
8         November 2016    Women’s Healthcare                                                                                 NPWOMENSHEALTHCARE.com

CONTINUING EDUCATION

Faculty
J. Michelle Schramm, APN, MSN, WHNP-BC, is the Sexual
Health and Wellness Coordinator for Princeton University Health
Services at Princeton University in Princeton, New Jersey.   

Intended audience
This continuing education (CE) activity has been designed to
meet the educational needs of women’s health nurse practi-
tioners (NPs), adult NPs, family NPs, certified nurse midwives
(CNMs), and other healthcare providers (HCPs) who care for
teenagers and women.  

CE approval period
Now through November 30, 2017

Estimated time to complete this activity
1 hour

CE approval hours
1.0 contact hour of CE credit (no pharmacology content
credit)

Needs assessment
Women who identify as lesbian or bisexual (also known as
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cally experienced discrimination and stigma in healthcare. As
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female sex they were assigned at birth) to seek sexual and re-
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to provide inclusive sexual and reproductive care to SMW and
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competent and inclusive in caring for SMW and TQ patients.
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TQ women.
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Seeing our invisible
patients: 
The importance of providing inclusive sexual and
reproductive healthcare to LGBTQ populations
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Statement of the problem
Women who identify as lesbian or
bisexual (also known as sexual mi-
nority women, or SMW), as well as
those who were assigned female
gender at birth but identify as
transgender, gender-queer, or
gender non-conforming (TQ), rep-
resent subsets of the LGBTQ popu-
lation. These groups have histori-
cally experienced discrimination
and stigma in healthcare. As a re-
sult, they may be less likely than
heterosexual women or cis-gender
women (those whose gender iden-
tity matches the female sex they
were assigned at birth) to seek
sexual and reproductive health-
care. Even if they seek this type of
care, they may not be properly as-

sessed, managed, or educated if
their healthcare providers (HCPs)
lack the knowledge and communi-
cation skills they need to provide
inclusive sexual and reproductive
care to SMW and TQ patients. In a
videoB from the National LGBT Ed-
ucation Center, LGBT individuals
share some of the experiences,
both bad and good, that they have
had with HCPs.

Dearth of research
Perpetuating this healthcare dis-
parity is a dearth of research on
LGBTQ-specific healthcare needs
(with the exception of HIV/AIDS
and mental health problems in
gay men). Only in the past 5 years
have the many health disparities
experienced by LGBTQ individuals
and the need for LGBTQ-specific
research become a topic of con-
versation on a national level. From
1989 until 2011, 0.5% of studies

funded by the National Institutes
of Health (NIH), the largest funder
of medical research in the world,
pertained to LGBTQ health, and of
that 0.5%, only 13.5% was allo-
cated to SMW and 0.2% to trans-
gender men.1 In 2011, the CDC
identified health disparities re-
lated to sexual orientation as one
of the main gaps in current health
disparities research.2 In the same
year, the Institute of Medicine re-
ported the inadequacy of LGBTQ
health research, identified chal-
lenges in conducting research on
these populations, and estab-
lished recommendations for the
NIH, including implementation of
a research agenda designed to ad-
vance knowledge and under-
standing of LGBTQ health.3

Dearth of educational programs
The curricula in most clinical edu-
cation programs do not include ad-
equate LGBTQ-related content. One
study that specifically assessed in-
clusion of LGBTQ-related content in
medical school curricula in the
United States and Cana da found,
on average, 5 hours of instruction
in this area.4 Although correspond -
ing studies assessing nursing
school curricula have not been re-
ported, they would likely reveal
similarly discouraging findings. Ed-
ucating future HCPs, through both
classroom instruction and clinical
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their own communities and integrating the information in
this activity with that of established recommendations of
other authorities, national guidelines, FDA-approved package
inserts, and individual patient characteristics.
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experiences, to care for LGBTQ pa-
tients will help increase the num-
ber of HCPs who are competent
and comfortable in this area.

Ways to provide
competent and inclusive
healthcare for LGBTQ
populations
As a basic foundation in this re-
gard, HCPs must understand the
differences among the terms sex
assigned at birth, sexual orientation,
and gender identity. Sex assigned at
birth, also referred to as biological
sex, is based objectively on genital
appearance, hormones, and chro-
mosomes. Sexual orientation refers
to the object of a person’s physical
and/or emotional attraction. Gen-

der identity represents how one
perceives oneself—as female, as
male, or somewhere in between. 
Both U.S. society and the

healthcare community within it
are hetero-normative and cis-nor-
mative, inadvertently creating an
environment that is a source of
implicit discrimination toward
LGBTQ populations.5 In a hetero-
normative society, heterosexuality
is the expected and “normal” sex-
ual orientation. Similarly, in a cis-
normative society, being cis-gen-
der—having a gender identity

that matches one’s sex assignment
at birth—is expected and “normal.”
By these definitions, anyone who
lives/behaves as anything other
than heterosexual or who identi-
fies as anything other than cis-
gender is considered “abnormal.” 

Recognize and aim to overcome
health disparities
Although the literature has been
sparse, newly emerging studies
provide information about the
sexual and reproductive health
behaviors of young SMW popula-
tions. In general, researchers have
found that SMW (and/or sexual
minority teens), compared with
their heterosexual counterparts:
• display a greater number and
range of sexually risky behav-
iors (e.g., younger age at sexual
debut, greater number of sex
partners, greater use of alcohol
or drugs during sexual encoun-
ters, greater likelihood of hav-
ing unprotected sex)6-11; 

• with the exception of lesbians,11

have higher rates of sexually
transmitted infections (STIs)7,8,10;

• have similar rates of unwanted
pregnancy and higher rates of
abortion6,8,10; 

• have lower rates of contracep-
tive and gynecologic care seek-
ing, including a lesser likelihood
of getting Pap tests and the
HPV vaccine series12-15; 

• have a greater likelihood of be-
ing subjected to intimate part-
ner violence (IPV)6-8; and

• may have an elevated risk for
breast cancer because of their
increased rate of nulliparity,
older age at first live birth, and
greater rates of obesity and al-
cohol consumption.16

Fewer studies have addressed
the sexual and reproductive
health disparities that affect TQ

populations, which also include
gender non-binary individuals,
who reject the assumption that
gender is strictly an either/or op-
tion of male/female that matches
the sex they were assigned at
birth.17 Instead, these individuals
view gender identity as a spectrum
of possibilities. No epidemiologic
studies on transgenderism in the
U.S. have been published, and
dem ographic studies based on na-
tional surveys have been limited
because of a lack of questions
about gender identity.18

About 0.3% of adults in the U.S.
(~1 million persons) are thought
to identify as transgender.18 Most
of the available literature concerns
transgender females (i.e., persons
who are assigned the male sex at
birth but who identify as female).
In studies conducted in countries
outside the U.S., the prevalence of
transgender males (i.e., persons
who are assigned the female sex 
at birth but who identify as male)
has been reported as 1:30,400 to
1:200,000.19

Many transgender individuals
have experienced discrimination in
healthcare, particularly after dis-
closing their gender identity to
their HCP. Experiences of hostility
and/or insensitivity from their own
HCP can cause mistrust of HCPs in
general.20 This cycle can lead to a
lack of utilization of healthcare
services, particularly when care is
not critical for survival.
Despite the lack of research,

transgender males do express
concerns related to their sexual
and reproductive healthcare, par-
ticularly with respect to discrimi-
nation, lack of validation of their
gender identity, physical discom-
fort during examinations, fertility
preservation, and pregnancy. An-
other fact to keep in mind: Al-
though a person born with a
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uterus and ovaries may not iden-
tify as female, this person may
wish to have biological children. In
a cross-sectional Web-based sur-
vey of transgender males who had
been pregnant and delivered a
baby, two-thirds of the pregnan-
cies were planned, and pregnancy,
delivery, and birth outcomes did
not differ according to whether or
not the patient had used testos-
terone prior to pregnancy.21

Avoid faulty assumptions
Not all patients are heterosexual
and cis-gender. If a reproductive-
aged patient states that she is sexu-
ally active, an HCP should not nec-
essarily follow up with the question
“What type of birth control are you
using?” First, the HCP needs to de-
termine the patient’s sexual orien-
tation; she may not need to prac-
tice birth control. Instead of giving
patients two gender options—
“male” and “female”—on intake
forms, the HCP can provide a box
labeled “other” that can be filled in
with the patient’s stated identity. 
These concepts also apply to the

way that visit types are labeled in
the office. Visits related to contra-
ception care are often termed fam-
ily planning visits, and those that
occur yearly are often termed well-
woman exams. The terminology for
these visit types can be off-putting
to persons, including staff mem-
bers, who may not use contracep-
tives for birth control and for those
who may not identify as women
even though they have female
genitalia and reproductive organs.
HCPs should aim to create an inclu-
sive office atmosphere so that
SMW and TQ patients can build
trust in their provider and receive
healthcare that meets their needs.  

Create an inclusive environment
Providers should not assume that

a patient coming into the office
for contraceptive care or for a
yearly checkup is heterosexual
and cis-gender. One of the first
things any patient does in an of-
fice visit is complete intake and
health history forms. Forms are
more inclusive when the term
partner or spouse is used instead
of husband or wife and when
transgender and other identity,
with a write-in area, are added to
the cis-gender options of male
and female. HCPs need to ask pa-
tients who identify as transgender,
gender-queer, or gender non-con-
forming about their preferred
names and which gender pro-
nouns they use (e.g., he, she, they).
Preferred names may differ from
the legal documentation on their
driver’s licenses and insurance
cards; HCPs must avoid using a
name that the patient no longer
uses or that may cause distress.
Questions about preferred names
and gender pronouns are appro-
priate and polite, and demon-
strate from the outset of the pro-
fessional relationship that the HCP
and the staff acknowledge and
validate all their patients’ sexual
orientations and gender identities.
Non-discrimination policies

need to be posted in check-in ar-
eas and/or waiting rooms where
they are easily visible. Information
about and examples of patient
non-discrimination policies are
available through the Human
Rights Campaign Healthcare
Equality Index websiteC. Staff
members need to know these
policies and adhere to them. After
all, the first person with whom a
patient has contact in a healthcare
setting is usually not the HCP but,
rather, the office reception staff.
The National LGBT Health Educa-
tion Center, a program of The Fen-
way Institute, offers online webi-

nars and video training sessionsD
that can be used to help educate
clinical and administrative office
staff members. 

Follow health screening 
and preventive health
recommendations
Recommendations are imple-
mented for SMW and TQ patients
within the same parameters as for
heterosexual and cis-gender fe-
male patients. Screening for STIs
and HIV is based on behaviors and
risk factors, not on sexual orienta-
tion or gender identity. HCPs need
to ask patients about the types of
sexual behaviors in which they en-
gage so that the types of STI
screenings and the sites of sam-
pling can be determined. HCPs
also need to advise patients to
catch up on their HPV vaccinations
if they have not completed them. 
Providers need to ask patients

whether they have a partner with
whom it would be possible to get
pregnant, and whether they are
having penetrative vaginal sex with
this partner. If so, and if the patient
does not desire a pregnancy, HCPs
need to discuss and offer all avail-
able and appropriate contraceptive
options. HCPs need to inform SMW
and TQ patients that, even if they
are not engaging in what is typi-
cally considered heterosexual or
cis-normative sex, they could still
be at risk for cervical dysplasia or
cancer and should undergo cervi-
cal cancer screening according to
current guideline recommenda-
tions. Screening for a history of or
current IPV needs to be included. 
Clinical breast exams need to be

performed and screening mam-
mography recommendations fol-
lowed, even in patients who have
had “top surgery” or a bilateral mas-
tectomy because these individuals
may have residual breast tissue. Be-
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cause this topic may be a sensitive
one, HCPs must allow adequate
time to communicate openly and
compassionately about it.

Enhance competence and
understanding
Conferences and webinars on pro-
viding healthcare to LGBTQ pa-
tients, many with continuing edu-
cation credit, are available from
organizations such as the World
Professional Association for Trans-
gender Health, UCSF Center of Ex-
cellence for Transgender Health,
The Fenway Institute, and Health
Professionals Advancing LGBT
Equality (formerly the Gay and
Lesbian Medical Association).
These organizations and others
have developed vetted lists of arti-
cles, publications, and online
training sessions that can be used
as resources (Table). For HCPs
seeking more intensive education
in LGBTQ health, graduate certifi-
cate programs are available
through institutions such as
Drexel University in Philadelphia,
The George Washington University
in Washington, DC, and New York
University in New York City.

Conclusion 
Healthcare providers who manage
the sexual and reproductive health

concerns of heterosexual and cis-
gender women are used to provid-
ing sensitive and compassionate
care during vulnerable stages
throughout the lifespan. They need
to expand their knowledge and un-
derstanding, and acknowledge
their implicit assumptions and bi-
ases, if they exist, in order to pro-
vide the same quality of care to
SMW and TQ patients. These popu-
lations are often overlooked or “in-
visible” in healthcare settings, or
they experience discrimination,
stigma, and hostility, precluding
their full access to and utilization of
routine and preventive care. 
Nationally representative re-

search is needed to fully reveal the
health disparities and risk factors
that burden these populations.
Curricula must be expanded to
prepare future HCPs to adequately
address these concerns and pro-
vide competent and inclusive sex-
ual and reproductive healthcare.
HCPs need to use available evi-
dence, create inclusive office envi-
ronments, and commit to continu-
ing education that expands
knowledge about LGBTQ health-
care needs for themselves and
their staff to help make a mean-
ingful difference and have a bene-
ficial effect in caring for these
populations.                                     =
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