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Abstract
Gender-affirming care (GAC) is critical to the well-being of transgender and gender diverse youth and was lim-
ited by COVID-19 stay-at-home orders. Telehealth created opportunities for youth to continue receiving lifesav-
ing care. We examined the attitudes of patients (n = 21) and caregivers (n = 38) receiving telehealth-delivered
GAC (TGAC) from May to July 2020. Participants completed surveys after telehealth visits. Descriptive statistics
compared telehealth with in-person visits across key domains. Overall, 86.5% of patients and 95.4% of caregivers
were satisfied with medical TGAC and 94.3% and 93.3% were satisfied with behavioral health TGAC. Future re-
search should determine the effectiveness of TGAC and identify areas for improvement.
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Introduction
Since the onset of the COVID-19 pandemic and the
stay-at-home order in March 2020, telehealth was rap-
idly adopted in response to evolving health and safety
needs. Telehealth, defined as ‘‘the use of electronic infor-
mation and telecommunications technologies to support
long-distance clinical health care, patient and profes-
sional health-related education, public health and health
administration,’’1 has grown exponentially in recent
months in the United States by providers establishing
or ramping up services due to emergency legislation
and new reimbursement agreements with insurance
companies.2–4 Given the current demand for tele-
health, these services need evaluation and improve-
ment to meet the needs of patients,5 particularly
vulnerable populations such as transgender and gen-
der diverse youth (TGDY). TGDY have unique health
care needs, often best addressed by a multi-disciplinary
care approach.6 Importantly, studies show that TGDY
who receive gender-affirming care (GAC) have better

psychological and quality-of-life outcomes.7 Tele-
health offers both opportunities and challenges toward
achieving these goals.

Telehealth has been used before the pandemic in
several treatment contexts for adolescents: behavioral
health (BH),8,9 eating disorders,10,11 sexual and re-
productive health,12 and human immunodeficiency
virus (HIV) care.13,14 Telehealth has also been used
to facilitate HIV prevention and treatment services for
adult transgender women.15,16 Although telehealth has
shown success in adult transgender populations and gen-
erally in adolescents, evidence is needed to support the
use of telehealth specifically for GAC among TGDY. In
a survey of youth ages 12–26 receiving services from a
pediatric hospital gender clinic, almost half reported in-
terest in receiving some gender care through telehealth.17

Support varied for different components of telehealth-
delivered GAC (TGAC), with 80% of TGDY indicating
interest in receiving hormone refills, 75% in lab monitor-
ing, 48% in check-ups, and 39% in counseling.17 These
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results suggest that TGAC may be feasible for TGDY.
Therefore, our study aimed at assessing the attitudes of
TGDY and their caregivers receiving TGAC during the
COVID-19 pandemic.

Materials and Methods
Participants and setting
This study is a secondary analysis of a quality improve-
ment (QI) project assessing patient and caregiver attitudes
toward telehealth among youth receiving adolescent med-
icine (AM) or BH video visits after telehealth imple-
mentation. During the project period, patients at the
Children’s Hospital of Philadelphia (CHOP) Gender
and Sexuality Development Clinic (GSDC) were offered
and encouraged to complete telehealth as opposed to in-
person visits wherever possible, which included medical
and BH visits, at the discretion of the provider. During
this period, patients were advised to delay labs if timing
was non-critical or obtain them at their insurance-
approved lab when safe to do so. Participants in the
present analysis were patients (ages ‡ 13) and care-
givers (if patient < 18 years or caregivers attended the
visit) who participated in ‡ 1 video visit at the GSDC.
Surveys were deployed via text message, email, or auto-
mated message through the electronic medical record.

Survey development
Both the AM and BH visit surveys were developed by
adapting survey items from previously validated mea-
sures18,19 using a modified Delphi procedure incorporat-
ing content validation from experts in AM, psychology,
telehealth research, and QI. The two surveys contained
different items based on the QI needs of the AM and
BH departments. Telehealth acceptability was measured
on a five-point Likert scale comparing telehealth with
in-person care with respect to provider–patient commu-
nication, convenience, privacy, and achieving care goals.
Two survey versions (one for patients and one for care-
givers) were developed for AM visits whereas a single
version was developed for BH visits. All procedures
were reviewed and deemed to be QI by the CHOP
Institutional Review Board.

Recruitment
AM visit sample. From May 12 to July 2, 2020, the
study team called patients and caregivers before video
visits to confirm the visit, assist with videoconferencing
set-up, and introduce this optional post-visit QI survey.
When contacting caregivers, study team members ver-
ified their contact information and, if the patient was

‡ 13, asked for the patient’s contact information. Con-
tact information and visit dates were entered into a se-
cure, web-based data-collection platform,20 which was
used to deploy text message or email survey links to the
participant and, separately, their caregiver per inclu-
sion criteria.

BH visit sample. Following all behavioral telehealth
visits from May 28 to August 3, 2020, the patient portal
proxy (either the patient or caregiver if patient age < 18
or patient if age > 18) received survey links in their pa-
tient portal. For this study, we included data from pa-
tients who saw the GSDC BH provider for gender
assessments.

Statistical analysis
We report standard descriptive statistics on all demo-
graphic variables. For items comparing in-person with
telehealth visits, we dichotomized responses into two
categories: ‘‘telehealth better or the same as in-person’’
and ‘‘telehealth worse than in-person’’ and compared
the distribution of responses between caregivers and
patients by using the Fisher exact test.

To compare numerical ratings of patient and care-
giver overall experiences, we used the Wilcoxon rank-
sum test. All analyses were completed in R version
4.0.2. For qualitative analysis, two research team mem-
bers individually coded free-text responses and reached
agreement on major themes. Themes were identified
separately for patient and caregiver surveys.

Results
Demographics
For AM visits, patient participants (n = 12) had a me-
dian age of 18 years and the majority identified as
white and non-Hispanic with diverse gender identi-
ties. Caregiver participants (n = 27) had a median age
of 50.5 years and the majority identified as White, non-
Hispanic, and female. For BH visits, patient (n = 9)
and caregiver (n = 11) demographic characteristics
were similar (Table 1).

Telehealth versus in-person visit comparisons
The overall response rate for the entire AM QI effort
was 15.6% for patients and 14.7% for caregivers, of
which 39 responses were analyzed for this study. Over-
all, the majority of patients and caregivers reported that
telehealth was the same or better than in-person visits
for all survey items (Table 2). Specifically, 91.7% of pa-
tient and 88.9% of caregiver respondents reported the
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Table 1. Demographics of Survey Respondents

Demographic

Adolescent medicine appointments Behavioral health appointments

Caregivers (N = 27) Patients (N = 12) Caregivers (N = 11) Patients (N = 9)

Race, n (%)
White 25 (92.6) 11 (91.7) 10 (90.9) 7 (77.8)
African American 2 (7.4) 0 (0) 1 (9.1) 0 (0)
Asian or Pacific Islander 0 (0) 0 (0) 0 (0) 2 (22.2)
Native American 0 (0) 0 (0) 0 (0) 0 (0)
Other 0 (0) 1 (8.3) 0 (0) 0 (0)

Ethnicity, n (%)
Hispanic or Latino 0 (0) 3 (25) 0 (0) 0 (0)
Non-Hispanic or Latino 26 (96.3) 9 (75) 11 (100) 9 (100)

Sex assigned at birth, n (%)
Male 3 (11.1) 2 (16.7) 3 (27.3) 1 (11.1)
Female 23 (85.2) 10 (83.3) 8 (72.7) 8 (88.9)

Current gender identity, n (%)
Male 3 (11.1) 2 (16.7) 4 (36.4) 4 (44.4)
Female 23 (85.2) 0 (0) 7 (63.6) 5 (55.6)
Trans male/trans man 0 (0) 5 (41.7) — —
Trans female/trans woman 0 (0) 2 (16.7) — —
Genderqueer/gender non-conforming 0 (0) 2 (16.7) — —
Other 0 (0) 1 (8.3) — —
Non-binary — — 0 (0) 0 (0)
Age, median (IQR) 50.5 (46—51.75) 18 (18—18.25) 50 (41—51.5) 18 (17—20)

IQR, inter-quartile range.

Table 2. Comparison of Adolescent Medicine Telehealth and In-Person Visits

Survey item

Caregivers Patients

pSame or better Na Same or better Na

Visit experience
I felt comfortable discussing private topics with the health care provider 23 (85.2) 27 9 (75) 12 0.654
I felt comfortable communicating with the health care provider 24 (88.9) 27 11 (91.7) 12 1.00
I felt comfortable with the way the/my health care provider communicated with me 25 (92.6) 27 11 (91.7) 12 1.00
I felt the provider paid attention to me 27 (100) 27 11 (91.7) 12 0.308
I felt the provider listened to me 27 (100) 27 11 (91.7) 12 0.308
The visit was convenient for me 26 (96.3) 27 12 (100) 12 1.00
I felt my concerns were addressed 27 (100) 27 6 (50) 12 <0.001
I felt my child’s concerns were addressed 25 (92.6) 27 — — —
I felt comfortable with the privacy of the video visit 27 (100) 27 12 (100) 12 1.00

General services
Getting medication refills 22 (100) 22 11 (91.7) 12 0.353
Managing medication side effects and questions 24 (100) 24 11 (91.7) 12 0.333
Discussing test results 13 (86.7) 15 12 (100) 12 0.486
Discussing mood and mental health 22 (88) 25 8 (66.7) 12 0.183
Getting referrals to other medical providers 18 (100) 18 10 (100) 10 1.00

Gender-related services
Discussing starting menstrual suppression 10 (83.3) 12 2 (66.7) 3 0.517
Monitoring menstrual suppression 14 (93.3) 15 6 (100) 6 1.00
Discussing starting androgen blockers 8 (88.9) 9 0 (0) 1 0.200
Monitoring androgen blockers 7 (87.5) 8 1 (100) 1 1.00
Monitoring puberty blockers 6 (75) 8 1 (100) 1 1.00
Starting gender-affirming hormone therapy 12 (80) 15 0 (0) 2 0.073
Learning to give self-injection of hormones 5 (62.5) 8 0 (0) 2 0.444
Monitoring gender-affirming hormone therapy 16 (84.2) 19 7 (77.8) 9 1.00
Preparing for gender-affirming surgery 5 (71.4) 7 0 (0) 2 0.167
Gender-affirming experience 25 (100) 25 10 (100) 10 1.000

P values are based on Fisher exact tests, comparing caregivers with patients for each survey item. Bolded P values represent statistical significance
where p < .001.

an in the table indicates the number used in the denominator for each row, which excludes respondents who responded ‘‘I’ve never had an in-
person visit before,’’ ‘‘N/A’’ or who was missing.

N/A, not applicable.
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comfort of communicating with providers though tele-
health was the same or better than in-person visits. For
both patients and caregivers, > 90% of respondents
reported that telehealth was the same or better than
in-person visits for visit convenience, privacy, provider
communication, and the ability of the provider to pay
attention and listen. The only significant difference be-
tween caregiver and patient responses was that adoles-
cent/young adult patients were less likely than their
caregivers (50% and 100% respectively; p < 0.001) to re-
port that telehealth was the same or better than in-
person visits for addressing their concerns.

All AM patient (n = 10) and caregiver (n = 25) re-
spondents rated the gender-affirming experience for
telehealth as the same or better than in-person visits.
With respect to specific GAC services, results varied
based on the specific concern addressed. For example,
neither of the two patients who discussed starting
gender-affirming hormone therapy reported that tele-
health was the same or better than in-person visits
for this type of care, whereas 77.8% of patients reported
that telehealth was the same or better for monitoring
gender-affirming hormone therapy. These results dif-
fered for caregivers, where 80% and 84.2% reported
that telehealth was the same or better for starting and
monitoring gender-affirming hormone therapy, re-
spectively. For visits to discuss gender-affirming sur-
gery or learn to administer hormone self-injections,
all patients reported that telehealth was worse than
in-person visits, whereas more than 60% of caregivers
reported that these types of telehealth visits were com-
parable to in-person visits. In addition, the majority
58.3% of patients and 63% of caregivers reported expe-
riencing no technical issues with the video visit, and
77.8% of caregivers and 25% of patients agreed that
they would participate in a telehealth visits after the
COVID-19 pandemic.

Overall, patients and caregivers reported that behav-
ioral telehealth visits were the same or better than in-
person visits for all survey items (Table 3). In addition,
90.9% of caregivers and 88.9% of patients experienced
no technical difficulties, and nearly 100% of patients
and caregivers said they would use behavioral tele-
health services again.

Open-ended responses regarding medical
telehealth visits
Both patients and caregivers identified saving time and
money as two advantages of telehealth. Patients also
identified accessibility and gender-affirming environ-

ment as advantages; one participant wrote, ‘‘The front
desk staff can’t misgender me because I don’t interact
with them.’’ The additional advantages for caregivers
were efficiency and safety during COVID-19. One care-
giver wrote, ‘‘I am in the high risk COVID-19 group so
the video visit was very good for us!’’ For disadvantages,
both patients and caregivers identified the absence of
vital signs and physical examination and communica-
tion quality. Patients also reported privacy and general
environment; one patient wrote, ‘‘It’s a more casual en-
vironment that doesn’t garner much need to prep, so it
could be difficult to get out of a groggy mindset in the
mornings.’’ Finally, disadvantages reported by caregiv-
ers included visit scope and technology issues; one
caregiver wrote, ‘‘This time we had a long wait time
due to tech problems, not on our end.’’

Discussion
The goal of this project was to assess the attitudes of
TDGY and their caregivers receiving TGAC, and our
data show that participants’ perceptions of telehealth
were highly positive. For both AM and BH visits, most
patients and caregivers indicated that telehealth was the
same or better than in-person visits across a variety of do-
mains. Most respondents said they would use telehealth
after the COVID-19 pandemic and would recommend
it to someone else. Participants noted unique drawbacks
of telehealth, including technical and communication
difficulties and concerns about not measuring vital signs
or conducting physical exams. Conversely, participants
shared that telehealth saves time and money and fosters
a safe, gender-affirming environment.

Consistent with prior research, our results showed
that telehealth is an acceptable option for delivering

Table 3. Comparison of Behavioral Health
Telehealth and In-Person Visits

Survey item

Caregivers
(N = 9)

Patients
(N = 7)

p
Same or

better
Same or

better

The visit was convenient for me. 9 (100) 7 (100) 1.00
I felt my concerns were addressed. 9 (100) 7 (100) 1.00
I felt comfortable with the privacy of

the video visit.
6 (66.7) 7 (100) 0.213

The clinician and I could understand
each other.

9 (100) 5 (71.4) 0.175

It was easy to get the care I/the
patient needed.

9 (100) 7 (100) 1.00

Two caregivers and two Patients did not complete this part of the be-
havioral health survey.

P values are based on Fisher exact tests, comparing caregivers with
patients for each survey item.
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GAC.15,17 Interestingly, our results were similar to a
previous study that found that youth’s attitudes toward
virtual gender-affirming services varied depending on
the specific service delivered.17 For example, there was
more caregiver support for monitoring menstrual sup-
pression and androgen blockers than for monitoring
gender-affirming hormone therapy and puberty block-
ers. For both patients and caregivers, fewer respondents
showed support for using telehealth to prepare for sur-
gery or learn to give hormone self-injections. Moving
forward, it may be beneficial to apply QI methodology
to these services in a telehealth setting. These results
also suggest that some aspects of GAC may best be de-
livered in-person, but others, such as monitoring prog-
ress, could continue to be offered by telehealth, thus
allowing families the flexibility to choose the visit type
best suitable to their needs.

Given the adverse effects of delaying GAC for TGDY
(increased gender dysphoria, depressive symptoms, sui-
cidality, etc.),21,22 it is imperative to find solutions that
overcome barriers to access. Both patients and caregiv-
ers identified cost and time-saving as two major advan-
tages of telehealth. The TGDY who live in rural areas or
are economically disadvantaged may not be able to ac-
cess GAC due to travel costs, thus posing telehealth as a
possible solution.23,24 In addition, caregivers could ben-
efit from the flexibility and convenience of virtual visits
for their children.

There are several limitations in this study. Due to the
small sample size, the results cannot be generalized to
the larger population of TGDY and their caregivers; how-
ever, the results can be used to generate hypotheses and
further examine the acceptability of TGAC. In addition,
our sample was predominantly White and non-Hispanic,
which reflects our clinic population; however, the hetero-
geneity of the sample further limits the generalizability
and potentially reflects racism as a systemic cause of
poor access to telehealth services or GAC more generally.
In addition, the safety risk and affordance involved with
using telehealth in such settings is largely unknown and
should be carefully monitored. Identifying patient situa-
tions where providers can or cannot use telehealth to
manage effectively and safely is critical.

Conclusions
Our study provides preliminary data on the acceptabil-
ity of TGAC to shape future research and QI efforts.
Future research should explore which specific services
or domains of care are delivered well via telehealth, op-
portunities for improvements, which types of care

should be limited to in-person visits, and the differen-
tial experiences between youth and caregivers. Ulti-
mately, research is needed to describe how TGAC
impacts individual and health systems outcomes as
compared with in-person care, including issues of eq-
uity and access. Delaying GAC for TGDY is not an op-
tion. As the pandemic persists and barriers to care
remain, such data will be critical for health systems
and policymakers to continue providing support and
reimbursement for TGAC.
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