MSM/WSW indi-
viduals.

DEFINITIONS

Adolescence is characterized as
a time of rapid physical, emotional,
and sexual change, during which
sexual discovery, exploration, and ex-
perimentation are part of the process
of incorporating sexuality into one’s
own identity. Adolescents solidify their
gender identification and expression
by observing the gender roles of their
parents and adults, siblings, peers,
and others. Typically, a young person’s
sexual orientation emerges before or
early in adolescence.2,3 In the previous
American Academy of Pediatrics clin-
ical report on sexual minority youth
published in June 2004, sexual ori-
entation was referred to as “an in-
dividual’s pattern of physical and
emotional arousal toward other per-
sons.” In strict definition, individuals
who self-identify as heterosexual are
attracted to people of the opposite
gender; homosexual individuals self-
identify as attracted to people of the
same gender; bisexual teens report
attraction to people of both genders.4

As noted in later sections, sexuality is
much more complex than these clas-
sic definitions. Most self-identified
gay and lesbian individuals have had
sex with the opposite gender, and
some continue to do so. Many heter-
osexuals have had sex with the same
gender, yet self-identify as heterosex-
ual.1 In common usage, self-identified

homosexual people are often referred
to as “gay” if male, and “lesbian” if
female.4 Many adolescents struggle
with their sexual attractions and
identity formation, and some may be
referred to as “questioning.”2 Many
individuals also resist definition; when
reporting same-gender sexual behav-
ior, these individuals are referred to
as MSM or WSW.1

Gender identity and gender expression
usually conform to anatomic and
chromosomal sex or “natal” sex for
both homosexual and heterosexual
teens. Gender identity is knowledge of
one’s self as being male or female,
whereas gender expression is an
outward expression of being male or
female. For transgender individuals,
their gender or identity does not
match their natal sex. Gender non-
conforming (or variant) refers to
people who do not follow other peo-
ple’s ideas about how they should act
according to gender roles. They may
or may not be distressed from the
nonconformity.5 Gender dysphoria
refers to dislike or distress about
one’s own gender and about the out-
ward manifestations of gender (eg,
hair style, clothing, sports, toys).
Children often begin to express this
dysphoria in the preschool period.
Many young children with gender
dysphoria will resolve their dysphoria
by adolescence, but others will main-
tain it. It is difficult to predict, how-
ever, whether a young child with
gender dysphoria will be transgender
as a teenager or adult. Thus, it is best
to help families to manage this un-
certainty and make it clear in the
family that all options remain accept-
able and available as the child grows
up.2,6

Transgender people may be het-
erosexual, homosexual, or bisexual.7

Transgender people are often also
identified by the natal gender and
transition to the desired gender; MTF
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refers to males transitioning to
females and FTM are females tran-
sitioning to males. Transgender peo-
ple may or may not desire to alter
their body to match their perceived
gender. When people have undergone
hormonal and/or surgical alteration,
they are often referred to as “trans-
sexual.” Gender dysphoria refers to
the emotional distress of having
a gender identity that is different from
natal sex.1,5,7 In the Diagnostic and
Statistical Manual of Mental Dis-
orders, Fourth Edition, Text Revision,
there was also a set of diagnostic
criteria for “gender identity disorder,”
but critics have noted that this “path-
ologizes” the issue for the patient. In
the forthcoming Diagnostic and Sta-
tistical Manual of Mental Disorders,
Fifth Edition, there will be continued
diagnostic criteria for gender dyspho-
ria, but “gender identity disorder” will
probably be eliminated.8,9 “Transition”
is defined as the process and time
when a person goes from living as one
gender to living as the other.7,10,11

As a society, our culture assumes that
individuals who self-identify a sexual
identity will have sexual behaviors that
remain consistent with that identity. It
is assumed that men or women who
self-identify as gay or lesbian will only
have attractions to or sexual activity
with the same gender. However, the
paradigm of sexuality is much more
complex, according to qualitative
studies in sexual minority youth. Sex-
ual attraction is a term that is easy for
all youth to understand. In contrast, for
a measure describing sexual orienta-
tion using the choices heterosexual,
bisexual, gay/lesbian, or unsure, most
teens preferred the answers “mostly
heterosexual” and “mostly homosex-
ual.”12 This range of sexuality may be
reflected in the surprising rate of teen
pregnancies experienced by women
who report having sex with women.
WSW have reported lower rates of

contraceptive use than do women
having sex with men.13,14

Many adolescents who self-report as
lesbian will still occasionally have sex
with males, and many males who self-
report as gay may have sex with
females; thus, behaviors do not always
equal identity.1,15 Some men who have
sex with men (MSM) or women who
have sex with women (WSW) actively
resist being identified as gay or les-
bian. And some individuals who are
not yet sexually experienced al-
ready self-identify as gay, lesbian, or
bisexual.2 Questioning adolescents
struggle with sexuality issues more
than others, and their sexual behav-
iors may be diverse. Studies examin-
ing how questioning adolescents
resolve their inner struggles and
reach a stable sexual identity are on-
going.16 Definitions are summarized in
Table 1.

GENDER IDENTITY FORMATION

Awareness of gender identity happens
very early in life. Between ages 1 and 2
years, children become conscious of
physical differences between the 2
sexes. By age 3, children can identify
themselves as a boy or a girl, and, by
age 4, gender identity is stable. In middle

childhood, gender identification con-
tinues to become more firmly estab-
lished, reflected in children’s interests
in playing more exclusively with
youngsters of their own gender and
also in their interest in acting like,
looking like, and having things like
their same-sex peers. Occasionally,
a child may seem to display gender-
role confusion. More than just lacking
an interest in what society defines as
traditionally masculine activities,
some boys actually tend to identify
with females and/or feminine traits.
Likewise, some girls identify more
with males and/or masculine traits.
Conflicted about their gender, they
may come to dislike that part of
themselves that is a boy or a girl.5,11,17

Many children resolve their dysphoria
by the time they complete adoles-
cence. Others will continue to feel
dysphoria and may seek treatment to
transition to the opposite gender.1 The
etiology of transgender is unknown
and likely quite complex.10

HETEROSEXISM, HOMOPHOBIA,
AND IDENTITY FORMATION

Although overt homophobia may dam-
age the emerging self-image of an
LGBTQ adolescent, often, heterosexism

TABLE 1 Definitions

Term Definition

Homophobia An irrational fear and resulting hatred of homosexual
individuals

Heterosexism The societal expectation that heterosexuality is the expected
normal

MSM Men having sex with men
WSW Women having sex with women
Gender identity Knowledge of one’s self as male or female
Gender expression Outward expression of being male or female
Gender nonconforming Does not follow society’s ideas about how they should act

according to gender roles
Natal sex Chromosomal and anatomic gender
Transition Process and time when a person goes from living as one gender

to living as the other
MTF Male transitioning to female
FTM Female transitioning to male
Conversion or reparative therapy Attempts to “convert” the individual to heterosexual
Survival sex Engaging in sexual intercourse in exchange for shelter, food, or

money; often includes high-risk or unprotected sexuality
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is more insidious and damaging. Ho-
mophobia refers to an irrational fear
and resulting hatred of homosexuality
and homosexual individuals. Pervasive
in our culture, homophobia is institu-
tionalized in stereotypes promoted in
the media and in casual conversa-
tion.18 Heterosexism is the societal
expectation that heterosexuality is the
expected norm and that somehow
LGBTQ teens are “abnormal.” Although
it is often easy for the majority of
sexual minority youth to hide their
sexuality from family and friends,
nondisclosure may ultimately be
damaging to adolescents’ developing
self-image.19,20 Homophobia perceived
by LGBTQ youth may lead to self-
destructive behaviors.21 Societal ho-
mophobia is reflected in the higher
rates of bullying and violence suffered
by sexual minority youth.22 Many sex-
uality education curricula taught in
schools limit discussion to “‘abstinence-
only’ until heterosexual marriage.” This
expected standard may serve to fur-
ther isolate and alienate many sexual
minority youth and contributes to in-
creased risks of personal violence,
mental health issues, substance abuse,
and risky sexual behaviors.19,23–25

With proper support and guidance, the
majority of LGBTQ youth emerge as
adults with sexual identities that are
associated with little or no significant
increase in risk behaviors compared
with other youth. These resilient young
adults lead happy, productive lives.26

Pediatricians have a role in helping
teenagers sort through their feelings
and behaviors. Young people need in-
formation about healthy, positive
expressions of sexuality, and pedia-
tricians should assist adolescents as
they develop their identities and to
avoid the consequences of unwanted
pregnancy and sexually transmitted
infections (STIs), regardless of sex-
ual orientation.27 Research suggests
that LGBTQ youth really value these

opportunities for discussions with
their pediatricians or primary health
care providers.28 The role of the pe-
diatrician is further described in the
section “Making the Office Teen-
Friendly for Sexual Minority Youth.”

There may be several barriers for
pediatricians in working with LGBTQ
youth. Until recently, there was not a
focus on LGBTQ issues in medical ed-
ucation. The Association of American
Medical Colleges has recently begun
to develop additional resources for
medical educators to use in imple-
menting curricular reform on this
topic.29 The Joint Commission also
recently published a comprehensive
guidebook for hospital organizations.30

Although confidentiality is recom-
mended for all adolescents, there may
be inadvertent breaches related to
electronic health record access and
insurers that send explanations of
benefit information to parents.

Parental and other adult reactions to
“coming out” vary, and often, adoles-
cents and their families will also need
support from their pediatrician dur-
ing this process. Parents play a criti-
cal role in support of development for
their sexual minority children. The
IOM report noted that “parental sup-
port either partially or fully mediated
associations related to suicidal
thoughts, recent drug use, and de-
pressive symptomatology.”1 Negative
parental reactions were also associ-
ated with higher rates of risk behav-
iors.1,31 Parent support organizations,
such as Parents, Families and Friends
of Lesbians and Gays (www.pflag.org),
can provide essential resources for
parents.

NATIONAL STATISTICS

There are inherent difficulties in
obtaining accurate data about sexual
minority youth. Virtually all of the
available information is self-report
data on survey instruments; sample

bias and general limitations of self-
reported data limit accuracy.32

Although some adolescents are com-
fortable enough to reveal their sexuality
on these instruments, many may not
trust that their information will truly be
protected. It may take some time for
an adolescent to come to an under-
standing of his/her sexual identity be-
fore it is possible to label or describe it
or discuss it with others. Some of the
best data about the number of gay or
lesbian teenagers are state or city
specific. Some states and communities
have added questions to the Centers for
Disease Control and Prevention’s (CDC’s)
Youth Risk Behavior Surveillance (YRBS)
System: at the time of this writing,
Minnesota,33 Vermont,34 Massachu-
setts,35 and New York City36 have
added these questions. More nation-
ally representative data are found in the
few recent national studies available.

In the 2006–2008 National Survey of
Family Growth, 13.4% of females and
4.0% of males 15 to 24 years of age
self-reported that they had sex with
someone of the same gender.37 This
number is much larger than those
who would describe themselves as
gay, lesbian, or bisexual. Among par-
ticipants in the Growing Up Today
Study, a US community-based longitu-
dinal cohort study in 9039 female and
7843 male children recruited at 9 to
14 years of age whose mothers were
participating in the Nurses’ Health
Study II, 16.3% of females and 8.7% of
males reported a sexual orientation
other than heterosexual.38 In wave 1
of the National Longitudinal Study of
Adolescent Health administered to
students in grades 7 through 12, same-
gender relationships or attractions were
reported in 7% of girls and 8.4% of
boys.39 Recently, the CDC combined
data from several YRBS survey admin-
istrations studying behaviors among
9th through 12th grade sexual minority
youth in the states that inquired about
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sexual identity and the gender of sex-
ual contacts. Seven states (Delaware,
Maine, Massachusetts, Rhode Island,
Vermont, Connecticut, and Wisconsin)
and 6 large urban school districts
(Boston, Chicago, Milwaukee, New York,
San Diego, and San Francisco) elected
to participate and used questions of-
fered by the CDC. Across the 12 sites
that assessed gender of sexual con-
tacts, 53.5% reported having had
sex with the opposite gender, 2.5% re-
ported having had sex with the same
gender, 3.3% reported having had
sexual contact with both genders, and
40.5% reported having had no sexual
contact.22

Estimation of the prevalence of gender
identity disorder and transgender
youth is more difficult because of the
lack of population-based studies. The
World Professional Association for
Transgender Health published their
seventh version of Standards of Care
in 2011. Acknowledging the difficulty in
obtaining true prevalence data, the
World Professional Association for
Transgender Health estimated preva-
lences of 1 in 11 900 to 1 in 45 000 for
MTF youth and 1 in 30 400 to 1 in
200 000 for FTM youth.5 Because most
studies have been performed in services
providing transition care, population-
based studies are needed to capture
the hidden populations not accessing
such care.10

HEALTH DISPARITIES FOR GAY,
LESBIAN, AND BISEXUAL YOUTH

Stigmatization, ostracism, and paren-
tal rejection remain common. Result-
ing struggles with self-image and
self-esteem often put sexual minority
youth at risk. Depression and other
mental health issues may be manifest
as these teens struggle with de-
veloping a stable self-identity and
family/community acceptance.13,40,41 As
many as 25% to 40% of homeless youth
may be LGBTQ or MSM/WSW, leading to

additional risk-taking behaviors. Many
sexual minority youth become home-
less as a consequence of coming out to
their families. After coming out or be-
ing discovered, many LGBTQ youth
have been thrown out of their homes
or mistreated, leading to runaway sta-
tus and homelessness. Unfortunately,
sexual minority youth who are home-
less may engage in survival sex,
leading to riskier behaviors and con-
tributing to health disparities.42

Mental Health Disparities

Significant health disparities exist for
sexual minority youth related to de-
pression and suicidality, substance
abuse, social anxiety, altered body
image, and other mental health
issues.1,18,22,43 Data from the 2007
Washington, DC, administration of the
YRBS survey revealed that 40% of
sexual minority youth, compared with
26% of heterosexual youth, reported
feeling sad or hopeless in the past 2
weeks. LGBTQ youth were more than
twice as likely to have considered
suicide in the past year (31% vs
14%).18 This increased risk has been
extensively replicated in other studies
and communities.1,22,44,45 Even for
these teens, however, protective fac-
tors come into play. Data from the
2004 Minnesota Student Survey of 9th
and 12th graders, in which 2255
respondents reported a same-gender
romantic or sexual experience, revealed
that more than half of LGBTQ students
had thought about suicide, and 37.4%
had reported a suicide attempt. In this
study, the factors that were significantly
protective against suicidal ideation and
attempts included family connected-
ness, caring adults, and school safety.46

Another study found that suicide
attempts among sexual minority youth
were positively correlated with paren-
tal psychological abuse of the child,
being considered gender atypical in
childhood by parents, and parental
efforts to discourage gender atypical

behavior.47 Sexual minority teens who
run away or are put out by their fam-
ilies after acknowledging their sexual-
ity are often victimized, which leads to
further mental health issues. Homeless
LGBTQ teens are more likely than het-
erosexual teens to meet criteria for
each of 4 mental disorders: major de-
pressive disorder, post-traumatic stress
disorder, substance abuse, and conduct
disorder.48

Social anxiety symptoms are experi-
enced more often by LGBTQ adoles-
cents. In a study in 100 young gay men
in a 3-state area of the US East Coast, it
was discovered that social anxiety
predicted an increased probability of
having engaged in unprotected anal
intercourse in the previous 6 months.49

Another study comparing 87 hetero-
sexual and gay male undergraduates
at the State University of New York
at Stonybrook found that gay men re-
ported greater fear of negative evalua-
tion, greater social interaction anxiety,
and lower self-esteem than did het-
erosexual men.50

Unfortunately, an additional barrier to
care for LGBTQ (and other) adoles-
cents may be a lack of mental health
services in certain communities or
mental health services that are not
adolescent or sexual minority friendly.
Services for adolescents in poverty
may be even more limited.51 In no
situation is a referral for conversion
or reparative therapy indicated. An
American Psychological Association
task force to review peer-reviewed
studies on efforts to change sexual
orientation concluded that conversion
therapy is not effective and may be
harmful to LGBT individuals by in-
creasing internalized stigma, distress,
and depression.1

Bullying and Victimization

When sexual minority teens “come
out” and acknowledge their sexuality
as adolescents, there are often significant
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repercussions, especially victimiza-
tion.1,4,22,23,25 Even if not open about
sexuality, 16% of MSM reported expe-
riencing violence. Sometimes it is
simply the perception that an in-
dividual might be LGBT that may lead
to bullying, harassment, and violence.52

LGBTQ and MSM individuals report that
the violence directed toward them is
because of perceived sexual orienta-
tion or femininity.53 When sexual mi-
nority youth are victimized, the physical
assault may lead to death (homicide).
Victimized LGBTQ, MSM, and WSW youth
may experience increased mental
health disorders including depression,
sometimes leading to death by suicide.
There is a strong association between
victimization and suicidality among
sexual minority adolescents recruited
from gay youth community or university-
based organizations.54

Bullying at school with resultant ado-
lescent suicide has received increased
national attention.55 Of adolescents
who are open about their LGBTQ sex-
ual orientation, 84% reported verbal
harassment; 30% reported being
punched, kicked, or injured; and 28%
dropped out of school because of ha-
rassment. The Consortium of Higher
Education LGBT Resource Professions
published a press release in October
2010 documenting the violence, inju-
ries, and in some cases, deaths of LGBTQ
adolescents.56 The study of pooled CDC
data from the 2001–2009 admin-
istrations of the YRBS survey to examine
risk behaviors faced by sexual minority
youth included questions on being vic-
tims of threats or violence. In the 9
communities that included relevant
questions, sexual minority youth were
more likely than heterosexual youth to
be in a physical fight, to be injured in
a fight, to be threatened on school
grounds, and to stay home from school
because of perceived risk of violence.22

Positive, supportive school environ-
ments, those with zero or at least low

tolerance for homophobic teasing,
bullying, or abuse, were recently shown
to be protective, with significantly lower
rates of depression and suicidality for
sexual minority youth.25 Supporting the
development of policies in school dis-
tricts that limit teasing and bullying is
an important role of the pediatrician.
The US Department of Health and Hu-
man Services recently has increased
antibullying efforts, and among other
initiatives, has launched a new Web
site, http://www.StopBullying.gov, which
includes a specific section for sexual
minority youth.57

Unfortunately, schools are not the only
source of homophobic/heterosexist
bullying. Although less research has
focused on nonschool settings, LGBT
youth experience victimization in their
homes, communities, and other insti-
tutions.1 Even after the repeal of the
“Don’t ask, don’t tell” policy, there
continues to be victimization in the
military.58Although many churches are
offering education to their members
about the issue of bullying in general,
some churches continue to bully sex-
ual minority youth.59 “Cyberbullying,”
or bullying with electronic means (eg,
Internet, texting), is rampant; 32% of
all teens say they have been targeted
in some form.60 In 1 study, 52% of
LGBT adolescents noted they had been
cyberbullied in the past 30 days.61

Eating Disorders

Although 10% to 15% of all cases of
eating disorders are in men, as many
as 42% of young men affected may be
gay or bisexual.62 Male sexual minority
youth demonstrated more binge eat-
ing and purging than did male het-
erosexual youth.63,64 The IOM report
acknowledged these findings but noted
that they were from small studies and
that additional research is necessary.1

There also may be an association with
eating disorders in transgender MTF
individuals, but more research is nec-
essary.65

Substance Abuse

With the psychosocial and anxiety-
provoking stressors of homophobia
and heterosexism, the enticement and
escape of getting high may be addic-
tive and can lead to increasing use of
substances. The pooled YRBS study
combining 2001–2009 data revealed
significantly higher rates of current
alcohol use in the past 30 days in self-
identified sexual minority youth (bi-
sexual, 55.6%; gay/lesbian, 47.5%;
questioning, 35.1%; and heterosexual,
37.6%).For current use of marijuana,
the rates were 36.8% among bisexual
youth, 34.5% among gay/lesbian youth,
25.4% among questioning youth, and
21.8% among heterosexual youth. More
striking differences were observed
among youth for the following: (1) cur-
rent cocaine use (gay/lesbian, 16.6%;
bisexual, 11%; questioning, 11.4%; and
heterosexual, 1.8%), (2) ever having
used ecstasy (gay/lesbian, 22.9%; bi-
sexual, 20.4%; questioning, 11.4%; and
heterosexual, 4.6%), (3) ever having
used heroin (gay/lesbian, 17.7%; bi-
sexual, 9.6%; questioning, 13%; and
heterosexual, 1.8%), and (4) ever having
used methamphetamine (gay/lesbian,
21.5%; bisexual, 14.9%; questioning,
13.2%; and heterosexual, 3.4%).22 Be-
cause this study combined the data
for MSM and WSW and included in-
formation only from the 7 states and
6 school districts that volunteered
to ask more sexuality questions, the
data may not be as nationally rep-
resentative. Tobacco use is also over-
represented among gay and lesbian
youth.1,66–69 Research into best practices
to prevent and reduce tobacco use in
sexual minority youth is underway.70–72

The Young Men’s Survey, from 1994 to
1998, was the first study that was
considered to have a nationally rep-
resentative sample of substance-using
young MSM. The sample was from 7
major cities, with young men 15 to 22
years of age. The primary objective
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was to improve access to HIV testing
in a high-risk population. In the study,
93% had used alcohol, 71% had used
marijuana, 31% had used cocaine,
28% had used methamphetamine, and
27% had used ectasy.73 A more recent
study from 2007 attempted to assess
the substance abuse rates for MSM 18
to 22 years of age in Los Angeles.
Ninety percent of the sample reported
use of alcohol (including 21% who
had engaged in binge drinking), 64%
reported use of marijuana, 23% re-
ported use of cocaine, 20% reported
use of methamphetamine, and 21%
reported use of ectasy. The compari-
son group used was the national
sample from the 2006 Monitoring the
Future Study (sexual minority and het-
erosexual youth combined), in which
75% reported alcohol use, 45% repor-
ted marijuana use, 8% reported cocaine
use, 5% reported methamphetamine
use, and 5% reported ecstasy use.
Rates of crack cocaine and heroin use
were low in both study groups.74

Many studies have examined substance
use by gay men, but fewer studies have
explored WSW or lesbian youth’s and
young adults’ substance use. WSW at
a Midwestern university were 4.9 times
more likely to smoke, 10.7 times more
likely to drink, and 4.9 times as likely
to smoke marijuana compared with
women having sex with men.75

Use of club drugs (eg, cocaine, meth-
amphetamine, and ecstasy, along with
GHB [γ-hydroxybutyric acid], ketamine,
and LSD [lysergic acid diethylamide]
or “acid”) is especially a health con-
cern because of the association
with other risk behaviors, including
unprotected sexual intercourse. Initi-
ation of young MSM into methamphet-
amine use seems to occur in social,
not specifically sexual, settings, with
users admitting to limited knowledge
of its adverse effects and con-
sequences.76 Sexual minority youth
who “party and play” (PNP) advertise

every day on Web sites that attract
LGBTQ youth and young adults. When
young men attend gay clubs and other
gay-oriented activities, their risk of
alcohol and marijuana use increases.
Interventions designed to address
safety and responsible behaviors in
these venues for young MSM need
to be developed, implemented, and
evaluated.77

Sexual and Reproductive Health
Disparities

Significant health disparities exist in
sexual health outcomes with respect to
HIV/AIDS, other STIs, and teen preg-
nancy among LGBTQ youth. As men-
tioned previously, sexual minority
youth do not necessarily engage in
sexual behaviors that are predicted by
their orientation. In the CDC’s pooled
YRBS study, although 1.3% identified
themselves as gay or lesbian, 2.5%
reported having intercourse with the
same gender only and 3.3% reported
having sex with both genders.22

Regarding sexual behavior, the YRBS
pooled data study found that sexual
minority youth were more likely than
heterosexual youth to report having
had intercourse, to have had inter-
course before 13 years of age, and to
have had intercourse with ≥4 people.
Gay or lesbian youth were about half
as likely as heterosexual youth (35.8%
vs 65.5%) to have used a condom at
the last intercourse.22 In a study in
young gay men in college, even after
adjusting for age, race, academic
classification, and residence, gay men
reported higher odds of inconsistent
condom use, increased numbers of
multiple partners in the past 30 days,
and increased risk of illicit drug use
than did their heterosexual peers.78

Between 27% and 48% of young MSM
have engaged in unprotected anal in-
tercourse in the previous 6 months.42

Involvement in these behaviors may
explain, in part, why during the past

15 years, reported rates of gonorrhea,
chlamydia, and syphilis have trended
downward for all adolescents, except
for MSM.79 Substance-abusing gay or
lesbian teens may also have more
risky sexual behaviors, leading to
higher rates of HIV seropositivity.80,81

One particular disparity is in HIV in-
fection. The IOM report notes that “the
burden of HIV infection among young
people falls disproportionally on
young men under 25 who have sex
with men, particularly those who be-
long to racial/ethnic minority groups.”1

Data from the CDC reveal that HIV
rates continue to increase among
young MSM 13 to 24 years of age. For
all men, HIV rates between 2001 and
2006 increased by 9%, whereas rates
for young MSM (13 to 24 years of age)
increased by 12.4% and rates for
young black MSM increased by 14.9%.
In the age range of 13 to 24 years,
MSM of all ethnicities accounted for
60% of the total HIV infections.82 De-
spite these alarming data, the IOM
report noted that there has been no
commensurate response to develop
interventions to decrease this risk. The
vast majority of published reports on
HIV-prevention programs focus on het-
erosexual adolescents and young adults.1

Information on sexual health dis-
parities experienced by WSW is limited;
until recently, little research was de-
voted to lesbian health and many, in-
cluding physicians, incorrectly assumed
that lesbians were at minimal risk of
STIs.83 As noted, many WSW have also
had intercourse with men.1 High rates
of STIs have been documented in les-
bians and bisexual women with recent
sexual contact with men. Viral infec-
tions, such as human papillomavirus
(HPV) and herpes simplex virus in-
fection (HSV), may be transmitted via
exclusive female-to-female sexual con-
tact. In a study in bisexual and lesbian
college women, 9% of those who had
had sex with both men and women
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reported that they had had an STI, but
2% of women who exclusively had sex
with women also reported that they
had had an STI.84

LGBTQ youth are less likely to report
use of hormonal or barrier contra-
ceptives at last sexual encounter when
having sex with the opposite gender.
Young women who identified them-
selves as “unsure” of their sexual
orientation were half as likely to re-
port using contraception at last in-
tercourse.42 Given the high rates of
earlier sexual initiation, a greater
number of partners, and less contra-
ceptive use, WSW are at higher risk of
teen pregnancy than are teens who
only have sex with the opposite gen-
der. In the 1999 Minnesota Adolescent
Health Survey, lesbian and bisexual
women, when compared with hetero-
sexual youth, were found to be about
as likely to have had vaginal in-
tercourse (33% vs 29%) but had twice
the rate of pregnancy (12% vs 6%)
and were more likely to have had ≥2
pregnancies (23.5% vs. 9.8%). In a small
study in 137 young women having sex
with women (ages 16 to 24 years), 20%
reported having had been pregnant.1

WSW and MSM report high rates of
physical and sexual abuse.85,86 In 1
study, the rate was 19% to 22%.87 Con-
sequences for sexual minority youth
who have experienced physical or sex-
ual abuse include higher rates of in-
timate partner violence as adults,86

frequent drug use and higher-risk sex,88

and higher rates of HIV.89 Homeless
sexual minority youth are more likely to
report histories of physical and sexual
abuse and report engaging in risky
sexual behaviors as survival strate-
gies.48 Childhood sexual abuse does not
cause children to become LGBTQ.90

Health Disparities for Transgender
Youth

National data detailing the scope of
medical, mental health, and substance

abuse issues for transgender youth
are lacking. Like other sexual minority
youth, self-identifying as transgender
does not necessarily indicate the ex-
istence of other mental health issues.91

However, challenges faced by such
youth and the potential of family and
societal disapproval may increase the
risk that transgender adolescents
will experience mental health issues,
substance abuse, and sexual risk-
taking behaviors.1 Family rejection,
peer rejection, harassment, trauma,
abuse, legal problems, educational
problems, and resulting poverty and
homelessness are faced by trans-
gender youth and adults. Transgender
people face alarmingly high rates of
verbal harassment and physical vio-
lence, including at home and at school.1

Transgender youth face significant
mental health issues as a consequence,
including depression and suicidality,
anxiety, body image distortion, sub-
stance abuse, and post-traumatic stress
disorder. As with all teens, supportive
families can buffer an adolescent from
these negative outcomes and promote
positive health and well-being.10

MTF transgender youth face even more
sexual health disparities than other
sexual minority youth, with very high
rates of HIV and other STIs. One study
by the Department of Public Health in
San Francisco revealed that HIV prev-
alence among MTF transgender indi-
viduals was 38% (the rate for FTM
transgender individuals was much
lower, at 2%). Risk factors for HIV in-
fection among MTF transgender indi-
viduals in this study included African
American race, attaining low education
status, having a history of injection
drug use, and reporting multiple sexual
partners.92 Another study addressing
racial disparity in MTF transgender in-
dividuals in New York revealed higher
rates of STIs and HIV in African Amer-
ican and Hispanic, compared with
white, individuals. The higher STI rates

in the study were associated with more
lifetime partners, having engaged in
commercial sex, unemployment, and
injection drug use.93 An HIV risk study
examined 51 transgender MTF ethnic
minority adolescents and young adults
16 to 25 years of age in Chicago and
found that 22% were HIV-positive.
Contributing factors included history
of incarceration (37%), homelessness
(18%), exchanging sex for resources
(59%), nonconsensual sex (52%), and
difficulty accessing health care (41%).
Among HIV-positive MTF transgender
individuals, 98% reported having had
sex with men, including unprotected
receptive anal intercourse (49%). The
study also noted that 53% had had sex
while under the influence of drugs or
alcohol and 8% had used injection
drugs. Twenty-nine percent had injec-
ted liquid silicone (as part of their
MTF transition) in their lifetime; 8%
had shared needles for hormone or
silicone injection, increasing HIV trans-
mission risk. For transgender individu-
als who purchase or obtain transgenic
hormones (estrogen or testosterone)
on the street or from the Internet, there
may be significant health problems if
used improperly, even if they are pure.94

THE RESILIENCE OF LGBTQ YOUTH

Even with the unique challenges faced
by sexual minority youth, the majority
grow up healthy and lead happy,
productive lives. Research is now be-
ginning to analyze the patterns of
resilience in LGBTQ youth. A qualitative
study in gay male youth 16 to 22 years
of age noted that “general develop-
mental dysfunction is not inevitable
for gay adolescents, nor is identifiable
personal or family pathology directly
related to sexual identity.”95 Similar to
other studies in adolescents, another
study found that family connectedness,
school connectedness, and religious
involvement were protective factors,
leading to fewer risk behaviors.26
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Several studies have confirmed that a
supportive family network, supportive
teachers, and access to gay-straight
student alliances at school were all
significantly protective.96,97

HEALTH CARE FOR SEXUAL
MINORITY YOUTH

Pediatricians have the responsibility to
provide culturally effective care to help
reduce health disparities. Such care
should be individualized and meet the
needs of the patient regardless of
social, educational, or cultural back-
ground. This requires an under-
standing of a patient’s ethnic group,
neighborhood group, family identifi-
cation, and religious affiliation.98 Un-
derstanding sexual orientation, behavior,
and gender identity is another part of
this process.

Being gay, lesbian, bisexual, trans-
gender, or questioning, is not a “prob-
lem” or “risk behavior” in itself. These
teens, like all teens, should be indi-
vidually assessed for challenges, vul-
nerabilities, strengths, and assets.
Positive behaviors should be rein-
forced; teens can be engaged in tar-
geted behavioral interventions to
reduce existing risk behaviors. As
noted in Bright Futures,27 it is part of
the responsibility of the pediatrician to
help adolescents identify their strengths
and build on their existing talents.
Pediatricians and their office staff can
encourage teenagers to feel comfort-
able to talk to them about their
emerging sexual identity and con-
cerns about their sexual activities. On
the other hand, it is not the role of
pediatricians to identify a young per-
son as being gay, or lesbian, unless
the teenager has chosen to discuss
this. Care should be confidential, and
it is not the role of the pediatrician to
inform parents/guardians about the
teenager’s sexual identity or behavior;
doing so could expose the youth to
harm.88

Making the Office Teen-Friendly for
Sexual Minority Youth

One of the challenges to health care is
removing barriers to care and creat-
ing an environment welcoming all
teens. Even LGBTQ youth who are open
about their sexuality may not feel
comfortable disclosing sexuality to
their pediatrician. In a study in 131
sexual minority youth attending an
empowerment conference, only 35%
reported that their physician knew
that they were lesbian, gay, or bi-
sexual.99 LGBTQ adolescents who are
hiding their sexuality become quite
adept at using gender-neutral terms
to describe their relationships and
sexual behaviors. Pediatricians’ use of
gender-neutral terms can encourage
teenagers to discuss any questions
they have about their sexual behav-
iors or sexual orientation.27 Table 2
offers suggestions for gender-neutral
questions a pediatrician can use as
components of the psychosocial in-
terview.100 Although pediatricians may
use gender-neutral items in obtaining
histories, some teens may still choose
not to disclose or may delay doing so
until a subsequent visit.101

It is just as important that the pedia-
trician’s office staff is nonjudgmental
and welcoming. Internalized homo-
phobia and heterosexism in the office
setting may not be recognized by staff
members but will inadvertently in-
terfere with appropriate care. A nurse
asking a teenage girl who is in a re-
lationship with another woman about
her boyfriend may be interpreted as
nonaccepting of her relationship. This
negative interaction may then hinder
the health care provider’s ability to
form a trusting relationship.88,102 Like-
wise, intake forms and questionnaires
should not assume heterosexuality.
Another advantage of altering intake
forms is to be welcoming to parents
who are in same-sex relationships.
As for all adolescents, confidentiality

should be ensured. An environment
that respects the confidentiality of
each client is critical for a facility
that provides care for MSM/WSW and
LGBTQ youth. Confidentiality must be
emphasized at all levels of the clinic
staff; many offices and teen clinics
have developed a clinic confidential-
ity policy statement that should be
shared with the patient and his or her
identified caregiver. Parents should not
have access to protected information
without the adolescent’s consent.27,28

Current electronic health records may
need to be modified to protect ado-
lescents’ confidentiality.

The office environment can be made
welcoming for all teens by placing in
the waiting room items such as bro-
chures on a variety of adolescent
topics, including sexual orientation,
posters showing both same- and
opposite-gender couples, and notices
about support groups, if available in
the region.103 Brochures and information
left in the privacy of the examination
room may be more likely to be picked
up by adolescent patients who are
not open about their sexuality. If
there are no local support groups,
Web sites can be suggested so that
the sexual minority adolescent does
not feel isolated.42 Even a small
“rainbow” button (often a symbol of
acceptance of sexual minority indi-
viduals) or decal on an office bulletin
board or door symbolizes openness
and acceptance of diverse sexual
orientation and will be appreciated
by sexual minority teens and their
parents.88

Sexuality and Obtaining a Sexual
History

For pediatricians to offer optimal
clinical care, it is crucial to promote
healthy sexuality, even if the teen is not
sexually active. Creating an accepting
environment will optimize opportuni-
ties to learn about a youth’s sexual
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behaviors. Teens who are abstinent
should have their abstinence acknowl-
edged and reinforced as a preferred
method of prevention for both STIs
and unwanted pregnancies.27 If the
adolescent notes that he or she has
engaged in sexual activity, 1 classic
question is “Are you having sex with
males, females, or both?” For adoles-
cents who are not yet sexually active,
inquiring “Are you attracted to males,
females, or both” will allow for dis-
cussions to prevent sexual risk
behaviors. If the pediatrician gets an
unusual response from the adoles-
cent, a bridging statement such as
“Many teenagers your age have sex
with members of the opposite or the
same sex” can facilitate communica-
tion.101 It may be difficult for some
teenagers to answer these questions
if they have not yet established trust
in the pediatrician. Previous negative
experiences in health care or in-
ternalized shame as a result of soci-
etal homophobia/heterosexism may
cause some teenagers to not disclose
their sexual orientation or same-
gender sexual activity. Sexual minor-
ity adolescents also may not trust that
their confidential information will
truly be kept confidential from their
parents/guardians or others. It has
been shown that it is easier for some
teens to reveal sensitive information
(eg, sexual behavior and sexual ori-
entation) before face-to-face visits
with the pediatrician.104 The most
comfortable method is on a com-
puter, and the next best is on a pa-
per questionnaire.105 Once a teen
has acknowledged on a previsit form
that he or she has a question about
sexual activity or sexual identity, it is
the responsibility of the pediatrician
to introduce a conversation during
the subsequent interview. Often,
sexuality is disclosed at a future
visit after the pediatrician has built
a trusting relationship with the
patient.

Sexual practices are not dissimilar
for heterosexual and lesbian, gay, or
bisexual or MSM/WSW teens. Many
heterosexual youth engage in oral in-
tercourse, and some engage in anal
intercourse.106 Table 3 offers some
suggestions for asking about specific
sexual behaviors.

Once sexual history is obtained, in
the context of the remainder of the
psychosocial history, then specific
health-promotion activities can be en-
couraged. Use of substances, de-
pression, and other mental health
disorders place youth at higher sexual
risk because of lack of ability to make
good decisions regarding use of con-
doms or contraception, and these
issues should be addressed.107 Using
a strength- and asset-based approach
and encouraging positive youth de-
velopment is an effective way to re-
duce risks in all teenagers, including
sexual minority youth.27,108 Frankowski
et al’s109 “Strength-Based Interviewing”
is a method that can be applied to all
adolescents and young adults.

Pediatricians also may assist sexual
minority youth in coming out to their
parents/families on the patient’s own
terms and timetable. This includes
offering supportive suggestions and
counseling and providing resources to
assist the patient and family.42

STI/HIV Testing and Prevention
Recommendations for Sexual
Minority Youth

Recent guidelines from the CDC rec-
ommend assessing for STI risk, which
includes asking about the gender of all
partners. Pediatricians should then

make decisions about STI testing on
the basis of the sexual behaviors
identified by the sexual history.110

Similar to other populations of ado-
lescents, if adolescents are having
protected intercourse (monogamous
relationship, using condoms 100% of
the time and correctly, and no sub-
stance abuse involved), it is reason-
able to test them once per year.
However, adolescents with multiple or
anonymous partners, having unpro-
tected intercourse, or having sub-
stance abuse issues or any other risk
factors should be tested at shorter
intervals.110 Condoms should be pro-
moted for all sexual activities that
involve insertive or receptive inter-
course. STI screening recommen-
dations for MSM are described in
Table 4.

A growing number of experts recom-
mend testing for HSV (by serology) if
infection status is unknown. Because
of the increased incidence of anal
cancer in HIV-infected MSM, screening

TABLE 2 Using Gender Neutral Terms in the Psychosocial History

Heterosexist Question Instead Ask

“Do you have a girlfriend?” “Are you dating anybody?”
“Are you involved any romantic relationship?”

“What do you and your boyfriend do together?” “What do the 2 of you do together?”
“Tell me about your partner.”

“Are you and your girlfriend sexually active?” “Are you having sex?”
“Are the 2 of you in a sexual relationship?”

TABLE 3 Sexual History Questions About
Sexual Behaviors

• Have you ever had sex? What have you done
sexually with a partner?

• Have you ever had oral sex? Has a partner ever
“gone down” on you or have you ever “gone
down” on a partner?

• Have you ever had vaginal sex? Have you ever
engaged in penile-vaginal sex?

• Have you ever had anal sex? Did you put your
penis in your partner’s anus or did your partner
put his penis in your anus?

• If there was any insertive or receptive sex: Do
you use condoms? What percentage of the time?
What about last time?

• If there was any oral-genital contact: Do you use
dental dam or another barrier? What
percentage of the time? What about last time?
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for anal cytologic abnormalities has
been proposed.110,111 An Atlanta study
investigated cytologic screening re-
sults from HIV-positive patients, and
the authors found highly significant
rates of anal dysplasia (47%).112

However, evidence is limited concern-
ing the natural history of anal intra-
epithelial neoplasia, the reliability of
screening methods, and the safety
and response to treatments.110 WSW
are at risk of acquiring bacterial, vi-
ral, and protozoan infections from
current and previous partners, both
male and female. STD treatment
guidelines from the CDC recommend
a frank discussion of sexual identity
and behavioral risk so that the phy-
sician can make decisions about
which STI tests to perform. Digital-
vaginal and digital-anal contact, es-
pecially with shared insertive devices,
can transmit cervicovaginal secre-
tions. Skin-to-skin or skin-to-mucosa
transmission of HPV can occur. Addi-
tionally, because many WSW have also
had sex with men, HPV vaccine and
routine cervical cancer screening
should be offered to women according
to recommended guidelines. Limited
data show inefficient transmission of
HSV-2; however, the relatively frequent
practice of orogenital sex may in-
crease the risk of HSV-1. Bacterial
vaginosis is common among women
in general and even more so among
WSW. Chlamydia and syphilis trans-
mission may have been more common
than previously thought; STD treat-
ment guidelines from the CDC endorse
targeted testing on the basis of sexual
history. Reports by young women of
sex with someone of the same gender
should not deter pediatricians from
screening them for STIs because of
the possibility of a past history of
sexual contact with male partners.
Condoms should be promoted if using
sex toys and dental dam should be
promoted for any oral-vaginal or oral-
anal contact.110

In 2011, the CDC expanded its recom-
mendations for the quadrivalent HPV
vaccine (HPV-4 [Gardasil, Merck Sharp
& Dohme Corp, Whitehouse Station,
NJ]). The CDC recommends routine
immunization of males and females 11
or 12 years of age with HPV-4, ad-
ministered as a 3-dose series. The
immunization series may be started
as early as 9 years of age, and if not
started at 11 or 12 years of age catch-
up immunization is recommended for
females 12 through 26 years of age
and males at 13 through 21 years of
age. HPV-4 is recommended in males
for the prevention of genital warts
and precancerous/dysplastic lesions
of the anus caused by the 4 strains in
the vaccine (6, 11, 16, and 18). HPV-4
was noted to be 78% effective at
preventing anal intraepithelial neo-
plasia from strains 16 and 18 in
males. Ninety percent of all anal can-
cer is caused by HPV. For females,
HPV-4 is recommended for prevention
of genital warts and precancerous/
dysplastic lesions of the cervix, va-
gina, vulva, and anus caused by the 4

strains contained in the vaccine. For
MSM, the CDC recommends routine
immunization through 26 years of
age.110,113–115 Bivalent HPV vaccine
(HPV-2 [Cervarix, GlaxoSmithKline,
Middlesex, United Kingdom]) has been
approved for the prevention of cervi-
cal cancer and precancerous/dysplastic
lesions of the cervix caused by HPV
types 16 and 18 in females 8 through
25 years of age and may be offered.
There are no special recommendations
for sexual minority adolescents and
young adults.116

The 2010 STD treatment guidelines
from the CDC also recommend that all
MSM should be tested for hepatitis B
by testing blood for hepatitis B surface
antigen.110 This test may not need to
be performed, however, if the pedia-
trician has clear evidence that the
adolescent has received all doses of
the hepatitis B vaccine. If not already
immunized against hepatitis B or hep-
atitis A, all MSM should receive these
vaccines. Hepatitis C testing should be
conducted if the patient is a current or
past drug user or if HIV infected.117

Because many teens who self-identify
as gay, lesbian, or bisexual may have
sexual encounters that may not be
predicted by their orientation, con-
versation about birth control is im-
portant.13,14 Emergency contraception
should also be discussed. Emergency
contraception is available over-the-
counter if the patient is older than
17 years. A prescription may be re-
quired for a patient younger than 17
years; additional requirements vary
by state.117

Treatment of Transgender Youth

In 2009, the Endocrine Society pub-
lished “Endocrine Treatment of Trans-
sexual Persons: An Endocrine Society
Clinical Practice Guideline.”11 This was
a refinement of the 2001 publication
of The World Professional Association
for Transgender Health’s Standards of

TABLE 4 Summary of Sexually Transmitted
Diseases Screening Guidelines for
MSM

• HIV serology, if HIV negative or not tested within
the previous year

• Syphilis serology
• Test for urethral infection with Neisseria
gonorrheae and Chlamydia trachomatis using
NAATs in men who have had insertive anal
intercourse during the preceding year

• Test for rectal infection with N gonorrheae and
Ctrachomatis in men who have had receptive
anal intercourse during the preceding year,
using either preferred NAATs (for laboratories
that have met regulatory requirements for an
off-label procedure) or culture for N gonorrheae
and enzyme immunoassay or direct fluorescent
antibody assay for C trachomatis

• Test for pharyngeal infection with N gonorrheae
in men who have acknowledged practicing
receptive oral intercourse during the preceding
year using NAATs (for those laboratories that
have met regulatory requirements for an off-
label procedure) or culture; testing for
Ctrachomatis pharyngeal infection is not
recommended98

NAAT, nucleic acid amplification test.
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Care, which was updated in 2011.5

These documents integrate the best
available evidence with clinical expe-
rience from experts in the field of
assisting transgender patients with
transition. The guidelines were fur-
ther refined by Olson et al10 in a sub-
sequent publication on the basis of
clinical experiences with a large
number of transgender patients in Los
Angeles. These publications discuss
the importance of psychological treat-
ment approaches. The mental health
professional is called on to accurately
diagnose gender dysphoria and any
comorbid conditions, to counsel about
the range of treatment options, to as-
certain readiness for hormone and
surgical therapy, to make formal rec-
ommendations to medical and surgical
colleagues as part of the team of care,
to educate the patient and family, and
to provide follow-up. The skilled thera-
pist will use affirming strategies:
affirming the adolescent’s sense of self,
allowing for exploration of gender and
self-definition, and conveying the mes-
sage that it is “entirely acceptable to
be whoever you turn out to be.” It is
recommended that all transgender
adolescents be involved in psychological
therapy, even those who are functioning
well, to ensure that they have the nec-
essary support they need and a safe
place to explore identities and consider
the transitioning experience.5,10,11

Classifications for the process of
gender transition include reversible,
partially reversible, and irreversible
phases. Reversible transition includes
the adoption of outward gender ex-
pression: wearing preferred clothing,
adopting preferred hairstyles, and
perhaps acquiring a new name. The
use of gonadatropin-releasing hor-
mone (GnRH) analogs is also part of
the reversible stage. The Endocrine
Society guidelines state, “suppression
of pubertal hormones starts when
girls and boys first exhibit physical

changes of puberty (confirmed by
pubertal levels of estradiol and tes-
tosterone, respectively) but no earlier
than Tanner stages 2-3.” Suppression
is similar to the treatment of pre-
cocious puberty. In general, it is rec-
ommended that transgender adolescents
be maintained on suppressive GnRH
analogs until they are emotionally and
cognitively ready for cross-gender sex
hormones.10,11 The rationale for using
GnRH analogs early (at sexual matu-
rity rating 2) and then waiting to be-
gin hormonal therapy is so that MTF
adolescents experience desired out-
comes. However, as noted from 1
large center treating transgender
youth, they commonly present at older
ages with pubertal development too
far advanced for suppressive therapy.
The average age of presentation at
this center was 14.8 years, with an
average sexual maturity rating of
4.1.118 Waiting too long may result in
male voice pitch, laryngeal prom-
inences, and facial hair pattern, which
precludes the option of pubertal sup-
pressive therapy.10,11,118

The partially reversible treatment phase
involves the use of cross-gender hor-
mone therapies. The Endocrine Society
guidelines state that “pubertal de-
velopment of the desired opposite
gender be initiated at about the age of
16 years, using a gradually increasing
dose schedule of cross-sex steroids.”11

Olson’s group follows these guidelines
but may choose to provide therapy
earlier after careful review of the risks
and benefits with the youth and
parents.10 It is recommended that cross-
gender hormone therapy begin after
assessment of readiness by a medical
professional, including a careful re-
view of any hormone contraindications,
and by the mental health professional
who documents psychological readi-
ness. For FTM patients, testosterone is
used. For MTF patients, estrogen is
used, sometimes in combination with

an androgen inhibitor, such as
spironolactone.10,11,118

Adolescents undergoing partially re-
versible cross-gender hormone ther-
apy should be monitored for progress
in transition and for any potential
medical complications. MTF patients
started on estrogen might develop
deep venous thrombosis, prolactino-
mas, hypertension, liver disease, and
decreased libido and are at increased
risk of breast cancer. Spironolactone
can lead to hyperkalemia and de-
creased blood pressure. FTM patients
receiving testosterone may develop
hyperlipidemia, polycythemia, male pat-
tern baldness, acne, and other signifi-
cant side effects.10,11

Irreversible therapy occurs during the
surgical phase, with many different
procedures now available to create a
more masculine or feminine appear-
ance. The Endocrine Society guidelines
and the World Professional Association
for Transgender Health’s Standards of
Care recommend deferring surgery
until an individual is at least 18 years
of age.5,11

There are many barriers to trans-
gender adolescents receiving desired
medical therapies. It is difficult for
transgender youth and their families
to find comprehensive medical and
mental health services. Pediatricians
may not feel comfortable or knowl-
edgeable enough to assist transition
plans in transgender youth, in which
case they should refer to another
physician with experience or expertise
around gender nonconformity. Most
insurance companies do not pay for
this care, and the use of GnRH analogs
is quite expensive. Medical treatments
are neither standardized nor approved
by the Food and Drug Administration,
although they are increasingly sup-
ported by medical literature.11 Consent
is another obstacle, and only Illinois’
and West Virginia’s state statutes can
be interpreted favorably for transgender
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adolescents to be able to consent for
care.120

Injectable medical-grade silicone gel
and oil have been used by physicians
for soft-tissue augmentation.121 Many
transgender adolescents who do not
have parental support or who are
homeless have injected themselves or
others with impure, nonmedical sili-
cone, with significant health con-
sequences. In the Chicago study in
ethnic minority transgender youth, the
authors found that 29% had injected
silicone and 8% had shared needles,
half of which were obtained on the
street or via the Internet.94 Injected
industrial (nonmedical) silicones or
medical silicones used incorrectly
have been shown to cause multiorgan
dysfunction,122 silicone pulmonary
embolization,123 and death.124

ASSISTING PARENTS OF SEXUAL
MINORITY YOUTH

Another critically important role of the
pediatrician is to assist parents of
sexual minority youth. Some parents
have emotional reactions related to
societal homophobia and may have
extreme difficulty accepting their LGBT
teens. Others mourn the loss of the
image of the adolescent that they had
before the disclosure. Pediatricians
should acknowledge the parents’
feelings but should provide informa-
tion and support for the adolescent
who has disclosed. Parents’ reactions
and attitudes may adjust over time
and the pediatrician should check in
regularly and offer support to the en-
tire family. Organizations like Parents,
Families and Friends of Lesbians and
Gays (http://www.pflag.org) or Gay
Family Support (http://www.gayfamily-
support.com) provide valuable resour-
ces for discussion. Lead with Love is
another excellent resource that includes
a film for viewing and discussion (http://
leadwithlovefilm.com). For sexual mi-
nority youth who have been bullied or

victimized, the It Gets Better Project
may assist parents and families (http://
www.itgetsbetter.org/).

RESOURCES FOR SEXUAL
MINORITY YOUTH

Pediatricians’ knowledge about na-
tional and local resources to assist
sexual minority youth is critical to
provide LGBTQ patients and their
families guidance and support as they
progress through adolescence into
young adulthood. Nonprofit organ-
izations, such as the United Way in
some communities, are a great place
to start, as are adult LGBTQ and sex-
ual health advocacy organizations.
Table 5 provides selected Web sites
of LGBTQ-serving organizations and

resources for sexual minority youth,
their families, and communities.

SUMMARY

Pediatricians and other health care
providers already have many of the
skills needed to provide culturally ef-
fective, developmentally appropriate
care for sexual minority youth. LGBTQ
teens/young adults and MSM/WSW are
an underserved population, many of
whom struggle with acceptance of
their sexuality at the same time that
they are managing the other rigors of
adolescence. The adolescent psycho-
social history will allow for discovery
of any high-risk behaviors, and tar-
geted behavioral interventions may
be developed with the adolescent.

TABLE 5 LGBTQ Support and Advocacy Organizations

• The Gay, Lesbian, and Straight Education Network mission is “Every student deserves a safe space”
(http://www.glsen.org).

• Parents, Families, and Friends of Lesbians and Gays (PFLAG) is a long-standing support and advocacy
organization (http://community.pflag.org).

• The National Youth Advocacy Coalition (NYAC) is a social justice organization that advocates for and with
young people who are lesbian, gay, bisexual, transgender, or questioning in an effort to end
discrimination against these youth and to ensure their physical and emotional well-being (http://www.
nyacyouth.org).

• The Trevor Project (http://www.thetrevorproject.org) operates the only nationwide, around-the-clock
crisis and suicide prevention hotline for sexual minority youth (866-4-U-TREVOR).

• Youth Resource is a Web site created by and for LGBTQ young people. Sponsored by Advocates for Youth,
Youth Resource takes a holistic approach to sexual health and exploring issues of concern to LGBTQ
youth, by providing information and offering support on sexual and reproductive health issues through
education and advocacy (http://www.amplifyyourvoice.org/youthresource).

• For patients, communities, and health care professionals, the Gay and Lesbian Medical Association
(http://glma.org) has referral and information resources.

• TransKids Purple Rainbow is a foundation that advocates and organizes events on behalf of transgender
children (http://www.transkidspurplerainbow.org).

• The World Professional Association for Transgender Health, Inc (WPATH). Formerly known as the Harry
Benjamin International Gender Dysphoria Association, Inc, WPATH is a professional organization devoted
to the understanding and treatment of gender identity disorders (http://www.wpath.org).

• Transfamily provides support and education for transgender people, their families, friends, and
significant others. The group is associated with PFLAG to bring awareness to school systems, through
their principals and counselors, by offering literature, speakers, consultation, and support (http://www.
transfamily.org).

• Family Acceptance Project (Marian Wright Education Institute–Resource for LGBTQ youth and families)
(http://familyproject.sfsu.edu)

• Other resources are available on the Adolescent Reproductive and Sexual Health Education Project Web
site at the end of the presentations, “Gay, Lesbian, Bisexual, Transgender, and Questioning Youth” and
“Caring for Transgender Adolescent Patients” found at http://www.prh.org/ARSHEP. These presentations
are also outstanding for both self-education and for use in training current and future medical
professionals.
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Referrals for mental health and sub-
stance abuse treatment may be war-
ranted. Pediatricians have an obligation
to ensure that sexual minority youth
have access to a full range of appro-
priate health care services. As with all
adolescents and young adults, sexual
minority youth need honest answers
and compassion in dealing with issues
and questions around sexual orienta-
tion, identity, and sexual behaviors.
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