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Abstract 

Introduction:  The United States (U.S.) has higher rates of sexually transmitted infections (STIs) and adolescent preg-
nancy than most other industrialized countries. Furthermore, health disparities persist among racial and ethnic minor-
ity adolescents (e.g., African American and Latinx) and in counties located along the U.S.–Mexico border region—they 
demonstrate the highest rates of STIs and unintended pregnancy among adolescents.

Methods:  Qualitative data were collected as part of formative research for the development of a mobile app that 
provides gender-inclusive sexual education to adolescents living in the U.S.—Mexico border region. From August 
2019 to March 2020, the study team conducted 11 in-depth interviews with healthcare providers and three focus 
groups with cisgender, heterosexual, and SGM adolescents ages 15–18 (n = 20).

Results:  Providers and adolescents reported similar barriers to accessing SRH in this region such as transportation, 
lack of insurance and cost of services or accessing services without their parent’s knowledge. However, providers 
shared that some adolescents in this region face extreme poverty, family separation (i.e., parent has been deported), 
have a mixed family legal status or are binational and have to travel every day from Mexico to the U.S. for school. 
These challenges further limit their ability to access SRH.

Conclusions:  Adolescents in the U.S.-Mexico border region face unique economic and social challenges that further 
limit their access to SRH care, making them uniquely vulnerable to STIs and unintended pregnancy. The prototype 
of the app was developed based on the needs expressed by providers and adolescents, including providing com-
prehensive Sex Ed and mapping of free comprehensive and confidencial SRH services available in the region and is 
being pilot tested. Our findings provide further evidence for the need for interventions and service delivery, programs 
tailored for residents in the border region.
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Background
Within the United States (U.S.), cases of sexually 
transmitted infections (STIs) have continued to rise 
in recent years [1]. One geographic area with sig-
nificant STI burden is the border region between the 
U.S. and Mexico, where the rates for STI have contin-
ued to increase in the past five years [2]. There was a 
9.6% increase in cases of chlamydia and a 18% increase 

in cases of gonorrhea from 2017 to 2018 in the previ-
ous 12-month period [3–5]. Further, among ethnici-
ties aged under 20  years, African American (AA) and 
Latinx populations had the highest rates of chlamydia 
and gonorrhea [3–5]. The region along the U.S.-Mexico 
border experiences high rates of poverty, low rates of 
medical insurance, low rates of health literacy exac-
erbated by language issues, and minimal access to 

Resumen 

Introducción:  Estados Unidos (EE. UU.) tiene tasas más altas de enfermedades de transmisión sexual (ETS) y 
embarazo en adolescentes comparado a otros países industrializados. Además, las disparidades de salud persisten 
entre los adolescentes que son minorías (por ejemplo, Afroamericanos y Latinos) y en los condados ubicados a lo 
largo de la región fronteriza de EE. UU. y México, donde se muestran las tasas más altas de ETS y embarazos no desea-
dos en adolescentes.

Métodos:  Se recolectaron datos cualitativos como parte de una investigación formativa para el desarrollo de una 
aplicación móvil que brinda educación sexual a adolescentes que viven en la región fronteriza. De agosto del 2019 a 
marzo del 2020, se llevaron acabo 11 entrevistas a profundidad con proveedores de salud y tres grupos focales con 
adolescentes cisgénero, heterosexuales y LGBTQIA + de 15 a 18 años (n = 20).

Resultados:  Los proveedores y los adolescentes informaron barreras similares para acceder a los servicios de salud 
sexual y reproductiva (SSR) como el transporte, la falta de seguro médico, el costo de los servicios y acceder a los ser-
vicios sin el conocimiento de sus padres. Además, los proveedores compartieron que algunos adolescentes enfrentan 
pobreza extrema, separación familiar (por ejemplo, el padre ha sido deportado), tienen un estatus legal familiar mixto 
o son binacionales y tienen que viajar todos los días de México a los EE. UU. para ir a la escuela.

Conclusiones:  Los adolescentes en la región fronteriza de EE. UU. y México enfrentan desafíos económicos y sociales 
únicos que limitan aún más su acceso a SSR, lo que los hace especialmente vulnerables a las ETS y a los embarazos no 
deseados. El prototipo de la aplicación fue desarrollado en base a las necesidades expresadas por los proveedores y 
los adolescentes, como educación sexual integral y mapeo de los servicios de SSR gratuitos y confidenciales disponi-
bles en la región, y se esta llevando acabo la prueba piloto. Nuestros hallazgos evidencian la necesidad de interven-
ciones y programas de SSR que se adapten a las necesidades únicas que enfrentan los adolescentes en esta región.

Palabras clave:  Adolescentes, Salud sexual y reproductiva, LGBTQIA + , Acceso a la salud sexual y reproductiva, 
Región fronteriza México-Estados Unidos

Plain language summary 

The United States (U.S.) has higher rates of sexually transmitted infections (STIs) and adolescent pregnancy than most 
other industrialized countries. Furthermore, health disparities persist among racial and ethnic minority adolescents 
(e.g., African American and Latinx) and in counties located along the U.S.–Mexico border region—they demonstrate 
the highest rates of STIs and unintended pregnancy among adolescents. A study was conducted as part of forma-
tive research for the development of a mobile app that provides gender-inclusive sexual education to adolescents 
living in the U.S.—Mexico border region. From August 2019 to March 2020, the study team conducted 11 in-depth 
interviews with healthcare providers and three focus groups with cisgender, heterosexual, and SGM adolescents ages 
15–18 (n = 20). Providers and adolescents reported similar difficulties accessing care such as transportation, lack of 
insurance and cost of services or accessing services without their parent’s knowledge. However, providers shared that 
some adolescents in this region face extreme poverty, family separation (i.e., parent has been deported), have a mixed 
family legal status or are binational and have to travel every day from Mexico to the U.S. for school. It is evident that 
adolescents in the U.S.-Mexico border region face unique challenges that further limit their access to care, making 
them uniquely vulnerable to STIs and unintended pregnancy. The prototype of the app was developed based on 
the needs expressed by participants and is being pilot tested. Our findings provide further evidence for the need for 
service delivery and programs tailored for residents in the border region.
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healthcare providers [6–9]. Increasing access to sexual 
and reproductive (SRH) services is a key priority of 
the Health Border 2020 initiative to address SRH dis-
parities within these underserved and under resourced 
communities; however, few studies have explored the 
SRH service needs and preferences among adolescents 
living in the border region [10–12].

While individual-level determinants, such as high-risk 
behaviors, contribute to disease transmission and acqui-
sition risk, it is widely accepted that social barriers to STI 
prevention and control efforts also contribute to infec-
tious disease prevalence. The accessibility of SRH ser-
vices is influenced by a complex set of factors related to 
adolescent’s awareness of services, socio-cultural norms 
regarding sexual activity of adolescents, availability of 
services, costs of using the services and the quality the 
services they provide. These factors are exacerbated by 
the lack of comprehensive sexual education in the U.S. 
wherein information shared in schools is highly variable 
depending on the state and sometimes the city in which 
a student lives. The result of this variability is that some 
students receive little to no pertinent information on 
sexual health and sexuality which can lead to increased 
sexual risk-taking behaviors (e.g., condomless sex, mul-
tiple sexual partners, anal sex) among adolescents and 
emergent adults [13–18]. For sexual and gender minority 
(SGM) adolescents, sex education tends to be an expe-
rience that leaves them feeling invisible [19, 20]. This 
invisibility can reinforce feelings of isolation and mar-
ginalization, leading to higher rates of depression, sui-
cidal ideation, increased number of sexual partners, and 
higher rates of pregnancy [21–24].

Adolescents often find themselves not understanding 
their rights to accessing SRH services, including privacy 
and confidentiality, or find themselves unable to navigate 
care systems. This can ultimately impact adolescents’ 
comfortability once in a clinical setting [25, 26]. The 
desire for privacy and confidentiality may hinder SRH 
discussions with routine medical providers out of cau-
tion that doing so could change the provider’s attitudes 
toward them and impact the quality of care they receive. 
By choosing not to disclose sexual behavior or sexual 
orientation information, pertinent knowledge and care 
are unintentionally withheld from adolescent patients, 
including information about primary and secondary pre-
vention methods.

Improving linkage to affirming SRH services for ado-
lescents and young adults has been demonstrated to 
decrease STI transmission, unintended or unwanted 
pregnancy, and increase the uptake of preventative 
behaviors (e.g., condom use, Pre-Exposure Prophylaxis) 
[27–29]. Thus, the goal of this study was to explore the 
barriers for access and linkage into care experienced by 

cisgender, heterosexual, and LGBTQIA + adolescents 
as well as SRH providers that work with adolescents in 
clinic sites located in high schools near the U.S.–Mexico 
border region in order to inform a mobile-app interven-
tion to improve access and linkage to SRH care.

Methods
Study setting
This study took place in the Sweetwater Union High 
School District; it was selected because it is the larg-
est secondary school district in California and is located 
in the U.S.-Mexico border region [30]. Approximately 
87% of students belong to an ethnic minority group 
and ≥ 58.5% qualify for a free/reduced lunch [31]. This 
region also has higher rates of STIs, unintended preg-
nancy, and illicit drug use than the national average [3–5, 
32, 33]. Our community partner has been working with 
this school district for the past two years and has success-
fully established school-based clinics across three high 
schools in this district.

Study design
Utilizing community-engaged research approaches, the 
principal investigator (PI) conducted in-depth interviews 
(n = 11) with social and healthcare providers, adminis-
trators, local community leaders from both clinics and 
non-government organizations (NGOs) that work with 
heterosexual, cisgender, and LGBTQIA + adolescents 
in the proposed school district [34, 35]. Further, focus 
groups (n = 3; 20) were conducted with cisgender, het-
erosexual, LGBTQIA + adolescents seeking SRH services 
at the school-based clinics as well as a sexual health clinic 
located in the school district that offeres access to free 
services to adolescents and young adults, to assess ado-
lescent needs, identify barriers to accessing care, and key 
services available.

Recruitment
For the in-depth interviews (IDI) with providers, utiliz-
ing a purposive sampling approach, potential participants 
received an email from the study team inviting them to 
participate in an in-depth interview regarding their work 
with adolescents, highlighting that the interview was 
completely voluntary and confidential, and including 
information on the best way to reach the research team 
to schedule an interview based on their availability. Eli-
gibility criteria included: (i) being an SRH adolescent 
provider, promotores, health educator, administrator, 
community leaders/advocates for adolescent health in 
an organization located in the Sweetwater Union High 
School District; (ii) age > 18 years-old; (iii) have provided 
services and/or work directly with cisgender, heterosex-
ual and/or LGBTQIA + adolescents at least once a month 
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or involved in delivery or administration of SRH services 
for adolescents; (iv) able to provide voluntary informed 
consent; (v) literate in English or Spanish. All partici-
pants provided voluntary written informed consent when 
they arrived to the IDI and received a $20 gift card for 
their participation. Additionally, focus groups (FGs) 
were also conducted with cisgender, heterosexual and 
LGBTQIA + adolescents ages 15–18 years of age seeking 
confidential SRH services at a teen clinic and the school-
based clinics located in the service area. Inclusion criteria 
for the FGs included: (i) currently enrolled as a student 
in a high-school located in the Sweetwater Union High 
School District; (ii) age 15–18 years old; (iii) self-identify 
as cisgender, heterosexual and/or LGBTQIA + ; (iv) liter-
ate in English or Spanish; (v) able to provide voluntary 
informed consent. We included both adolescents who are 
sexually and not sexually active. Local female research 
staff approached adolescents in the waiting rooms of the 
participating clinics (e.g., the teen clinic or the school-
based clinic) and provided them with a study recruitment 
card. The recruitment card had a unique ID, explained 
the purpose of the study and encouraged those interested 
in participating to text the listed phone number with the 
words “Interested?” or “te interesa?” and the unique ID. 
The phone number was a Google Voice number set-up 
and monitored by the study research staff that masked 
the direct line’s outgoing and incoming phone numbers 
(to protect the participants privacy). After potential 
participants texted the number, the study research staff 
confirmed with the client that they met the eligibility cri-
teria through text messages. If the client was eligible, they 
were asked through messaging if they were interested in 
participating in an upcoming FG discussion. If they con-
firm their interest, the research staff arranged for them 
to attend an upcoming FG discussion at the teen clinic 
through text messaging. At all points of communica-
tion, staff emphasized that participation was completely 
voluntary and that their access to services at the clinics 
would in no way be impacted by their decision to partici-
pate or not, or the nature of their participation. All par-
ticipants provided voluntary written informed consent 
when they arrived to the FG session and received a $20 
gift card for their participation in the FG. The study was 
approved by the Institutional Review Boards at the Uni-
versity of California, San Diego and San Ysidro Health’s 
Ad hoc IRB review committee.

Data collection
Female research assistants and the PI conducted a total of 
eleven IDIs in English. The interviews were audio-taped 
and lasted approximately 60  min. Questions explored 
issues related to the SRH needs of adolescents based on 
the providers experiences, barriers to accessing services, 

services available at their organization and other nearby 
locations that service adolescents. Similarly, female 
research assistants and the PI conducted a total of 3 FGs 
(n = 20; 6–7 participants per group) with cisgender, het-
erosexual, and LGBTQIA + adolescents. FGs were audio-
taped (identified using only a study-unique identification 
number and pseudonyms) and lasted 60–90  min. The 
questions followed a semi-structured open-ended guide 
informed by our previous work with medically under-
served adolescents and explored themes related to.

adolescent needs, barriers to accessing care, prevention 
programming, and key services that could be incorpo-
rated to the app to increase linkage into care [36–38].

Data analysis
All interviews and FGs were conducted in English. 
Transcripts from the interviews and focus groups were 
transcribed verbatim by the research team. Qualita-
tive analysis was led by the PI in conjunction with three 
members of the research team. The research team sys-
tematically read through transcripts, engaged in open 
line-by-line coding and constructed a coding scheme 
based on the content of the transcripts which was itera-
tively revised until the research team reached consen-
sus. Transcripts were coded in ATLAS.ti version 6.2 to 
group, label, and describe intersections between emer-
gent themes related to the SRH need of cisgender, het-
erosexual, and LGBTQIA + adolescents, sexual education 
(Sex Ed) content (i.e., sexuality, consent, gender norms, 
birth control, HIV/STIs, myths, etc.), barriers to access-
ing care, key services available that can be incorporated 
to the app to increase linkage into care, feasibility and 
acceptability of using a feature for linkage into care for 
adolescents [39, 40]. Thematic saturation as directly and 
broadly related to the aforementioned research ques-
tions, was reached with the eleventh IDI and the third 
FG. Using the final coding scheme, inter-coder reliability 
was assessed and achieved greater than 80% consistency 
between the coders. This analysis adopted deductive and 
inductive perspectives in which participants’ language 
and experiences were used to interpret our research 
questions [41]. For ethical and confidentiality purposes, 
names of participants reported in the results have been 
changed.

Results
Participant characteristics
Among the twenty cisgender, heterosexual, LGBT-
QIA + adolescents (n = 20) that participated in the FGs, 
the mean age was 16.1 years and all participant where cur-
rently enrolled in high school. Thirty percent (n = 6) iden-
tified as LGBTQIA + and 70% (n = 14) as cisgender and/
or heterosexual (Table  1). Among the social and health 
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care providers that participated in the IDIs (n = 11), 36.3% 
(n = 4) identified as male, 54.4% (n = 6) as female and 9.0% 
(1) as transgender. We had a good representation of differ-
ent services providers including school-based physicians 
(n = 2), social service providers (n = 2), school-based nurse 
(n = 1), teacher (n = 1), licensed marriage and family thera-
pist (n = 2), peer-health educator (n = 2) and a community 
health specialist (n = 1) and 66.6% (n = 8) had been work-
ing with adolescents for 5 or more years (Table 2).

Physical barriers to accessing SRH
According to providers in the area, SRH services are 
available but not always readily accessible to adolescents. 
Nine out of the eleven providers that participated (81%) 
listed transportation as the dominant physical barrier 
that makes it challenging for adolescents to access ser-
vices. When a school-based provider refers a student 
to services in the area (because they do not have the 
resources there), the student is responsible for their own 
transportation to and from the clinic.

“Transportation is one [barrier], because if we 
do refer someone to the community health center, 
they’re responsible for providing their own transpor-
tation. Even though they can leave campus without 
their parent’s knowledge and go to the health center, 
they still have to get there. Unless they’re savvy 
and know how to use the bus system or have some-
one take them, it’s pretty difficult to get here.” (IDI, 
Health and Physical Education Teacher, Male )
“… one of the main barriers was location of wherever 
they’re getting their services. Uhm, so our clinic was 
near schools, like it was still hard for them to walk, 
like it wasn’t next door to a school or anything, it 
was like a mile away which is, you know, like if they 
don’t have a car, then it’s hard for them to access, so 
definitely transportation.” (IDI, Peer-Health Educa-
tor, Male)

Given the close proximity of this school district to the 
U.S.-Mexico border, providers reported serving a large 
bi-national adolescent population. Providers reported 
that approximately 30–50% of students are separated 
from their nuclear family in order to attend schools in 
the U.S., while other students cross the border on a daily 
basis. Other students experience homelessness or hous-
ing insecurity. Providers described how instability of 
the home or disrupted living situations contributed to 
physical barriers in adolescents seeking and maintaining 
proper SRH care.

“I think the biggest barrier in the population we 
have is that they are dealing with a lot of chaos in 
their families. Be it financial problems, be it parents 
being separated due to being deported” (IDI, Youth 
Enhancement Services Provider, Male)
“It’s not just as easy as I don’t know where to go? 
It’s how am I gonna get there? If I have a kid, who’s 
gonna watch my kid, how am I going to take off work 

Table 1  Characteristics of adolescents (N = 20) seeking sexual 
and reproductive health services in the U.S.—Mexico border 
region

Variable N = 20 (100%)

Age (mean) 16.1

Gender

 Male 4 (20%)

 Female 16 (80%)

Education

 Currently enrolled in high school 20 (100%)

 Speaks another language other than English at home 16 (80%)

 Self-identify as LGBTQIA +  6 (30%)

 Self-identify as cisgender and/or heterosexual 14 (70%)

Table 2  Characteristics of social and healthcare providers in the 
U.S.—Mexico border region serving adolescents (N = 11)

Variable N = 11 (100%)

Age

 18–24 years old 2 (22.2%)

 25–34 years old 2 (22.2%)

 25–44 years old 2 (22.2%)

 45–54 years old 5 (45.5%)

Sex

 Male 4 (36.3%)

 Female 6 (54.4%)

 Transgender 1 (9.0%)

Race/Ethnicity

 White 5 (45.5%)

 Asian 1 (9.0%)

 Hispanic or Latinx 5 (45.5%)

Occupation

 School-based healthcare provider (e.g., physician) 2 (22.2%)

 Social services provider 2 (22.2%)

 School-based nurse 1 (9.0%)

 Teacher 1 (9.0%)

 Licensed marriage and Family Therapist (LMFT) 2 (22.2%)

 Peer-health educator 2 (22.2%)

 Community Health Specialist 1 (9.0%)

Number of years working with adolescents

 < 1 year 1 (9.0%)

 1—5 years 4 (36%)

 5—10 years 2 (22.2%)

 10—15 years 2 (22.2%)

 > 15 years 2 (22.2%)
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when I don’t get paid that much anyway because I 
have to pay this money so that my parents and we 
can still live here” (IDI, Director of Education and 
Engagement, Female)

Adolescents collectively agreed that transportation was 
a factor in attaining SRH services. Some of the concerns 
included not being able to rely on a relative or older adult 
without their parent’s knowledge and the costs of public 
transportation being a barrier for most adolescents.

“There’s no transportation and that’s a big problem 
and again… like what Beet said [the other partici-
pant in the FG], students with conservative parents, 
they have a hard time going behind their backs or - 
well, that sounds bad, or just accessing health ser-
vices without permission.” (FG participant, Female, 
16 years old)

Insurance and cost of services
Providers recognized that a majority of the population 
served in the school district area are low-income or in 
need of an insurance plan. Families are financially strug-
gling to afford basic necessities, i.e., rent, and oftentimes 
adolescents find themselves in a position of responsibility 
to support their family.

“Poverty…putting food on the table and a roof over 
their heads is a priority or dealing with all of the 
chaos that’s happening in their lives is a priority so 
this may not be number one. We get more probably 
no-shows or non-returning to first services” (IDI, 
Youth Enhancement Services Provider, Male)
“I think part of it is cost, part of it is going to the store 
and buying them [condoms]. That could be a bar-
rier” (IDI, Health and Physical Education Teacher, 
Male)

Some of the school-based providers stated that approx-
imately 90% of the students in schools in the district are 
living below the federal poverty line. According to pro-
viders, a large proportion of families qualify for free or 
low-cost insurance, but do not receive the assistance 
needed to properly enroll. When providers serve fami-
lies that have health insurance plans, they often find that 
a lack of knowledge or awareness prevents adolescents 
from regularly accessing the SRH services they need.

“Some of the families do have insurance, a small 
percentage … but when you look at their charts, 
they’re not very frequent visitors to clinics, teens 
in general don’t access care unless they have a 
medical issue very often, they’re generally a pretty 
healthy population so they might have insurance 
and they’re often not sure what they have” (IDI, 

Associate Program Director, Female)
“… they think they’re going to have to pay for it, 
they don’t understand that insurance will cover the 
majority, or 100% pretty much, of the services...” 
(IDI—Director of Education and Engagement, 
Female)
“What I’ve seen is a lot of students with health 
insurance…they have to go with their parent to 
those places and they don’t know how to navigate 
the confidential services.” (IDI, Associate Program 
Director, Female)

Providers also noted that adolescents often do 
not know what type of insurance plan their family 
is enrolled in or are not aware that they can still use 
insurance coverage to access services without their par-
ent’s knowledge. Majority of adolescents in the area 
who access SRH at the clinics qualify for Family Pact 
(FPACT). However, most of them were unaware and 
would typically enroll when they would come to the 
clinic for care.

“So primarily for our adolescent clinic, we almost 
exclusively use FPACT… that would basically make 
sure they don’t have to pay anything...I know that 
sometimes they did use their private insurance, but 
they would have to have the form that says “okay, 
this shouldn’t come on the billing because it’s confi-
dential services” Uhm, so kind of make things easier, 
we would just enroll them into Family Pact” (IDI, 
Health Educator, Female )

Adolescents agreed that no insurance or low quality 
of insurance (e.g., limited coverage) makes SRH services 
such as birth control and hormone replacement therapy 
(HRT) inaccessible. Additionally, they acknowledged the 
difficulties in navigating insurance to cover the cost of 
SRH services without a parent’s knowledge.

“It’s hard for people of economic minority, to buy 
birth control and things like that because birth con-
trol is expensive as is and especially if you don’t have 
insurance, and if they don’t have insurance, I feel 
like these people would rather spend their money on 
other things like paying their bills or food, than on 
reproductive health.” (FG participant, Female, 15 
years old)
“Teenagers don’t have access to their own insurance 
cards. So, I can’t just go to the doctor myself, with my 
own insurance card and do my own stuff without 
my parent knowing… They [teenagers] can’t do it on 
their own, because they don’t know how… like they 
don’t want anything getting back to their parent, 
basically.” (FG participant, Female, 17 years old)
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Parental influence on SRH services uptake
Many adolescents are unable to talk to their parents 
about issues related to SRH as they fear they will disap-
prove. Accessing services without their parent’s knowl-
edge is necessary, however, many spoke about fears that 
their parents would find out or were not aware that they 
could access SRH without parental permission. Every 
provider described parental influence or permission to be 
a common barrier. When serving adolescent populations, 
they are frequently asked questions regarding the confi-
dentiality of their visit.

“They think that their parents have to be involved 
somehow, so one of the main questions that we get 
when folks reach out for HIV testing, before anything 
else, is “Do my parents have to know?” (IDI—Youth 
Services Department Manager, Transgender)

Similarly, perceptions of what parents may allow or not 
allow often dictated services or prevention methods ado-
lescents might utilize.

“A lot of students don’t want to use contraception 
because parents aren’t supportive of that…” (IDI, 
School-based Physician, Female)
“We’ve definitely had a lot of students who haven’t 
gotten the care they need because they did not want 
to ask their parents for permission….” (IDI, School-
based Nurse, Female)
“I’ve noticed that some of the parents usually say, 
“you don’t need that” or “you’re not at that age 
to get any of that”, and they are clearly at that age 
where they want to know what it’s like and they need 
to know about protection and everything…” (IDI, 
Health Educator, Male)

Cultural and political climate
Providers reported that some of their patients do not feel 
comfortable applying for government programs that are 
low cost or no cost due to immigration status and fear 
based on the current political climate. This created an 
additional barrier for adolescents to access care.

“A newer barrier… is a lot of concern around even 
enrolling in FPACT because immigration status. At 
one of my other sites… she [client] was in the process 
of an immigration … and she said, “ I don’t want to 
get any government [support], is FPACT a govern-
ment program?” And I said yes, it’s part of Medi-Cal 
and she said, “I don’t want it, I’ll just pay for it.” And 
that’s not really realistic to pay for these services, 
especially if you’re a teen.” (IDI, Associate Program 
Director, Female)

“… with the concerns around public charge, there 
is fear in the family because there’s mixed sta-
tus [immigration status] in the family that’s going 
to affect someone. (IDI, School-based Physician, 
Female)

Likewise, participants mentioned there is some fear 
or stigma in general when engaging in SRH for the first 
time. Participants noted it was necessary to create a space 
where adolescents feel comfortable to help eliminate this 
initial fear.

“So, some of our staff will go out to the clinics and 
make sure it’s youth- friendly. Getting rid of the ini-
tial fear of walking through the door is a big deal.” 
(IDI, School-based Community Service Provider, 
Female)
“I don’t think they feel comfortable enough to come 
up to their teacher. So I definitely think there’s a bet-
ter way to get information. Because I do get students, 
but I think there’s a lot more students that are just 
afraid to ask.” (IDI, Health and Physical Education 
Teacher, Male)

Stigma experienced by LGBTQIA + adolescents
Not surprisingly, providers mentioned that family rejec-
tion and peer victimization were common among LGBT-
QIA + adolescents. The disclosure of their gender or 
sexual identity to their family members caused signifi-
cant interpersonal problems among adolescents and their 
families such as being kicked out of their homes and 
becoming homeless.

“Particularly for LGBTQ kids, because of the stigma 
they face at home, they get kicked out much earlier 
than their straight and cisgender counterparts, so 
we have a lot of folks, like who need a place to stay, 
need a safe house to move into.   So, a lot of things we 
do too, is linkage to other agencies that have housing 
resources.” (IDI, Youth Services Department Man-
ager, Transgender)
“… certainly, there’s a group on campus, like an 
affinity group for LGBTQIA+ students… and the 
students that I’ve talked to, I ask around safety, and 
bullying and all of those things and none of them 
have identified that as a particular issue, but I think 
that there’s definitely a bias towards heteronorma-
tive services. I do have one transgender patient at 
one of the schools, that I’ve been trying to get plugged 
in for transgender stuff, but it’s been incredibly chal-
lenging.” (IDI, School-based Physician, Female)
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Further, LGBTQIA + adolescents have additional barri-
ers to accessing SRH care in this region. They find it dif-
ficult to share access specific LGBTQIA + care as some 
clinicians are not well trained in addressing the concerns 
of members of this community.

“… If you are transgender and non-binary, walking 
into any agency even if it’s a healthcare organiza-
tion, you’re automatically assuming that people are 
not gonna understand what transgender and non-
binary is, they’re not gonna have a place for you to 
explain what your pronouns and what your chosen 
name is. Uhm, so you are automatically putting 
yourself in a situation where you’re either going to be 
mentally stressed out or physically in danger.” (IDI, 
Youth Services Department Manager, Transgender)

Discussion
Numerous reports have highlighted SRH for adolescents 
living near the U.S.-Mexico border as a priority target area 
in order to reduce health inequities and promote healthy 
outcomes in this community [12, 42]. This includes a myr-
iad of barriers that adolescents have to navigate in order 
to access SRH services. Barriers include the physical dif-
ficulty of reaching the clinic if not on school grounds, as 
many adolescents do not have their own transportation 
and public transport is unreliable and expensive for them. 
This is consistent with previous research that has identi-
fied transportation and location as common barriers that 
reduce adolescents’ access to SRH care in the U.S. and 
elsewhere [43–45]. Issues with insurance include a lack 
of sufficient coverage and the inability to pay for services 
due to the high rate of adolescents living below the federal 
poverty line. Even for adolescents who do have coverage, 
many are unaware of what it covers, or do not want their 
parents to find out that they are accessing SRH services as 
they fear they will disapprove. SRH qualifies as a confiden-
tial service and parental consent is not required, however 
many adolescents do not know this or how to navigate the 
system to ensure confidentiality is maintained. Additional 
fears relate to social stigma around SRH as well as the cur-
rent political climate, as some of the adolescents lack doc-
umentation or are worried due to the immigration status 
of a family member and are therefore reluctant to sign up 
to any governmental program.

Parental opinions, including the inability to discuss 
SRH with parents and concerns over the confidential-
ity of services, is one of the key barriers that adoles-
cent populations face —especially when using their 
family insurance for SRH if their parents disapprove 
[46]. Studies have documented that over 40% of ado-
lescents are already sexually active prior to having 
a conversation with their parents about SRH issues 

and parental beliefs and misconceptions around 
the Human papillomavirus (HPV) vaccine promot-
ing sexual activity decreases the number of Latinx 
adolescents in Southern California who get this SRH 
preventative care [47, 48]. Concurrently, adolescents 
continue to navigate social and cultural norms that 
stigmatize SRH and accessing care wherein adoles-
cents fear the unknown in terms of physically going 
to a clinic as well as the apprehension of assumptions, 
judgment and discrimination from providers and other 
clinic staff [14, 28, 46]. Such norms are exacerbated 
among LGBTQIA + adolescents as they navigate sys-
tems entrenched within heteronormative perspectives 
related to SRH [49]. These findings highlight the need 
for interventions to increase knowledge and linkage of 
adolescents to SRH in a way that can be discrete and 
easy for them to use while reframing access to SRH 
services as a normative experience.

Creating a “youth-friendly” environment in adoles-
cent SRH clinics has been found to be essential, and 
fits with what we found in our research. For example, 
ensuring staff are trained to communicate with adoles-
cents in a non-judgmental way, that they use the cor-
rect pronoun, maintain confidentiality, have cultural 
sensitivity, and provide the option of walk-in appoint-
ments, have all been shown to help remove some of 
the barriers for adolescents wanting to access SRH 
services [14, 21, 26, 29]. This is important for all ado-
lescents, but especially for those who identify as LGBT-
QIA + and those living near the U.S.-Mexico border, as 
they are already burdened by environmental factors, 
thus making the need for trauma-informed care and the 
creation of a safe and non-judgmental space even more 
paramount in order for them to feel comfortable and 
willing to access SRH services.

Furthermore, the adolescents in our study, as well as 
others, have shown as overwhelming desire for access 
to more information on information on SRH [13, 14, 
50]. Despite the introduction of the California Healthy 
Youth Act in 2016, that mandates all California schools 
to provide integrated, comprehensive, accurate and 
inclusive Sex Ed at least once in middle school and once 
in high school, the actual delivery of this education dif-
fers greatly between districts. Parents are able to opt 
their child out of these classes and San Diego in par-
ticular has faced a lot of protest against the inclusion of 
this information in the educational curriculum [14–17, 
51]. Leveraging mobile health (mHealth) technology to 
provide adolescents with additional SRH information 
is one promising approach [50, 52]. There are various 
benefits to turning to mHealth to enhance sex educa-
tion, including developing a sense of agency, anonym-
ity, and the ability connect with others.
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Strengths and limitations
This current study and the conclusions made are not 
without some limitations. As our purpose was to induc-
tively explore the experiences of providers and adoles-
cents within a specific region of the U.S.-Mexico border, 
we cannot assume our findings necessarily generalize to 
other adolescent populations across the U.S. In addition, 
adolescents were recruited from a healthcare and school 
setting in which they were seeking care and thus, may 
not represent the most vulnerable adolescents within 
the region. Nevertheless, these limitations should be 
considered with the study strengths. We engaged both 
provider and adolescents to triangulate findings related 
to barriers to SRH services among an underserved and 
under investigated area along the U.S.-Mexico border. 
These results emphasize the necessity to develop affirm-
ing systems of SRH care and accompanying resources to 
enhance adolescent SRH knowledge related to preven-
tion, screening, and navigating care systems.

Conclusions
Adolescents in the U.S.-Mexico border region face unique 
economic and social challenges that further limit their 
access to SRH care, making them uniquely vulnerable to 
STIs and unintended pregnancy. Our findings highlight 
the need for interventions and service delivery programs 
tailored for residents in the border region. Further, the 
study findings were utilized to develop the Sex Ed cur-
riculum and content (e.g., what is consent, gender identity, 
type of birth control, etc.) for the mobile app. Additionally, 
we conducted a geo-mapping of exisiting SRH confidential 
and free services available for cisgender, heterosexual and 
SGM adolescents in the region including hours of opera-
tion, how to qualify for Family planning, access, care and 
treatment (PACT), scheduling appointmets via the app, 
etc. Currently the app is being pilot tested for refinment 
and subsequent larger randomized control trial (RCT).

Abbreviations
U.S.: United States; STIs: Sexually transmitted infections; AA: African Ameri-
can; SRH: Sexual and reproductive health,SGM: sexual and gender minority; 
LGBTQIA + : Lesbian, Gay, Bisexual, Transgender, Queer, Intersex, and Asexual; 
LMFT: Licensed marriage and Family Therapist; PI: Principal investigator; 
NGOs: Non-government organizations; IDI: In-depth interviews; FGs: Focus 
groups; Sex Ed: Sexual education; IRB: Institutional Review Boards; PACT​: Family 
planning, access, care, treatment; HRT: Hormone replacement therapy; HPV: 
Human papillomavirus.

Acknowledgements
The authors would like to extend a special gratitude to the providers and 
adolescents who participated in this study. Additionally, the authors also 
gratefully acknowledge the entire multidisciplinary research team involved 
in this project, Dr. Kiyomi Tsuyuki for her contributions to the project, and our 
community partner San Ysidro Health for their assistance with data collection 
and dissemination of study findings.

Author contributions
RDH helped interpret the data/results and was a major contributor to writ-
ing the manuscript. RZ helped coding, data analysis and interpret the data/
results. FAM supported data collection efforts and contributed to writing the 
manuscript. IB supported data collection efforts and contributed to writing 
the manuscript. AN supported transcriptions, coding and data analysis under 
the guidance of AES. AES conducted focus groups and in-depth interviews, 
supervised transcription efforts, lead coding and data analysis, contributed to 
interpreting results and to writing the manuscript. All authors have read and 
approved the manuscript.

Funding
This work was supported by the National Institutes of Health (NIH) grant 
UL1TR000100 and the Eunice Kennedy Shriver National Institute on Child 
Health and Human Development (NICHD) (K23HD084756, PI: Servin).

Availability of data and materials
The datasets used and/or analysed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The study was approved by the Institutional Review Boards (IRB) at the 
University of California, San Diego and San Ysidro Health’s Ad hoc IRB review 
committee. Additionally, all participants provided voluntary written consent 
prior to participation in the study. The manuscript does not contain any 
identifiying personal data.

Competing interests
The author (s) have no potential conflicts of interest with respect to the 
research, authorship, and/or publication of this article.

Author details
1 College of Health and Human Sciences, Purdue University, Matthews Hall, 
214A, West Lafayette, IN 47907, USA. 2 San Ysidro Health, 333 H Street, Suite 
2080, Chula Vista, CA 91910, USA. 3 School of Medicine, Division of Infectious 
Diseases and Global Public Health, University of California, San Diego, 9500 Gil-
man Drive MC0507, La Jolla, CA 92093‑0507, USA. 4 Department of Medicine, 
University of California, San Diego, 9500 Gilman Drive MC0507, La Jolla, CA 
92093‑0507, USA. 

Received: 5 October 2021   Accepted: 21 March 2022

References
	1.	 Center for Disease Control and Prevention. Sexually transmitted disease 

surveillance 2018. 2019. https://​www.​cdc.​gov/​std/​stats​18/​STDSu​rveil​
lance​2018-​full-​report.​pdf.

	2.	 California Department of Public Health. 2017–2018 border health status 
report to the legislature. 2019 [Updated 2019 Sept 26; cited 2021 Feb 20]. 
https://​www.​cdph.​ca.​gov/​Progr​ams/​CID/​OBBH/​Pages/​Border-​Sexua​lly-​
Trans​mitted-​Infec​tions.​aspx.

	3.	 County of San Diego Health and Human Services Agency. County of 
San Diego monthly STD report. 2018. https://​www.​sandi​egoco​unty.​gov/​
conte​nt/​dam/​sdc/​hhsa/​progr​ams/​phs/​HIV%​2C%​20STD%​20&%​20Hep​ati-
tis%​20Bra​nch/​STD%​20Mon​thly%​20Rep​orts/​STDMo​nthly​Report%​20Vol%​
2010%​20Iss​ue7.​pdf.

	4.	 County of San Diego Health and Human Services Agency. Sexually 
transmitted diseases in San Diego County 2017 data slides. 2018. https://​
www.​sandi​egoco​unty.​gov/​conte​nt/​dam/​sdc/​hhsa/​progr​ams/​phs/​HIV%​
2C%​20STD%​20&%​20Hep​atitis%​20Bra​nch/​Data%​20Sli​de%​20Sets/​2017%​
20STD%​20Sli​des%​2010-​04-​18.​FINAL.​pdf.

	5.	 San Diego County Health & Human Services Agency. HIV, STD and hepa-
titis branch - reports and statistics. 2018. https://​www.​sandi​egoco​unty.​
gov/​hhsa/​progr​ams/​phs/​hiv_​std_​hepat​itis_​branch/​repor​ts_​and_​stati​
stics.​html.

https://www.cdc.gov/std/stats18/STDSurveillance2018-full-report.pdf
https://www.cdc.gov/std/stats18/STDSurveillance2018-full-report.pdf
https://www.cdph.ca.gov/Programs/CID/OBBH/Pages/Border-Sexually-Transmitted-Infections.aspx
https://www.cdph.ca.gov/Programs/CID/OBBH/Pages/Border-Sexually-Transmitted-Infections.aspx
https://www.sandiegocounty.gov/content/dam/sdc/hhsa/programs/phs/HIV%2C%20STD%20&%20Hepatitis%20Branch/STD%20Monthly%20Reports/STDMonthlyReport%20Vol%2010%20Issue7.pdf
https://www.sandiegocounty.gov/content/dam/sdc/hhsa/programs/phs/HIV%2C%20STD%20&%20Hepatitis%20Branch/STD%20Monthly%20Reports/STDMonthlyReport%20Vol%2010%20Issue7.pdf
https://www.sandiegocounty.gov/content/dam/sdc/hhsa/programs/phs/HIV%2C%20STD%20&%20Hepatitis%20Branch/STD%20Monthly%20Reports/STDMonthlyReport%20Vol%2010%20Issue7.pdf
https://www.sandiegocounty.gov/content/dam/sdc/hhsa/programs/phs/HIV%2C%20STD%20&%20Hepatitis%20Branch/STD%20Monthly%20Reports/STDMonthlyReport%20Vol%2010%20Issue7.pdf
https://www.sandiegocounty.gov/content/dam/sdc/hhsa/programs/phs/HIV%2C%20STD%20&%20Hepatitis%20Branch/Data%20Slide%20Sets/2017%20STD%20Slides%2010-04-18.FINAL.pdf
https://www.sandiegocounty.gov/content/dam/sdc/hhsa/programs/phs/HIV%2C%20STD%20&%20Hepatitis%20Branch/Data%20Slide%20Sets/2017%20STD%20Slides%2010-04-18.FINAL.pdf
https://www.sandiegocounty.gov/content/dam/sdc/hhsa/programs/phs/HIV%2C%20STD%20&%20Hepatitis%20Branch/Data%20Slide%20Sets/2017%20STD%20Slides%2010-04-18.FINAL.pdf
https://www.sandiegocounty.gov/content/dam/sdc/hhsa/programs/phs/HIV%2C%20STD%20&%20Hepatitis%20Branch/Data%20Slide%20Sets/2017%20STD%20Slides%2010-04-18.FINAL.pdf
https://www.sandiegocounty.gov/hhsa/programs/phs/hiv_std_hepatitis_branch/reports_and_statistics.html
https://www.sandiegocounty.gov/hhsa/programs/phs/hiv_std_hepatitis_branch/reports_and_statistics.html
https://www.sandiegocounty.gov/hhsa/programs/phs/hiv_std_hepatitis_branch/reports_and_statistics.html


Page 10 of 11Hubach et al. Reproductive Health           (2022) 19:93 

	6.	 Bastida E, Brown HS III, Pagán JA. Persistent disparities in the use of health 
care along the US–Mexico border: an ecological perspective. AJPH. 
2018;98(11):1987–95.

	7.	 Ghaddar S, Brown CJ, Pagán JA. Acculturation and healthy lifestyle habits 
among Hispanics in United States-Mexico border communities. Rev 
Panam Salud Publica. 2010;28:190–7.

	8.	 Hoffman S, Rueda HA, Beasley L. Health-related quality of life and health 
literacy among Mexican American and Black American youth in a south-
ern border state. Social Work in Public Health. 2020;35(3):114–24.

	9.	 Penaranda E, Diaz M, Noriega O, Shokar N. Evaluation of health literacy 
among Spanish-speaking primary care patients along the US-Mexico 
border. South Med J. 2012;105(7):334–8.

	10.	 Martinez-Donate AP, Verdecias N, Zhang X, Gonzalez-Fagoaga JE, Asadi-
Gonzalez AA, Guendelman S, et al. Health profile and health care access 
of Mexican migration flows traversing the northern border of Mexico. 
Med Care. 2020;58(5):474–82.

	11.	 Reininger BM, Barroso CS, Mitchell-Bennett L, Chavez M, Fernandez ME, 
Cantu E, et al. Socio-ecological influences on health-care access and 
navigation among persons of Mexican descent living on the US/Mexico 
border. J Immigr Minor Health. 2014;16(2):218–28.

	12.	 United States-Mexico Border Health Commission. Healthy Border 2020: 
a prevention & health promotion initiative. 2020. https://​www.​hhs.​gov/​
sites/​defau​lt/​files/​res_​2805.​pdf.

	13.	 Brown S, Guthrie K. Why don’t teenagers use contraception? A qualitative 
interview study. Eur J Contracept Reprod Health Care. 2010;15(3):197–
204. https://​doi.​org/​10.​3109/​13625​18100​37634​56.

	14.	 Currin JM, Hubach RD, Durham AR, Kavanaugh KE, Vineyard Z, Croff 
JM. How gay and bisexual men compensate for the lack of mean-
ingful sex education in a socially conservative state. Sex Education. 
2017;17(6):667–81.

	15.	 Guttmacher Institute. State laws and policies: Sex and HIV education. 
2021 [Updated 2021 May 1; Cited 2020 Apr 30]. https://​www.​guttm​acher.​
org/​state-​policy/​explo​re/​sex-​and-​hiv-​educa​tion#.

	16.	 Hall KS, Sales JM, Komro KA, Santelli J. The state of sex education in the 
United States. J Adolesc Health. 2016;58(6):595. https://​doi.​org/​10.​1016/j.​
jadoh​ealth.​2016.​03.​032.

	17.	 Kohler PK, Manhart LE, Lafferty WE. Abstinence-only and comprehensive 
sex education and the initiation of sexual activity and teen pregnancy. J 
Adolesc Health. 2008;42(4):344–51.

	18.	 Stanger-Hall KF, Hall DW. Abstinence-only education and teen pregnancy 
rates: why we need comprehensive sex education in the US. PLoS ONE. 
2011;6(10):e24658.

	19.	 Elia JP, Eliason MJ. Discourses of exclusion: Sexuality education’s silencing 
of sexual others. J LGBT Youth. 2010;7(1):29–48.

	20.	 Shannon CL, Klausner JD. The growing epidemic of sexually transmitted 
infections in adolescents: a neglected population. Curr Opin Pediatr. 
2018;30(1):137.

	21.	 Charlton BM, Corliss HL, Missmer SA, Rosario M, Spiegelman D, Austin SB. 
Sexual orientation differences in teen pregnancy and hormonal contra-
ceptive use: an examination across 2 generations. Am J Obstet Gynecol. 
2013;209(3):201–4. https://​doi.​org/​10.​1016/j.​ajog.​2013.​06.​036.

	22.	 Lindley LL, Walsemann KM. Sexual orientation and risk of pregnancy 
among New York City high-school students. Am J Public Health. 
2015;105(7):1379–86.

	23.	 Elia JP, Eliason MJ. Dangerous omissions: Abstinence-only-until-marriage 
school-based sexuality education and the betrayal of LGBTQ youth. Am J 
Sex Educ. 2010;5(1):17–35.

	24.	 Hatzenbuehler ML, Pachankis JE. Stigma and minority stress as social 
determinants of health among lesbian, gay, bisexual, and transgen-
der youth: research evidence and clinical implications. Pediatr Clin. 
2016;63(6):985–97.

	25.	 Reddy DM, Fleming R, Swain C. Effect of mandatory parental notifi-
cation on adolescent girls’ use of sexual health care services. JAMA. 
2002;288(6):710–4.

	26.	 Tanner AE, Philbin MM, Duval A, Ellen J, Kapogiannis B, Fortenberry JD. 
“Youth friendly” clinics: considerations for linking and engaging HIV-
infected adolescents into care. AIDS Care. 2014;26(2):199–205.

	27.	 Pathela P, Jamison K, Blank S, Daskalakis D, Hedberg T, Borges C. The HIV 
pre-exposure prophylaxis (PrEP) cascade at NYC sexual health clinics: 
navigation is the key to uptake. JAIDS. 2020;83(4):357–64.

	28.	 O’Uhuru DJ, Santiago V, Murray LE, Travers M, Bedell JF. Bronx teens con-
nection’s clinic linkage model: connecting youth to quality sexual and 
reproductive health care. J Adolesc Health. 2017;60(3):S38–44.

	29.	 World Health Organization. Sexual health and its linkages to reproduc-
tive health: an operational approach. 2017. https://​apps.​who.​int/​iris/​bitst​
ream/​handle/​10665/​258738/​97892​41512​886-​eng.​pdf;​jsess​ionid=​A9BE9​
4CCE6​20DC8​4EE39​8CDF2​C41F7​E9?​seque​nce=1

	30.	 Chula Vista Chamber of Commerce. Community: 2011 membership & 
resource guide. 2011 [Cited 2021 Feb 23]. http://​www.​chula​vista​chamb​er.​
org/​PDF/​Commu​nityS​ection.​pdf.

	31.	 Center on Policy Initiatives. Poverty, income and earnings in South 
County, 2018. 2020 [Cited 2021 Feb 23] https://​cpisa​ndiego.​org/​pover​ty-​
income-​earni​ngs-​south-​county-​2018/#:​~:​text=​The%​20San%​20Die​go%​
20Sou​th%​20Cou​nty,below%​20the%​20fed​eral%​20pov​erty%​20lev​el.

	32.	 San Diego Association of Governments. 2017 juvenile arrestee drug use 
in the San Diego region. 2018 [Cited 2021 Feb 22]. https://​www.​sandag.​
org/​uploa​ds/​publi​catio​nid/​publi​catio​nid_​4506_​24184.​pdf.

	33.	 San Diego Health & Human Services Agency. 
Births to girls aged 15–19, San Diego County residence. 2020 [Cited 2021 
Feb 22]. https://​www.​sandi​egoco​unty.​gov/​conte​nt/​dam/​sdc/​hhsa/​progr​
ams/​phs/​docum​ents/​MchSt-​TeenB​irth15-​19.​pdf.

	34.	 Jull J, Giles A, Graham ID. Community-based participatory research 
and integrated knowledge translation: Advancing the co-creation of 
knowledge. Implement Sci. 2017;12(1):150. https://​doi.​org/​10.​1186/​
s13012-​017-​0696-3.

	35.	 Kwon SC, Tandon SD, Islam N, Riley L, Trinh-Shevrin C. Applying a 
community-based participatory research framework to patient and 
family engagement in the development of patient-centered outcomes 
research and practice. Transl Behav Med. 2018;8(5):683–91. https://​doi.​
org/​10.​1093/​tbm/​ibx026.

	36.	 Boyce SC, Brouwer KC, Triplett D, Servin AE, Magis-Rodriguez C, Silverman 
JG. Childhood experiences of sexual violence, pregnancy, and marriage 
associated with child sex trafficking among female sex workers in two 
US–Mexico border ties. Am J Public Health. 2018;108(8):1049–54. https://​
doi.​org/​10.​2105/​AJPH.​2018.​304455.

	37.	 Servin AE, Brouwer KC, Gordon L, Rocha-Jimenez T, Staines H, Vera-Mon-
roy RB. Vulnerability factors and pathways leading to underage entry into 
sex work in two Mexican-US border cities. J Appl Res Child. 2015;6:1.

	38.	 Uysal J, Stockman J, Miller E, Rocha-Jimenez T, Rangel GM, Mercado AP. At 
least I didn’t get raped: a qualitative exploration of IPV and reproductive 
coercion among adolescent girls seeking family planning in Mexico. J 
Interpers Violence. 2020. https://​doi.​org/​10.​1177/​08862​60520​959571.

	39.	 Crabtree BF, Miller WL. Doing qualitative research. 2nd ed. SAGE Publica-
tions, 1999.

	40.	 Strauss AL. Qualitative analysis for social scientists. Cambridge University 
Press, 1987.

	41.	 Creswell JW. Research design: Qualitative, quantitative and mixed meth-
ods approaches. SAGE Publications, 2014.

	42.	 United States-Mexico Border Health Commission. Border lives: Health 
status in the United States-Mexico border region. 2010. https://​www.​
rural​healt​hinfo.​org/​assets/​940-​3105/​health-​status-​in-​the-​united-​states-​
mexico-​border-​region.​pdf.

	43.	 Woodruff RJ, Zimmerli WH, Duncan DF. Reasons youth of color give for 
not accessing primary healthcare: a survey of patients at a teen clinic. 
Calif J Health Promot. 2006;4:175–80.

	44.	 Lim SW, Chhabra R, Rosen A, Racine AD, Alderman EM. Adolescents’ views 
on barriers to health care: a pilot study. J Prim Care Community Health. 
2012;3(2):99–103. https://​doi.​org/​10.​1177/​21501​31911​422533 (Epub 
2011 Nov 30 PMID: 23803452).

	45.	 Escamilla V, Calhoun L, Odero N, Speizer IS. Access to public transporta-
tion and health facilities offering long-acting reversible contraceptives 
among residents of formal and informal settlements in two cities 
in Kenya. Reprod Health. 2019;16(1):161. https://​doi.​org/​10.​1186/​
s12978-​019-​0828-0.

	46.	 Gridley SJ, Crouch JM, Evans Y, Eng W, Antoon E, Lyapustina M. Youth and 
caregiver perspectives on barriers to gender-affirming health care for 
transgender youth. J Adolesc Health. 2016;59(3):254–61. https://​doi.​org/​
10.​1016/j.​jadoh​ealth.​2016.​03.​017.

	47.	 Beckett MK, Elliott MN, Martino S, Kanouse DE, Corona R, Klein DJ. Timing 
of parent and child communication about sexuality relative to children’s 

https://www.hhs.gov/sites/default/files/res_2805.pdf
https://www.hhs.gov/sites/default/files/res_2805.pdf
https://doi.org/10.3109/13625181003763456
https://www.guttmacher.org/state-policy/explore/sex-and-hiv-education#
https://www.guttmacher.org/state-policy/explore/sex-and-hiv-education#
https://doi.org/10.1016/j.jadohealth.2016.03.032
https://doi.org/10.1016/j.jadohealth.2016.03.032
https://doi.org/10.1016/j.ajog.2013.06.036
https://apps.who.int/iris/bitstream/handle/10665/258738/9789241512886-eng.pdf;jsessionid=A9BE94CCE620DC84EE398CDF2C41F7E9?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/258738/9789241512886-eng.pdf;jsessionid=A9BE94CCE620DC84EE398CDF2C41F7E9?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/258738/9789241512886-eng.pdf;jsessionid=A9BE94CCE620DC84EE398CDF2C41F7E9?sequence=1
http://www.chulavistachamber.org/PDF/CommunitySection.pdf
http://www.chulavistachamber.org/PDF/CommunitySection.pdf
https://cpisandiego.org/poverty-income-earnings-south-county-2018/#:~:text=The%20San%20Diego%20South%20County,below%20the%20federal%20poverty%20level
https://cpisandiego.org/poverty-income-earnings-south-county-2018/#:~:text=The%20San%20Diego%20South%20County,below%20the%20federal%20poverty%20level
https://cpisandiego.org/poverty-income-earnings-south-county-2018/#:~:text=The%20San%20Diego%20South%20County,below%20the%20federal%20poverty%20level
https://www.sandag.org/uploads/publicationid/publicationid_4506_24184.pdf
https://www.sandag.org/uploads/publicationid/publicationid_4506_24184.pdf
https://www.sandiegocounty.gov/content/dam/sdc/hhsa/programs/phs/documents/MchSt-TeenBirth15-19.pdf
https://www.sandiegocounty.gov/content/dam/sdc/hhsa/programs/phs/documents/MchSt-TeenBirth15-19.pdf
https://doi.org/10.1186/s13012-017-0696-3
https://doi.org/10.1186/s13012-017-0696-3
https://doi.org/10.1093/tbm/ibx026
https://doi.org/10.1093/tbm/ibx026
https://doi.org/10.2105/AJPH.2018.304455
https://doi.org/10.2105/AJPH.2018.304455
https://doi.org/10.1177/0886260520959571
https://www.ruralhealthinfo.org/assets/940-3105/health-status-in-the-united-states-mexico-border-region.pdf
https://www.ruralhealthinfo.org/assets/940-3105/health-status-in-the-united-states-mexico-border-region.pdf
https://www.ruralhealthinfo.org/assets/940-3105/health-status-in-the-united-states-mexico-border-region.pdf
https://doi.org/10.1177/2150131911422533
https://doi.org/10.1186/s12978-019-0828-0
https://doi.org/10.1186/s12978-019-0828-0
https://doi.org/10.1016/j.jadohealth.2016.03.017
https://doi.org/10.1016/j.jadohealth.2016.03.017


Page 11 of 11Hubach et al. Reproductive Health           (2022) 19:93 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

sexual behaviors. Pediatrics. 2010;125(1):34–42. https://​doi.​org/​10.​1542/​
peds.​2009-​0806.

	48.	 Javanbakht M, Stahlman S, Walker S, Gottlieb S, Markowitz L, Liddon N. 
Provider perceptions of barriers and facilitators of HPV vaccination in a 
high-risk community. Vaccine. 2012;30(30):4511–6. https://​doi.​org/​10.​
1016/j.​vacci​ne.​2012.​04.​062.

	49.	 McDermott E, Hughes E, Rawlings V. Norms and normalisation: under-
standing lesbian, gay, bisexual, transgender and queer youth, suicidality 
and help-seeking. Cult Health Sex. 2018;20(2):156–72. https://​doi.​org/​10.​
1080/​13691​058.​2017.​13354​35.

	50.	 Nielsen A, Bågenholm A, De Costa A. Development of a mobile phone 
app to promote safe sex practice among youth in Stockholm, Sweden: 
qualitative study. J Med Intern Res. 2020;4:1.

	51.	 Fisher CM. Queer youth experiences with abstinence-only-until-marriage 
sexuality education: “I can’t get married so where does that leave me?” J 
LGBT Youth. 2009;6(1):61–79.

	52.	 L’Engle KL, Mangone ER, Parcesepe AM, Agarwal S, Ippoliti NB. Mobile 
phone interventions for adolescent sexual and reproductive health: a 
systematic review. Pediatrics. 2016;138:3. https://​doi.​org/​10.​1542/​peds.​
2016-​0884.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1542/peds.2009-0806
https://doi.org/10.1542/peds.2009-0806
https://doi.org/10.1016/j.vaccine.2012.04.062
https://doi.org/10.1016/j.vaccine.2012.04.062
https://doi.org/10.1080/13691058.2017.1335435
https://doi.org/10.1080/13691058.2017.1335435
https://doi.org/10.1542/peds.2016-0884
https://doi.org/10.1542/peds.2016-0884

	Barriers to sexual and reproductive care among cisgender, heterosexual and LGBTQIA + adolescents in the border region: provider and adolescent perspectives
	Abstract 
	Introduction: 
	Methods: 
	Results: 
	Conclusions: 

	Resumen 
	Introducción: 
	Métodos: 
	Resultados: 
	Conclusiones: 

	Background
	Methods
	Study setting
	Study design
	Recruitment
	Data collection
	Data analysis

	Results
	Participant characteristics

	Physical barriers to accessing SRH
	Insurance and cost of services
	Parental influence on SRH services uptake
	Cultural and political climate
	Stigma experienced by LGBTQIA + adolescents
	Discussion
	Strengths and limitations

	Conclusions
	Acknowledgements
	References


