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Increasing
cultural competence
with LGBTQ patients
BY LIZ MARGOLIES, LCSW, AND CARLTON G. BROWN, PhD, RN, AOCN, NEA-BC, FAAN

Abstract: Many nurses practicing today lack basic education about LGBTQ
(lesbian, gay, bisexual, transgender, queer) patient care. How can they better
prepare to care for this population? This article provides insight on LGBTQ
people, their health risks and disparities, and how nurses can work with
LGBTQ patients to improve outcomes.

Key terms and concepts
LGBTQ (lesbian, gay, bisexual,
transgender, queer) is an umbrella
term for two distinct facets of identity: sexual orientation and gender
identity. Everyone has a sexual orientation; lesbian and gay people are
mostly attracted to people of the
same sex, romantically and sexually,
while heterosexuals are mostly attracted to people of the opposite sex.
People who identify as bisexual (or
pansexual) are capable of attractions
to people of all genders. It is important to keep in mind that sexual orientation is an identity label and may
not correspond to the full range of a
person’s sexual behavior.
Everyone also has a gender identity;
transgender people identify as a sex
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GD, a 63-year-old White gay male
recently diagnosed with prostate cancer,
was admitted to the hospital for a radical prostatectomy. Angie is the RN
working on the surgical unit where GD
is recovering from surgery. Although
she has worked extensively with men
following prostate surgery, she worries
because she has little experience caring
for a gay man undergoing the same
surgery. GD and his husband had
many questions for Angie about the
impact of the surgery on their sexual
relationship. Angie appreciated their
openness about their relationship and
concern but was unprepared to answer
any of their questions.

/ SHUTTERSTOCK

Keywords: bisexual, gay, gender identity, gender minorities, lesbian, LGBTQ,
queer, sexual minorities, sexual orientation, transgender

34 l Nursing2019 l Volume 49, Number 6

Copyright © 2019 Wolters Kluwer Health, Inc. All rights reserved.

www.Nursing2019.com

June l Nursing2019 l 35

www.Nursing2019.com

Copyright © 2019 Wolters Kluwer Health, Inc. All rights reserved.

other than the one they were assigned at birth, whereas cisgender
people identify with the sex they
were assigned at birth. Transgender
people include those who may identify as nonbinary, or gender queer,
meaning that their gender identity is
not exclusively male or female.
When obtaining a sexual history,
nurses should ask about both identity and behavior to better understand a patient’s health risks and
recommended screening tests.
The two groups under the LGBTQ
umbrella (sexual orientation and
gender identity) are distinct; knowing a person’s sexual orientation does
not imply any specific gender identity. Transgender people may identify
as heterosexual, homosexual, bisexual, or none of the above. For example, a transgender woman (assigned
male at birth) may identify as a lesbian (with an attraction to women)
and desire to have relationships with
women.
LGBTQ in the US
The lack of appropriate questions
pertaining to gender and sexual
identity in most national or state surveys makes it difficult to estimate the
number of LGBTQ individuals and
their healthcare needs. The fact that
there are three major markers of sexual orientation—attraction, behavior,
and identity—exacerbates the difficulty in determining exactly how
many LGBTQ people currently reside in the US. Depending on which
reference point one draws upon to
quantify the community, the answer
to “How many people are LGBTQ in
the US?” varies greatly. The LGBTQ
community includes people of every
race, ethnicity, religion, age, and socioeconomic group. Historically,
communities that have been targeted
by the state for discrimination and
violence are less likely to identify
themselves on government surveys
as LGBTQ, further confounding the
search for exact numbers.1

The National LGBTQ Task Force
Policy Institute estimates the LGBTQ
population (people who identify as
LGBTQ or create family or sexual
affiliations that involve people of the
same sex) as somewhere between
5% and 10% of the general population.1 However, according to the
Williams Institute, about 3.5% of
Americans identify themselves as
lesbian, gay, or bisexual, and 0.3%
identify themselves as transgender.2
With this lower number, the LGBTQ
community includes over 8 million
people, roughly the population of
New Jersey.
As the culture becomes more accepting, an increasing number of
young people are coming out. A
2017 Harris Poll found that 20% of
people between ages 18 and 34 identify as LGBTQ.3 A 2016 study by
trend forecasting agency J. Walter
Thompson Innovation Group found
that only 48% of 13- to 20-year-olds
in the US identify as “exclusively
heterosexual.”4
LGBTQ health disparities
As a group, LGBTQ people experience significant health disparities,
caused by a combination of barriers
to care and minority stress. The
National Academy of Medicine and
National Institutes of Health have
formally recognized these disparities,
and in 2016 sexual minorities and
gender minorities (the research terms
for LGBTQ people) were designated
as health disparity populations for
research purposes.5
LGBTQ people experience multiple barriers to quality and timely
healthcare across the lifespan. First,
they have lower rates of health insurance coverage.6 Despite huge
gains in coverage since the Patient
Protection and Affordable Care Act
went into effect, LGBTQ people remain twice as likely to be uninsured
compared with their non-LGBTQ
peers.7,8 In addition, fewer LGBTQ
people have a regular healthcare

provider than their heterosexual
counterparts.9
A long history of LGBTQ bias in
the healthcare system continues to
make these populations avoid or
delay treatment. While explicit bias
is less common today, research
shows that implicit bias is still active.10,11 A 2015 study found that
heterosexual nurses held strong
implicit preferences for heterosexual
people over gay and lesbian people.12 Even well-meaning healthcare
providers often lack education about
LGBTQ health issues. A national
2015 survey found that the estimated median time devoted to teaching
LGBTQ health in nursing school was
2.12 hours.13 In another study of
practicing nurses, most reported that
they had no training in LGBTQ
health.14 If nurses lack basic education about LGBTQ patient care, they
may, as a result, have negative attitudes, endorse stereotypes, and/or
feel uncomfortable providing care to
LGBTQ people.
The minority stress model explains
how chronic stress arising from living
as a sexual or gender minority individual results in poorer health and
earlier deaths in LGBTQ people.15-19
These result from a combination of
factors, including the stress of concealment, discrimination, and stigma,
as well as institutional stigma such as
noninclusive policies.20 In one study,
lesbian, gay, and bisexual respondents in states without protective
policies were five times more likely
than those in other states to have two
or more mental disorders.21 In fact,
another study found that LGB people
who live in communities with high
levels of antigay prejudice die 12
years earlier than their peers in other
communities.22
On an individual level, multiple
studies have shown a direct relationship between discrimination and
poor health. As a group, LGBTQ
people experience higher rates of
depression, suicidal ideation, anxiety,
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heavy drinking, smoking, cardiovascular disease, and interpersonal violence than non-LGBTQ people.23
(See Health disparities in LGBTQ people.) Forty percent of all homeless
youth are LGBTQ.24 Lesbian and
bisexual women are less likely to receive preventive services for cancer,
even if they possess one or more risk
factors for breast cancer (nulliparity,
tobacco use, alcohol use, and high
body mass index).25,26 Many of these
health disparities begin in youth,
when LGBTQ adolescents may first
experience discrimination. In 2016,
the Youth Risk Behavior Survey
showed that 34% of LGBTQ teens
were bullied in school, 18% were
forced to have sex, 23% were the
victims of sexual violence, and 18%
experienced physical violence.23
The increased victimization, or
bullying, of LGB youth is associated
with increased rates of tobacco use.27
Similarly, gay college students are
more likely to smoke when they have
to conceal their sexual orientation.28,29 In contrast, LGBTQ youth
who live in more supportive communities with LGBTQ-friendly policies
and student groups have a substantially lower risk of tobacco use.30,31 It
is worth noting that a high rate of
tobacco use among LGBTQ people is
partly due to the aggressive marketing to LGBTQ populations by tobacco companies via community events,
promotions, and direct advertising.32
Nursing considerations
Without adequate training, nurses
may think that the “I treat all my
patients the same” approach will
help LGBTQ patients feel safe and
welcome. It does not. LGBTQ patients may use different language for
their bodies, rely exclusively on
their “family of choice” (people with
whom they may or may not have any
legal ties) for support, have distinct
fertility needs, or may be estranged
from their families of origin. Instead,
a patient-centered approach encour-

Health disparities in LGBTQ people23
According to Healthy People 2020:
• LGBTQ youth are more likely to be homeless and two to three times more likely
to attempt suicide.
• Lesbians are less likely to get preventive screening services for cervical cancer.
• Gay and bisexual men are at higher risk for sexually transmitted infections, especially in communities of color.
• Lesbians and bisexual females are more likely to be overweight or obese.
• Transgender individuals are at increased risk for being victims of violence and
have a high prevalence of sexually transmitted infections, mental health issues,
and suicide; they are also less likely to have health insurance than heterosexual
or lesbian, gay, or bisexual individuals.
• Older LGBTQ individuals face additional barriers to healthcare because of isolation and a lack of social services and culturally competent providers.
• LGBTQ individuals have the highest rates of tobacco, alcohol, and drug use.

ages nurses to understand the
unique social conditions of each
person they treat. At the same time,
patients need to know that their
healthcare providers want to know
who they really are and that the information will be respected and
honored.
Several nursing interventions will
directly improve the care of LGBTQ
patients. In-depth cultural competence training offers more skills
training and wider knowledge of
LGBTQ health disparities, but some
simple changes can be made immediately and signal welcome and
safety to LGBTQ patients.
To start, nurses must understand
that LGBTQ identities are intersectional and multilayered.33 A patient’s
experience of the world in general—
and healthcare in particular—is influenced by the intersection of multiple social identities, including race,
age, and class, in addition to sexual
orientation and gender identity. For
example, an able-bodied Black lesbian patient may enter the healthcare
setting with a different set of concerns and challenges than a White
lesbian with a disability. Some aspects of patients’ identities may be
obvious or public, and others may be
private or hidden. Still, patients fare
better when they feel safe bringing
their full selves into treatment.

Encouraging SOGI disclosure
Disclosure of sexual orientation and
gender identity is rarely listed on
intake forms, as most have limited
options for choosing one’s sex and
relationship status. According to
Margolies and Brown, “regardless of
the institution’s intake forms, nurses
should make it part of their respective practice during the assessment
to routinely ask their patients, at all
points on the care continuum, about
their SOGI (sexual orientation and
gender identity).”33 Without being
directly asked on a medical intake
form or being asked in person,
LGBTQ people may wonder if it
is safe to disclose their identities or if
doing so could result in substandard
care.33 Gathering SOGI data can also
increase the ability to screen, detect,
and prevent conditions more common in LGBTQ (including health
and risk behaviors); assist in a better
understanding of patients’ support
systems; and provide needed data
for outcome research.
Recent research suggests that clinicians and patients hold discordant
views about asking questions about
sexual orientation. In one study,
when queried in an ED, only 10% of
LGB patients reported that they
would refuse to provide sexual
orientation information; however,
over three-quarters of the clinicians
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thought patients would refuse to
provide sexual orientation.34 In another recent study of 544 sexual or
gender minority patients seen in
EDs, the participants reported improved communication and greater
comfort when SOGI was collected
via nonverbal self-reports, such as
on registrar forms.35
In other words, LGBTQ people
want to disclose their sexual or gender identity, but some might prefer
not to do it verbally. However, in the
absence of inclusive forms, nurses
should not assume that all patients
are cisgender and heterosexual, or
that all LGBTQ patients use identical
language to discuss their bodies, their
pronouns, and their relationship
partners. Open-ended questions
allow patients to describe themselves
using the words that are most relevant
to their own identities. It is important
to also ask if the patient is okay with
the information being documented
in the patient’s medical record.
In the medical record, nurses can
encompass both legal and preferred
names as well as gender-affirming
pronouns (for example, Jennifer
White, known as Jason, is a 25-year-old
transgender man with a chief complaint
of abdominal pain and diarrhea).36
Nurses could also check in with
patients frequently, realizing that as
identities change, the names and
words that patients prefer to be
referred to may change as well.36
Training staff in LGBTQ
cultural competence
To provide the best treatment to
LGBTQ patients, nurses need to understand LGBTQ culture, language,
and barriers to high-quality healthcare.33 As mentioned earlier, most
nurses and healthcare providers have
not been adequately trained in these
areas. Nurses can spearhead the
movement to bring this training to
their staff; multiple organizations,
national and local, offer high-quality
training in various formats.

nizations offer LGBTQ cultural competence for healthcare professionals:
• GLMA: Health Professionals Advancing LGBT Equality (www.glma.
org) offers a free online 3-part webinar series; the slides from the presentations can also be downloaded
• National LGBT Cancer Network
(http://cancer-network.org) provides
individual and agency-wide LGBT
cultural competence training and a
free best practices publication for
health and social service agencies
• National LGBT Health Education
Center (www.lgbthealtheducation.org)
provides an array of learning modules,
publications, and technical assistance
specific to LGBT health issues.

Patients need to know
that their healthcare
providers want to know
who they really are and
that the information will
be respected.
Cultural competence training
refers to a wide range of proficiencies, including cultural knowledge, welcoming attitudes toward
diverse populations, and skills in
communicating with people from
different groups.33 According to The
Joint Commission, “Cultural competence requires organizations and
their personnel to do the following:
(1) value diversity, (2) assess themselves, (3) manage the dynamics of
difference, (4) acquire and institutionalize cultural knowledge, and (5)
adapt to diversity and the cultural
contexts of individuals and communities served.”37
For nurses employed by organizations where LGBTQ clinical competence is lacking or absent, several
governmental and nongovernmental
organizations offer this training.38
These three nationally respected orga-

Creating a culturally
competent system of care
While it is important for nurses to
establish their own individual cultural competence in LGBTQ care, it
is equally important to assess for a
culturally competent healthcare system. Because nurses often spend significant time with patients, they are
in an ideal situation to lead healthcare organizations and other healthcare providers to improvements in
LGBTQ care through nursing leadership. System change is slower than
individual change and works best
with an advisory committee or workgroup of other like-minded providers. Nurses should consider creating
a committee that is multidisciplinary
by inviting social workers, physicians, dietitians—all healthcare
professionals—to the team, as well
as LGBTQ community members.
Once a committee has been
formed, that team can decide where
to place their initial emphasis. Some
areas of focus might include:
• Organizational nondiscriminatory
statement. This statement, posted
prominently in waiting rooms,
should be inclusive and visible if it
is going to be an effective tool for
reaching and welcoming LGBTQ
individuals and their families,
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specifically mentioning sexual orientation and gender identity.39
• Patient education materials. These
should reflect a diverse patient population, including LGBTQ people, and
use language that is inclusive of this
population.33
• Transgender care. Transgender
people have additional difficulties in
accessing transition-related services.
Nurses can be the voice for transgender and gender-nonconforming patients; if these services are not offered
within your healthcare system, find
local resources and have referral information available.33
• Creating an inclusive workplace for
LGBTQ employees. According to
Acquaviva, “For your organization to
be a place where LGBTQ individuals
and their families feel safe and comfortable accessing services, it needs
to be a place where LGBTQ employees feel safe, comfortable, and valued. Work with your organization’s
human resources department [to
ensure] inclusivity in employee benefits, orientation, and training.”39
Nurses and other healthcare
professionals who are interested in
working together to create culturally
competent organizations must realize
that this work does not happen
quickly. There can be many barriers
and setbacks in creating environments where LGBTQ patients and
their families are willing to come for
care. Nurses on diversity and inclusion
committees should remain persistent,
tactful, polite, and always professional
as they work to transform an organization into one that clearly articulates
its commitment to inclusion and
nondiscrimination for all patients,
including LGBTQ people.39
Working with LGBTQ patients
Like all other patients, LGBTQ patients should be placed in the center
of care and be allowed to make decisions about their own care. Rossi and
Lopez recommend that nurses work
with LGBTQ patients, rather than on

LGBTQ patients.36 By forming this
type of patient-provider relationship
with LGBTQ patients, nurses may
also increase patients’ engagement in
shared decision-making and trust.36
A culturally competent (and LGBTQwelcoming) nursing workforce will
improve care to LGBTQ patients
by improving communication and
trust in the therapeutic relationship;
giving nurses access to valuable
information about patients’ support
systems, health risks, and psychoeducational needs; and improving
shared decision-making. The journey
to creating an inclusive and LGBTQwelcoming organization may not
happen overnight, but by working
together as an interdisciplinary team,
eventually, positive healthcare change
can happen for LGBTQ patients and
their families.
Care for GD
Through self-assessment, Angie determined that she did not feel completely
prepared to care for GD or other LGBTQ
patients. She arranged to attend an
online series of webinars that focused
on cultural competence for LGBTQ patients. Following that education, Angie
began to ask LGBTQ patients how they
wanted to be referred to specific to a
preference of pronouns, body parts, and
first names. She began including patients’
legal and preferred names as well as
gender-affirming pronouns in her
individual documentation in each
patient’s electronic medical record.
Angie formed an LGBTQ Care
Committee of other interested nurses
and healthcare professionals with the
goal of creating hospital-wide culturally
competent education as a mandatory
class requirement for all employees. In
addition, the committee is reviewing the
medical record intake form to include
more information specific to LGBTQ
patients to include the names, pronouns, relationship status, and gender
identity that they prefer to use. Angie
and her colleagues realize that much
work needs to be done to better the care

of LGBTQ patients but also feel that
they have made great initial strides in
that arena. ■
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