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Abstract
Purpose—Youth have concerns about sensitive health topics, such as drugs, sex, and mental health,
and many wish to discuss those concerns with a primary care provider. Research has not determined
whether the discussion of sensitive health topics during primary care visits is independently
associated with youth perceptions of care. This study examined whether the discussion of sensitive
health topics during primary care visits was associated with youth perceptions of the provider and
feeling of participation in treatment.

Methods—Directly following visits to 54 primary care providers in 13 geographically diverse
offices and clinics, youth age 11 to 16 years old (N = 358) reported whether the visit included the
discussion of mood, behavior, getting along with others, drugs, tobacco, alcohol, sexuality, birth
control, parent mood, or family problems. Youth also reported whether the provider understood their
problems, eased their worries, allowed them to make decisions about treatment, gave them some
control over treatment, and asked them to take some responsibility for treatment. Providers reported
confidence in their ability to offer counseling for non-medical concerns and their beliefs and attitudes
toward treating non-medical concerns.

Results—Youth had more positive perceptions of the provider and were more likely to report taking
an active role in treatment when the visit included the discussion of sensitive health topics. Results
from multivariate random effects logistic regression suggested that youth were more likely to report
that the provider understood their problems (OR 3.62, CI 1.57–8.31), eased their worries (OR 2.13,
CI 1.06–3.92), allowed them to make decisions about treatment (OR 2.71, CI 1.44–5.10), gave them
some control over treatment (OR 2.51, CI 1.32–4.72), and asked them to take some responsibility
for treatment (OR 2.00, CI 1.04–3.86) when the visit included the discussion of one or more sensitive
health topics. The odds of each of these outcomes were also higher when the visit included the
discussion of a greater number of sensitive topics. Youth also had more positive perceptions of female
providers. Youth demographics, mental health status, and other provider characteristics were
unrelated to youth perceptions of care.

Conclusions—The discussion of sensitive health topics during primary care visits may have a
positive impact on youth perceptions of care. Future research is needed to understand the relationship
between the discussion of sensitive health topics and health outcomes among youth.
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Introduction
Youth often have concerns about sensitive health topics, such as drugs, sex, or mental health,
and many wish to discuss such concerns with a primary care provider (PCP)[1–2]. Few youth,
however, receive counseling or screening for sensitive health concerns [3–4]. Results from the
Young Adult Health Care Survey, which was administered to over 4,000 youth enrolled in six
public and private health insurance plans, suggested that only 36% received screening and
counseling on sexual activity and sexually transmitted diseases (STDs) during the past year
and 23% received screening and counseling for emotional health or relationship issues [5].

Conceptual models of physician-patient communication suggest that the failure of physicians
to address patients’ health concerns has a negative impact on patient satisfaction and the
development of partnership between the patient and physician [6]. A range of physician and
patient characteristics are believed to influence the content of their communication and the
ability of physicians’ to meet patient expectations. Characteristics of the physician that
influence communication include demographics, training [7], confidence in treatment skills
[8], and attitudes toward treating health problems [9]. Characteristics of the patient that
influence communication include demographics, health status, experience with health services,
familiarity with the physician [6], and confidence that the physician is a confidential source of
care [10–11].

Limited research has applied conceptual models of physician-patient communication to
encounters between physicians and youth [12]. The investigations of physician communication
with youth suggest that physicians obtain medical information from youth [13–14] but
frequently fail to discuss the management of health concerns directly with youth [15] and rarely
allow youth to direct the visit [12,14]. Few studies have investigated physician-youth
communication about sensitive topics. One retrospective survey found that youth who received
screening or counseling for potentially sensitive health concerns were more likely to perceive
that a provider listened carefully [5]. Another study investigated characteristics of physician
communication with women age 15–21 years who were at risk for STDs and human
immunodeficiency virus (HIV) in community health and family planning clinics [16]. These
young women had generally positive perceptions of communication with the provider and most
felt in control of visits that were for reproductive health. These studies, however, have not
examined whether the discussion of sensitive topics in primary care is independently associated
with youth perceptions of the PCP and participation in treatment, which are important
determinants of the intention to keep appointments [17] and symptom improvement [18–19]
among youth. Understanding the relationship between the discussion of sensitive topics and
youth perceptions of primary care is particularly important since PCPs serve as a gateway to
other services [20].

The purpose of this study was to examine whether the discussion of sensitive topics during
primary care visits was associated with youth perceptions of the PCP and participation in
treatment. These sensitive topics included behaviors, mood, getting along with others, family
problems, parent mood, drugs, alcohol, sexuality, and birth control. This research also
examined whether characteristics of the PCP and youth were related to youth perceptions of
care. Based on conceptual models [5] and previous research [1–2] we hypothesized that youth
would have more positive perceptions of care when the visit included communication about
sensitive topics.

Methods
This is a cross-sectional analysis of data collected to evaluate a cluster-randomized trial of a
training to improve the ability of PCPs to communicate about issues related to mental health
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[21]. Half of the PCPs were randomized to receive three didactic training sessions, followed
by self-study and practice with simulated patients. Controls received a training manual and
unstructured feedback on standardized patient interviews. Patients were unaware of whether
the PCP received the training.

Sites were chosen to represent the specialties, payers, and practices that provide pediatric
primary care in the United States and relate to geographic variation in youth mental health
problems [22–23]. Sixteen sites were chosen and 13 participated.

Rural sites in upstate New York (n=7) included a solo pediatric practice, a hospital-based
pediatric practice, four multi-specialty offices, and a small-town practice. Baltimore sites (n=4)
included two community clinics, a group private practice, and a hospital-based family practice.
Two Washington, DC sites included a private practice and a multi-service center that primarily
served Latino families. None had collaborative arrangements with psychiatrists or
psychologists, and all served populations (infant to 18 years) with a mix of insurance.

Eighty-three percent (N=54) of PCPs participated; 40.7% were male, 35.1% family
practitioners, 64.8% pediatricians, 81.4% medical doctors, 16.6% nurse practitioners, and 1.8%
physician assistants. Eighty-eight percent were Caucasian, 9.4% African American, and 1.8%
“Other.” PCP gender was unrelated to specialty or age (results not shown). The number of
participating PCPs from each site ranged from 1 to 13. PCPs in 9 sites were predominately
female. Sixty-two percent (n=221) of visits included in these analyses were with female PCPs.

Population
Recruitment of families within the same region took place from December 2002 to August
2005. Interviewers approached all families in the waiting area. Families were eligible if the
child scheduled for the visit was 5–16 years old, visiting a participating PCP, and reported pain
of 4 or less on a scale of 1–10 (1=no pain). One child was randomly selected if more than one
per family was eligible. The parent/caregiver (hereafter parent) and youth (age 11–16) provided
written consent; youth age 5–10 provided assent. Parents were compensated $15. The Johns
Hopkins Bloomberg School of Public Health Committee on Human Research and the ethics
boards of each clinic approved the procedures. Youth completed questionnaires in the waiting
area following the visit. Spanish instrumentation was used when appropriate.

Of 871 families recruited, 4.9% refused or were ineligible. Of the remaining 828 families,
43.2% of youth (N=358) were age 11–16 years (M=13.4) and had complete data for inclusion
in the analyses. Children younger than age 11 did not self-report and were excluded from these
analyses.

Prior to the visit, parents (94.0% mothers) reported the reason for the visit, number of previous
visits to the PCP, and youth demographics. Fifty-two percent of visits were for well-child
appointments, 31.0% acute medical, 10.6% medical follow-up, and 5.8% mental health. Fifty-
eight percent were non-Latino Caucasian, 30.4% non-Latino African American, 8.1% Latino
“Other” race, and 3.6% non-Latino “Other” race. Latino “Other” and non-Latino “Other” youth
were combined because the non-Latino “Other” sample was too small for valid inferences.
Fifty-five percent had private insurance; the remaining had Medicaid or no insurance. Ten
percent were visiting the PCP for the first time, 36.0% had 1–5 previous visits, 16.2% 6–10
visits, 17.2%11–20 visits, and 20.1% more than 20 visits.

Measures
We examined five outcomes collected directly following the visit. Youth answered two
questions to report their perceptions of the PCP. These questions were (1) “Overall, do you
feel that during today’s visit your doctor/nurse practitioner understood the problem you wanted
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to discuss at this visit?”; and (2) “Overall, do you feel that during today’s visit your doctor/
nurse practitioner helped ease your mind in terms of your worries?” Response options ranged
from 1 (strongly disagree) to 5 (strongly agree). These questions were derived from a previous
investigation of patient attitudes toward primary care [24] and were believed to reflect youth
perceptions of care directly associated with communication with the PCP. Youth answered 3
additional questions that were intended to reflect “mutuality” [25] in physician-patient
communication, which is characterized by partnership between the physician and patient and
the active participation of the patient in treatment. These questions were (1) “If there were
choices to make about any treatments that may have been discussed today, how often do you
think this doctor would ask you to help make the decisions?”; (2) “How often does this doctor
give you some control over your treatment?”; and (3) “How often does this doctor ask you to
take some of the responsibility for your treatment?” Response options ranged from 1 (never)
to 5 (very often). These questions have been used to assess physician-patient communication
in previous primary care research [26]. Items were not constructed to form a scale.

Independent and control variables were selected based on conceptual models of physician-
patient communication [5,25], and a review of factors that influence patient satisfaction [27].

The discussion of sensitive topics during the visit was the independent variable. Directly
following the visit, youth completed 7 items to report whether the visit included the discussion
of: (1) getting into trouble for behavior; (2) mood; (3) getting along with other people; (4)
parent mood or feelings; (5) family stresses or problems; (6) sexuality or birth control; and (7)
drugs, tobacco, or alcohol. Each item required a “Yes” or “No” response.

Youth reported whether they were alone with the PCP during the discussion of these topics
and whether they would have liked to have more time alone with the PCP.

Youth self-reported mental health symptoms using the 33-item Strengths and Difficulties
Questionnaire (SDQ), which has been used as a mental health-screening tool in clinical and
community settings [28]. Symptoms are summed (range 0–40), with scores of 16 or higher
identifying youth in the “high difficulties” range of the U.S. normative population or the 9%
with the most difficulties [29].

PCPs completed the following measures two weeks prior to their randomization to participate
in the training and six weeks prior to the recruitment of youth.

PCP beliefs and attitudes about treating “psychosocial” or non-medical problems were
measured using the 14-item Physician Belief Scale (PBS)[9]. Response options range from 1
(disagree) to 5 (agree) on a Likert scale. Scores range from 14 to 70, with higher scores
indicating less positive beliefs and attitudes. Scores in our sample ranged from 18 to 42
(M=31.37, SD=5.52) and demonstrated good internal consistency [30].

PCP confidence in his or her ability to provide counseling was measured using the 11-item
Provider Confidence Scale (PCS)[30]. This scale measures comfort in the ability to counsel a
parent for emotions, substance use, or an abusive partner, and counsel youth with for emotions,
behaviors, hyperactivity/short attention, or trouble getting along with friends. Response options
range from 1 (not at all comfortable) to 5 (extremely comfortable) on a Likert scale. Possible
scores range from 11 to 55, with higher scores indicating greater comfort. Scores in our sample
ranged from 11 to 53 (M=32.05, SD=7.77) and demonstrated good internal consistency [30].

Data Analyses
The distribution of each outcome was calculated. The five outcomes were then dichotomized
for ease of interpretation. Responses were dichotomized into those who reported to “agree” or
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“strongly agree” that the PCP “understood the problems that you wanted to discuss at the visit”
and “helped ease your mind in terms of your worries” versus those who disagreed or were
unsure. Responses were dichotomized into those who reported that the PCP “often” or “very
often” asked the youth to make decisions about treatment; gave the youth control over
treatment; and asked the youth to take responsibility for treatment, versus those who reported
that the PCP “never,” “rarely,” or “sometimes” did so.

The PBS and PCS were z-transformed and centered. T-tests with equal variance were used to
examine the relationship between the discussion of sensitive topics with scores on the PBS and
PCS. Chi-square was used to examine relationships between the discussion of sensitive topics
and PCP and youth characteristics.

Multivariate random effects logistic regression was used to model the odds ratio (OR) and 95%
confidence interval (95% CI) of each outcome as a function of the discussion of sensitive topics
and covariates. This method accounts for the clustering of youth within PCP by using the PCP
identifier as a grouping variable [31]. Clustering within site was of interest, but the number of
sites was too small for valid estimates. Five regression models (one for each outcome) were
built in a step-wise fashion to examine the result of adding each variable in the following order:
discussion of one or more sensitive topics, reason for visit, PBS, PCS, PCP receipt of
intervention training, number of previous visits, PCP gender, specialty, SDQ, youth race/
ethnicity, insurance status, age, and gender. The sample had adequate power and degrees of
freedom to allow for the retention of variables that did not achieve statistical significance in
order to demonstrate the absence of confounding. Sensitivity analyses were conducted to
examine changes in the magnitude, direction, and statistical significance of coefficients when
statistically non-significant variables were omitted and when continuous outcomes were
modeled using multivariate random effects linear regression.

Multivariate logistic regression was also used to model the OR and 95% CI of each outcome
as a function of the number of sensitive topics that was discussed and covariates. Variables
were entered in the same order for these regressions. Stata 9 was used for the analyses [32].

Results
Youth mental health symptoms: Youth reported an average of 11.02 (SD=6.3) symptoms
and 23% scored within the “high difficulties” range. This average was slightly higher than
among youth in non-clinic community settings [33–34].

Discussion of sensitive health topics: Twenty-nine percent (n=107) of visits included the
discussion of behavior, 43.3% (n=155) mood, 46.4% (n=166) getting along with others, 30.2%
(n=108) parent mood, 32.7% (n=117) family problems, 29.1% (n=104) sexuality or birth
control, and 33.2% (n=119) drugs, tobacco, or alcohol.

Seventy percent (n=253) of visits included the discussion of one or more sensitive topics.
Among visits that included the discussion of at least one sensitive topic, 19.3% (n=49) included
the discussion of one additional topic, 17.3% (n=43) two additional topics, 12.2% (n=31) three
additional topics, 12.6% (n=32) four additional topics, 7.1% (n=18) five additional topics, and
10.2% (n=26) six additional topics. Twenty-one percent (n=53) of visits included the discussion
of only one topic. Therefore, the outcomes were examined as a function of the discussion of
one or more sensitive topics in order to estimate stable regression models and avoid colinearity.

Among youth who reported the discussion of one or more sensitive topics, 44.3% (n=112)
reported that the discussion occurred when alone with the PCP. Eight percent (n=30) of all
youth wanted to have more time alone with the PCP.
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Youth perceptions of care: Youth perceptions of care were widely distributed (Table 1). When
responses were dichotomized, 76.2% agreed or strongly agreed that the PCP understood his or
her problems, 64.5% agreed or strongly agreed that the PCP eased his or her mind, 60.3%
reported that the PCP often or very often allowed the youth to make treatment decisions, 56.9%
reported that the PCP often or very often gave the youth control over treatment, and 61.4%
reported that the PCP often or very often asked the youth to take responsibility for treatment.

Chi-square suggested that a larger proportion of youth reported each outcome when the visit
included the discussion of one or more sensitive topics (Table 2). Chi-square also suggested
that a larger proportion of youth who visited a female PCP reported to “agree” or “strongly
agree” that the PCP understood his or her problems (85.6% versus 73.2%; p=.006) and eased
his or her mind (73.4% versus 59.3%; p=.007). A larger proportion of youth who visited a
female PCP reported that the PCP “often” or “very often” asked the youth to make treatment
decisions (68.7% versus 55.0%; p=.022), gave the youth control over treatment (64.3% versus
52.7%; p=.035), and asked the youth to take responsibility for treatment (71.9% versus 55.5%;
p=.004). No other PCP or youth characteristics were associated with the outcomes in bivariate
analyses (results not shown).

Multivariate random effects logistic regression suggested that youth had higher odds of
agreeing or strongly agreeing that the PCP understood his or her problems or eased his or her
mind when the visit included the discussion of one or more sensitive topics (Table 3). Youth
also had higher odds of reporting that the PCP “often” or “very often” asked the youth to make
treatment decisions, gave the youth control over treatment, and asked the youth to take
responsibility for treatment when the visit included the discussion of one or more sensitive
topics. Youth who visited a male PCP had lower odds of reporting that the PCP understood
his or her problems and asked the youth to make treatment decisions.

Youth with a higher number of mental health symptoms had slightly lower odds of agreeing
or strongly agreeing that the PCP understood his or her problems and of reporting that the PCP
often or very often asked the youth to make treatment decisions. The direction and statistical
significance of coefficients did not appreciably change when non-Latino “Other” youth were
excluded (to examine the effect of language) or when continuous outcomes were used.

Youth also had higher odds of each outcome when more sensitive topics were discussed. That
is, after accounting for covariates, each additional sensitive topic that was discussed was
associated the increased odds that the PCP understood his or her problems (OR:1.40 95% CI:
1.14–1.72), eased his or her mind (OR:1.31 95% CI:1.13–1.53), asked the youth to make
treatment decisions (OR:1.32 95% CI:1.14–1.52), gave the youth control over treatment (OR:
1.25 95% CI:1.09–1.43), and gave the youth responsibility for treatment (OR:1.12 95% CI:
1.01–1.29). No other coefficients achieved statistical significance (p < .05) in these regressions.

Discussion
Youth had more positive perceptions of the PCP and reported taking a more active role in
treatment when sensitive topics were discussed. These findings advance the literature by
demonstrating that the discussion of sensitive topics during primary care visits had an
independent and robust relationship with youth perceptions of care, which was not explained
by other characteristics of the youth or PCP.

These findings have several implications for primary care practice. Although these data were
cross-sectional, in the context of conceptual models of physician-patient communication [5]
and previous research [1–2], these findings suggest that the discussion of sensitive topics may
meet youth expectations for care and have a positive impact on perceptions that are associated
with satisfaction and participation in treatment. Such positive perceptions may improve the
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intention to follow through with treatment [17], willingness to seek treatment in the future, and
actual health outcomes [18–19].

PCP specialty, confidence in counseling skills, and attitudes toward treating non-medical
concerns were unrelated to the discussion of sensitive topics or youth perceptions. Although
not the focus of these analyses, youth had less positive perceptions of male PCPs. The role of
PCP gender in communication with patients is complex and dynamic [34] and a thorough
review of this field of research is outside the scope of this report. It is noteworthy, however,
that previous research has suggested female PCPs are more likely to discuss emotions and
“psychosocial” or non-medical information, and are more likely to communicate in ways that
build partnership with the patient [34]. Research is needed to understand whether the quality
of communication about sensitive topics with youth differs according to PCP gender and
whether PCP gender is independently associated with a range of youth perceptions of care.

Few youth reported the discussion of only one sensitive topic and youth had more positive
perceptions of care when a greater number of sensitive topics were discussed. Strategies are
likely needed to help PCPs efficiently discuss a range of topics in a short amount of time.
Approaches to discussing youth mental health problems in primary care [21] could be adapted
to address a broader range of topics. Such strategies seem particularly necessary considering
that nearly 30% of visits did not discuss even one sensitive topic.

There are several limitations. PCPs were participating in a training to improve their ability to
communicate about mental health related concerns. Participation in the training was unrelated
to the outcomes or the proportion of visits that included the discussion of sensitive topics, but
it did have a positive impact on the emotional distress of mothers and the mental health
functioning of racial and ethnic minority youth [21]. The measurement of the training and the
discussion of sensitive topics may have been too crude to detect a relationship. Participation
in the research, regardless of the training, may limit generalizability.

The majority of visits that included the discussion of one sensitive topic included the discussion
of other topics. It is possible that outcomes were differentially associated with specific topics.
For example, youth may have had more positive perceptions when family problems rather than
mood was discussed. This study was unable to examine this question. Future research is
necessary to understand the acceptability of discussing specific topics. Qualitative methods
may be particularly useful for such research.

We did not measure whether youth perceived PCPs as a confidential source of care. Only youth
who reported the discussion of sensitive topics were asked whether they were alone with the
PCP. Thus, we were not able to examine whether time alone with the PCP was associated with
the discussion of sensitive topics or the outcomes. Future research should examine whether
there are differences in PCP communication about sensitive topics in the absence of parents.
Finally, there was inadequate variability to examine PCP race and ethnicity.

The findings suggest that the discussion of sensitive topics had a positive and independent
relationship with youth perceptions of care. Future research is needed to understand whether
communication about sensitive topics improves the adoption of healthy behaviors and health
outcomes.
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Table 1
Youth Perceptions of Care

Outcome M SD Range of Responses Dichotomized
Responses n (%)

Overall, do you feel that during today’s visit your doctor/
nurse practitioner understood the problems you wanted to
discuss at the visit?

4.19 1.03 1–5 273 (76.2%)*

Overall, do you feel that during today’s visit your doctor/
nurse practitioner helped ease your mind in terms of your
worries?

3.89 1.17 1–5 231 (64.5%)*

If there were choices to make about any treatment that
may have been discussed today, how often do you think
this doctor would ask you to help make the decision?

3.77 1.08 1–5 216 (60.3%)**

How often does this doctor give you some control over
your treatment?

3.63 1.19 1–5 204 (56.9%)**

How often does this doctor ask you to take some
responsibility for your treatment?

3.68 1.25 1–5 220 (61.4%)**

*
Number and percent who responded “agree” or “strongly agree”

**
Number and percent who responded “often” or “very often”
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Table 2
Youth Perceptions of Care and Discussion of Sensitive Health Topic

Outcome Visit included the
discussion of sensitive
topic* n = 253

Visit did not include
discussion of sensitive topic n
= 105

χ2
3

Provider understood problems** 85.3% 69.9% 11.05
Provider eased worries** 74.5% 52.5% 15.71
Youth made treatment decisions† 70.4% 47.0% 16.70
Youth took control over treatment† 66.9% 43.5% 16.17
Youth took responsibility for treatment† 70.7% 52.0% 10.68

*
Visit included discussion of one or more of the following: getting into trouble for behavior, youth mood, getting along with other people, parent mood

or feelings, family stress or problems, sexuality or birth control, and drugs, tobacco, or alcohol. All chi-square values are statistically significant (p < .
001).

**
Youth responded “agree” or “strongly agree” to question

†
Youth responded “often” or “very often” to question
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