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Abstract

Surveys estimate that 3–6% of the patients seen by physicians are gay or lesbian. There are unique health risks of gays and lesbians that are

important to the clinician in determining an accurate diagnosis, providing patient education, and arriving at an appropriate treatment plan. One

of the most significant medical risks of these populations includes avoidance of routine health care and dissatisfaction with healthcare. Many

of these healthcare risks are not addressed because of lack of communication based on a number of common assumptions including the

assumption that the patient is heterosexual. This article includes a summary of the medical literature through computerized searches to March

2002 in MEDLINE, PsychInfo, HEALTHSTAR, and bibliographies in articles on health care with gay and lesbian patients. The search

strategy included health care of gays and lesbians and clinician–patient communication, partner and family issues. Secondly, it will examine

common communication barriers and provide strategies for enhancing communication with patients in a gender-neutral, non-judgmental

manner including suggestions for enlisting the inclusion of patients’ families.
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1. Introduction

Surveys estimate that 3–6% of the patients seen by

physicians are gay or lesbian [1]. Despite variability in

survey estimates, the fact is that gay and lesbian patients

are an integral part of medical practices. Gay and lesbian

individuals are represented by all racial, economic, geo-

graphic, religious, cultural, and age groups. The diversity

within the gay and lesbian populations becomes even more

evident with consideration to family and relationship struc-

tures.

1.1. What is different?

We know that there are certain health needs of gays and

lesbians that are unique and different from those of the

heterosexual patient population [2]. One might erroneously

attribute these differences only to the impact of sexually

transmitted diseases (STDs). However, there are a variety of

distinctive health needs and issues of these populations that

are important to the clinician in determining an accurate

diagnosis, and appropriate treatment plan.

Harrison and Silenzio [2] reported the most significant

medical risk for lesbians and gays is the avoidance of routine

health care. Recent studies [3–5] indicate that lesbians

continue to have lower rates of preventive care including

cancer-screening services such as mammography or Papa-

nicolaou (Pap) tests than do women in the general popula-

tion. Other studies indicate that gay men are also less likely

to seek preventive health care than their heterosexual coun-

terparts [6].

A study by White and Dull [7] revealed that gays and

lesbians report dissatisfaction with the health care they do

receive. Thus, the overall relationship and dialogue between

clinician and gay or lesbian patients is one deserving of close

examination.

This article will summarize the medical literature related

to health care communication with gay and lesbian patients.

The summary will include relevant definitions and an over-

view of the medical and psychosocial issues of this popula-

tion. Secondly, it will examine common and widespread

communication barriers and provide effective strategies and

skills for enhancing communication in a gender-neutral,
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non-judgmental manner. The article will conclude with a

discussion of practical implications and recommendations

for enhancing clinician–patient communication with gay

and lesbian patients as a means of improving health out-

comes.

1.2. Definitions

Although the definition and components of sexual orien-

tation vary with some authors [8], this article uses the one

suggested by Patterson in her testimony to the Institute of

Medicine Committee on Lesbian Health Research Priorities

[9]. Thus, in the context of discussion of healthcare needs

and dialogue with gays and lesbians, we refer to four

relevant terms: sexual orientation, homophobia, heterosex-

ism, and coming-out.

1.2.1. Sexual orientation

Sexual orientation refers to psychosocial and sexual

attraction that an individual has towards those of the same

sex (gay/lesbian), those of the other sex (heterosexual/

straight), or both (bisexual) [9]. According to the Healthy

People 2010 Companion Document [10], sexual orientation

is a complex construct that is multidimensional, has a great

deal of variability, and includes the following dimensions.

Sexual identity: Sexual identity refers to one’s self-definition

or identification as a lesbian or as a gay man. Sexual desire:

Sexual desire is the attraction one feels towards one sex or

the other or both regardless of whether the individual acts

upon that attraction. Thus, this attraction can be independent

of one’s behavior. Sexual behavior: Sexual behavior is of

utmost concern to the clinician in assessing risks and arriv-

ing at an accurate differential diagnosis. It refers to the

dimension of sexual orientation concerned with specific

sexual activities one engages in, or has engaged in, and

activities one plans to engage in.

There are at least two facts related to sexual orientation

that are crucial to an effective clinician–patient dialogue.

First, these three dimensions may not be congruent with one

another. For instance, clinicians should know that sexual

identity may reveal little about individual sexual behavior.

This includes the example of a man who has sexual relations

with men but does not self-identify as gay. Another fact is

that sexual behaviors often vary over time. An example

would be a woman who identifies as lesbian but engages in

occasional sex with men.

In the context of assessing biomedical risks, the sexual

behavior dimension of sexual orientation is the paramount

consideration. However, in one’s assessment of patients’

bio-psychosocial needs, including lifestyle and support net-

works, each of the dimensions is critical. For example, Kelly

[11] reported that knowing a patient’s sexual identity and

lifestyle allows the clinician to make clinical decisions from

a more substantial base and, if appropriate, to make use of

the ‘‘significant other’’ as a source of support for the ailing or

recovering patient.

1.2.2. Homophobia

Homophobia describes negative attitudes towards gays

and lesbians [12,13]. Overt expression of homophobia can

range from the social ostracism a gay teen may feel to hate

crimes or violence against gays or lesbians.

1.2.3. Heterosexism

Heterosexism refers to characteristics of an ideological

system that purports a heterosexual lifestyle as the normative

and more valued lifestyle [14,15].

1.2.4. Coming-out or come out of the closet

This is a phrase used by gays and lesbians to describe the

process of disclosing one’s sexual identity. Feeling safe in

discussing one’s sexual identity can allow the gay and lesbian

individual to find social support and self-acceptance [15].

2. Medical and psychosocial needs of gay
and lesbian patients

Although an exhaustive review of the medical needs of

gay and lesbian patients is beyond the scope of this article, a

brief overview is presented to provide an adequate founda-

tion for understanding the communication needs in clinical

practice with this population. Reviews of epidemiological

studies reveal relationships between specific behaviors and

diseases. For example, studies [16,17] indicate that there are

increased risks of certain medical conditions in gay men that

are related to specific behaviors such as receptive anal

intercourse and oral–anal sexual contact. These include

an increased risk for gastrointestinal infections and sexually

transmitted diseases, including HIV and hepatitis B viruses.

Analyzing studies on lesbians is more problematic because

of methodological problems in identification of this popula-

tion. Rompalo [16] argued that the medical establishment

was forced to re-evaluate gay men’s health when AIDS

appeared, but lesbians have lacked the same visibility.

However, fewer lesbian women become pregnant than their

heterosexual counterparts, and epidemiological studies sug-

gest an increased risk of various cancers based on child-

bearing status in women [18]. It has also been reported that

smoking is more prevalent in lesbians than in straight

women [19]. In addition, according to Hall [20], lesbians

are more likely to abuse alcohol. As a result of these

behaviors, Harrison and Silenzio [2] reported lesbians were

predicted to have a higher risk of morbidity and mortality

from breast, ovarian, lung, and endometrial cancers than

their straight counterparts.

As previously stated, one of the most significant medical

risks for gays and lesbians is that they avoid routine health

care. Studies have shown that both lesbians and gay men

avoid prevention and treatment services more than their

straight counterparts [21,22]. Reasons are varied for this

delay or avoidance of health care. For instance, Trippet and

Bain [23] attributed the delay to fear of the consequences of
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disclosing sexual identity because of perceived insensitivity

among health care personnel. White and Dull [7] found that

difficulty communicating with their primary care provider

was associated with delay in seeking health care. Thus,

patient dissatisfaction appears to be high among gay and

lesbian patients. Schatz and O’Hanlan [24] found that many

lesbians and gay men report that their doctors are insensitive

to their particular health needs, concluding that the patients

do not disclose pertinent information about treatment or

prevention.

Harrison and Silenzio [2] reported that due to homopho-

bic society views, many gays and lesbians choose to keep

their sexual identity secret. As a result, there may only be a

small circle of confidants who are aware of their sexual

identity. This is in contrast with the openness of discussing

significant relationships that heterosexuals traditionally

enjoy with their families, friends, co-workers, or religious

community. This lack of social support may cause consider-

able distress in the lives of gay men and lesbians [2] that

could manifest in a number of health-related ways including

higher rates of alcoholism and other psychoactive substance

abuse [15]. A study [25] of psychiatric risk among indivi-

duals with same-sex partners reported a higher risk for

anxiety, mood, and suicidal plans than among individuals

with partners of the other sex.

The use of alcohol or other drugs may provide a sense of

relief from distress as well as foster a sense of self and other’s

acceptance. In a survey that compared women’s use of

preventive health measures, lesbians were about twice as

likely as their heterosexual counterparts to have used illicit

drugs in the past 30 days [26]. Other factors may contribute to

the reported increased use of alcohol and other drugs in this

population. Historically, many gays and lesbians have sought

social contact in bars and clubs, which typically promote

alcohol use. In our current society, although social alterna-

tives have increased, these sites still often remain the initial

social venue of choice for many gays and lesbians [27].

It has been estimated that 30–40% of gay teens have

attempted or seriously considered suicide, a figure six times

the national average, according to the Report of the Secre-

tary’s Task Force on Youth Suicide [28,29]. Debate about

these figures exists, due to difficulty in the accurate identi-

fication of sexual identity at this early age. However, the

process of sexual identification, often occurring in adoles-

cence, makes the young gay or lesbian vulnerable to a

number of health-related problems including depression,

substance abuse, homelessness, and other associated risks,

particularly if there is a lack support of family or friends. The

American Academy of Pediatrics released a statement in

1993 that ‘‘pediatricians who care for teenagers need to

understand the unique medical and psycho-social issues

facing homosexually-oriented youth’’ [30]. Clinicians

should be alert for these potential risks in gay and lesbian

adolescents and consider issues related to sexual orientation

and/or lack of social support in determining differential

diagnoses [18].

As an outcome of homophobic societal attitudes, another

reality for gays and lesbians is as targets of hate or bias crimes.

A 1999 study for the US Department of Justice [31] reported

that lesbians and gay men may be the most victimized groups

in the nation. A study, utilizing data from the National

Longitudinal Study of Adolescent Health [32], found that

youth who report same-sex or both-sex attraction are more

likely to experience extreme forms of violence than youth

with only other-sex attraction. Also, just as in heterosexual

relationships, the experience of battering or partner abuse is a

risk within gay and lesbian relationships. In one study [33],

more than a third of lesbians 22–52 years old reported partner

abuse, with alcohol or other drug use involved in most of the

incidents. Further, it has been reported [34] that lesbian

victims of partner abuse are even less likely than their straight

counterparts to seek help in shelters or from counselors,

feeling that they may be stigmatized or treated inadequately.

3. Barriers to effective communication with
gay and lesbian patients

3.1. Clinician attitudes

When attitudes of clinicians have been examined, the

range of their beliefs about gays and lesbians generally

reflect those of the society at large. For instance, Mathews

et al. [35] found that 39.4% of physicians surveyed acknowl-

edged that they were sometimes or often uncomfortable

providing medical care to patients who were gay. In a later

study by Shatz and O’Hanlan [24] where health providers

were surveyed, 67% of respondents believed they had seen

gay or lesbian patients receiving ‘‘substandard’’ care

because of their sexual orientation. Several studies

[23,24,36] have addressed patient satisfaction among gay

and lesbian patients and found that doctors are often insen-

sitive to health risks and needs of these populations.

3.2. Medical training

In a survey of American medical schools, Wallick et al.

[37] reported a total of 3 h and 26 min was the average total

amount of time spent on the topic of homosexuality in all 4

years of medical school. The majority of that time was spent

in lectures on human sexuality, which the author contends

trivializes the topic’s importance. In addition, the survey

found that medical schools historically have given limited

attention to the important area of human sexual health.

Wallick et al. concluded that physicians emerge from med-

ical school inadequately trained to counsel patients about a

broad range of sexual issues.

Other health providers lack training in care of gay and

lesbian patients. For instance, a study among mental health

providers [38] reported that a majority of respondents had

little or no training of the needs and in communication skills

in the care of gay and lesbian individuals.
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3.3. Clinician level of skill/confidence

Many clinicians express concern or embarrassment about

discussing sexuality with patients. A key barrier may be fear

of inadequacy in an area where they feel untrained or

uncomfortable. In a study of pediatricians [39], 90% had

reservations about approaching the issue of sexual orienta-

tion due to lack of skill and knowledge. However, many

clinicians express an eagerness to learn more about the needs

of gays and lesbians. Of these clinicians, 72% wanted more

information related to gay health and 48% requested further

training.

3.4. Mistaken clinical assumptions

There are a number of incorrect assumptions about gay

and lesbian patients held by clinicians. These assumptions

create barriers to effective communication and patient inter-

action. In the remainder of this article, we discuss five of the

most common assumptions presented in two categories: (1)

assumptions about the individual gay and lesbian patient;

and (2) assumptions about the gay and lesbian family. These

assumptions were developed in response to the problems

noted in the literature cited by the authors where patients

discuss communication difficulties they have encountered.

In addition to a focus on the five most common assumptions,

strategies for improvement and enhancement in communi-

cation with gay and lesbian patients will also be presented.

4. Five common assumptions

4.1. Assumption #1: about the sexual orientation

of the patient

A number of studies [7,40,41] concluded that false

assumptions about the sexual orientation of the patient

can reduce the quality of care. As previously stated, eliciting

accurate sexual orientation and relationship status of

patients is crucial in the process of arriving at an accurate

diagnosis and appropriate treatment recommendations.

However, false assumptions about heterosexuality are often

made in the medical encounter. For instance, many lesbians

report receiving irrelevant health education, lectures regard-

ing birth control, and heterosexual-biased questions [42].

These are common examples that frequently arise from this

assumption. As a result, many gays and lesbians report that

these experiences make the ‘‘coming-out’’ process even

more difficult [23]. Confidence is diminished. Trust is

decreased. Adherence is reduced. And, seeking medical

care is made less likely, which may lead to an increased

risk of illness.

Whether or not an individual decides to disclose his or her

sexual identity depends on a number of factors, including the

phase of the coming-out process for the individual and level

of personal comfort. However, being gay or lesbian doesn’t

automatically mean that the patient has difficulty with their

sexual identity. Or, for that matter, that they are completely

comfortable either. Many patients are unwilling to disclose

their sexual orientation for fear of being treated with insen-

sitivity or experiencing retaliation and discrimination for

their disclosure [43]. This reluctance may be a function of

past negative experiences manifested as anticipatory anxi-

ety.

Geddes [42] reported that 89% of lesbians who had not

come out to their physicians stated they would have if given

the opportunity although 11% had no wish to disclose. Thus,

the atmosphere created by the clinician in the medical

interaction is an important factor in facilitating patient

comfort and willingness to self-disclose his or her sexual

identity. In a study of lesbians [44], respondents rated the

communication style of the clinician as the most important

characteristic in determining ease of discussion about diffi-

cult issues. Those who disclosed their sexual orientation

were more likely to seek preventive care, such as a Pap test,

and to report increased comfort in their interactions with

their clinician. Alternately, those who had identified diffi-

culty in their interactions with clinicians were more likely to

delay seeking health care.

In a Canadian study [42], 94% of lesbian patients sur-

veyed believed it is important to them to come out to their

doctor. The reasons were as follows: (1) they felt that it

would lead to more accurate diagnoses and medical under-

standing; (2) they had a desire for increased honesty with

their physicians and wanted to be fully understood; and (3)

they had a desire for inclusion of their partner and to clarify

the structure of their family.

4.2. Assumption #2: about gay and lesbian sexual

behaviors

As with any population group, not all gay and lesbian

patients share the same concerns or the same behaviors.

When an individual does identify as gay or lesbian, a

frequent and potentially incorrect assumption is made about

the sexual behaviors and history of that individual. This

could hamper the accuracy of determining risks for parti-

cular diseases and for developing appropriate medical

recommendations. For instance, Johnson et al. [45] reported

that 77% of lesbians had a history of heterosexual inter-

course. When obtaining a sexual history, past, present, and

planned sexual behaviors are all important determinants of

risk. Given the diversity of sexual behaviors existing among

individuals who identify as gay or lesbian, assuming beha-

vioral practices based on sexual orientation could be subject

to significant error.

4.3. Assumption #3: about messages sent through the

medical practice to gay and lesbian patients

Communication messages are sent through a variety of

channels. One of the primary steps in creating a safe
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environment for patients is to examine the practice environ-

ment and the messages sent through verbal and non-verbal

behavior and the physical setting. This includes messages

sent by professional and support staff, neither of whom are

immune from homophobic attitudes. There are many cost-

effective ways in which the practice setting can be made

more inclusive and gay- and lesbian-friendly without alie-

nating other patients.

4.4. Assumption #4: about the family structure

of gay and lesbian patients

A re-examination of how ‘‘family’’ is defined is essential

for clinicians in providing effective care to gay and lesbian

patients and their families. Stacey [46] reported the difficulty

of arriving at a clear definition of a gay and lesbian family

since gays and lesbians live in many different kinds of family

structures, as evolved over the past 50 years. According to

the 2000 US Census Bureau, gay and lesbian families reside

in 99.3% of all counties in America [47].

Contrary to public perceptions, it has been reported [48]

that the majority of gays and lesbians are in committed,

monogamous relationships, not unlike heterosexual relation-

ships. Many gays and lesbians are raising children, others

may be living alone, some may be in traditional marriages,

some are celibate, and others have a series of sexual

encounters. For many lesbian and gay individuals, the

primary partner, a network of close friends, or both con-

stitute an alternate traditional family structure [49]. This

family structure of close friends can be particularly impor-

tant for many individuals in the gay community who may

have strained relationships with their family of origin, or

traditional families where they were reared. Because the

family structure of the gay and lesbian patient may not be

legally recognized, O’Hanlon et al. [43] argued that partners

or ‘‘family’’ members of the gay patient may be restricted

from visitation privileges and instead viewed by hospital

personnel as ‘‘non-relatives’’.

Because many patients turn to those close to them for

emotional and psychological support during illness, it is

crucial for the clinician to recognize and honor the patient’s

significant relationship(s). As with heterosexual patients, the

importance of acknowledging a patient’s primary source of

social support for gays and lesbians has been addressed in

the literature. In one study [42], 74% of the lesbian patients

had asked their partners to accompany them to the doctor to

provide support and comfort, to assist in decision-making, to

alleviate fear, and to ensure they would be identified as next-

of-kin. Thus, physicians can expect their gay and lesbian

patients to attach as much significance to their partners as

straight patients do to their marital or long-term partners.

According to the AMA’s Council on Scientific Affairs

Report [50], physicians should inquire about partner rela-

tionships of gay men and lesbians when medical decisions

are involved, particularly in the context of life-sustaining

treatment.

4.5. Assumption #5: about the role of significant

relationships and family in the health care

of the gay and lesbian patient

Given societal norms, legal issues related to medical

decision-making for gays and lesbians can be complex.

For instance, unless a gay or lesbian couple has signed legal

papers (i.e. Durable Power of Attorney) authorizing mutual

or surrogate medical decision-making, blood relatives can

override decisions by the partner of the gay or lesbian

patient. Considering that the blood relative may lack inti-

mate knowledge related to the patient’s ethical, medical, or

religious preferences, this could be devastating [15]. O’Han-

lon et al. [43] reported only a small fraction of gays and

lesbians have taken these legal steps to avoid this problem.

Whenever possible, the clinician should explore surrogate

decision-making preferences of their gay and lesbian

patients before the need arises and become educated about

relevant state and local laws.

In addition, in the area of medical insurance, coverage is

often unaffordable or unavailable to the gay and lesbian

patient, compared with heterosexuals. Domestic partnership

coverage is still rare, although some progress has been made.

For instance, a recent survey [51] found the percentage of

large employers, those with 500 or more workers, that offer

same-sex domestic-partner coverage rose to 16% in 2001

from only 12% in 2000. The lack of insurance coverage

contributes to overall poorer health maintenance behaviors

among gays and lesbians [52]. Both gay men and lesbians in

committed relationships are at a disadvantage compared to

married straight couples because many insurance companies

and employers continue to deny spousal benefits to unmar-

ried partners [53,54].

The number of lesbian, gay, and bisexual people having

children has increased steadily in the past 20 years. Esti-

mates suggest 3–8 million gay and lesbian parents in the US

are raising between 6 and 14 million children [55]. Because

of the challenge to traditional social norms, some clinicians

may wonder whether being raised by a gay or lesbian parent

adversely impacts these children. In studies comparing

children raised by gay and lesbian parents with those of

heterosexual parents, researchers found no difference in self-

concept, locus of control, moral judgment, intelligence, sex-

role behavior, peer and adult relationships, or sexual orien-

tation [56–59]. In addition, the belief that gay and lesbian

adults are unfit parents has no empirical foundation accord-

ing to numerous studies [59–62].

Stacey [46] argued that gay and lesbian parents and

children do face special risks because of their embattled

legal status. Legal concerns for the gay and lesbian parent

may be related to divorce and custody issues. In one study

[63] of lesbian mothers, concerns included worry about how

the child would deal with the absence of a known father, and

fear that the child would experience teasing or discrimina-

tion while growing up as a consequence of homophobia

present in current society. Clinicians should be aware and
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sensitive to these and other voiced concerns. It should be

acknowledged that research on gay and lesbian parents and

their children is still very new and relatively sparse. Less is

known about children of gay fathers than lesbian mothers.

Longitudinal studies that follow gay and lesbian families

over time are needed. However, professional organizations

are slowly showing public support for gay and lesbian

parents as evidenced in the recent position of the Academy

of Pediatrics supporting laws allowing same-sex couples to

‘‘co-adopt’’ children [64].

In the event that a referral for consultation is indicated,

having a list and network of resources of colleagues who are

gay–lesbian-family sensitive is imperative. Enlisting the

assistance of local gay and lesbian health projects may

provide a listing of support groups where a sense of com-

munity and extended family is actively fostered and psy-

chologists or other helping professionals who are

experienced working with gay and lesbian families.

5. Practice implications and recommendations

There are a number of strategies that can be used to

provide a message of acceptance and inclusion to gays and

lesbians seen in the medical setting. The following sug-

gested strategies may serve useful to communicate more

effectively with gay and lesbian patients.

5.1. Strategies for eliciting accurate sexual orientation

and relationship status of patients

� Until the sexual orientation of the patient is known, frame

questions using gender-neutral and sensitive language

allowing patient permission to come out, i.e. ‘‘Do you

have a partner?’’ or ‘‘Are you currently in a relationship?’’

versus ‘‘Are you married?’’

� If inquiring about conception control, ask ‘‘Do you have a

need to discuss birth control?’’ rather than ‘‘What type of

birth control are you using?’’

� Let the patient provide information at his or her own pace

with encouraging statements: ‘‘I’m happy to discuss any

concerns you have.’’

� Send a normalizing and reassuring message to the patient

that discloses that he or she is gay or lesbian. For instance,

recommendations [65] include:

‘‘I realize that discussing sexuality can sometimes be

difficult. Many people struggle with this issue, whether

they are straight, gay, or bisexual. How do you feel about

it?’’ or, ‘‘Is there anything about your sexual orientation

that you would like to discuss?’’

� Explain why such personal details need to be asked or

discussed, i.e. ‘‘It’s helpful for me to understand each of

my patient’s lifestyle and behaviors, so I can make an

accurate and thorough assessment of his or her health

needs.’’

� Consider a more detailed written medical history that

covers specific sexual behaviors and provide specific and

relevant data when providing education and health coun-

seling.

� Become familiar with some of the common sex practices

of gays and lesbians and common terminology. Ask the

patient about any aspect of his or her practices or lifestyle

that is unfamiliar to you [65].

5.2. Strategies to communicate a safe and welcoming

practice environment

� Explain the practice policy on confidentiality including

what is recorded in the medical chart (as one should with

all patients).

� Consider posting a written policy of practice such as a

general statement of principle that explicitly includes a

commitment to equal treatment for all regardless of sexual

orientation. This can be displayed next to the posted

Patient’s Bill of Rights.

� Evaluate what communication messages are sent through

the waiting room in the range of educational materials,

and include materials on gay and lesbian health.

� Role model sensitivity and inclusiveness to colleagues

and staff.

� Circulate important findings related to gay and lesbian

health.

5.3. Strategies to communicate consideration of partner

and family relationship

� Inquire about significant relationships and patient’s

family structure. Examples include ‘‘Who are the impor-

tant people in your life that you count on for support?’’

� Present a positive, accepting attitude when aspects of

social and family life are revealed.

� Acknowledge and encourage inclusion of partner or sig-

nificant other in health care.

� Provide message of acceptance when discussing signifi-

cant relationships including parent–child relationships.

� Encourage gay and lesbian patients to express any par-

enting concerns.

� Extend the system appropriately, with referral sources that

are gay-family sensitive.

The primary goal of raising awareness, providing knowl-

edge, and facilitating communication skills in clinicians is to

improve the health care and health outcomes of patients—in

this case, gay and lesbian patients. Sensitizing clinicians to

the unique health and psychosocial needs of gay and lesbian

patients should increase their level of confidence in provid-

ing care to these populations. Patients who are satisfied with

their healthcare experiences are more likely to participate in

routine healthcare and adhere to medical recommendations.

Patients who feel understood, respected, and confident in

their clinicians’ communication and technical skills, in
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partnership with their clinician, comprise a highly effective

collaboration likely to produce positive patient health out-

comes. The authors encourage further research to elucidate

the unique health and psychosocial needs, concerns, and

access patterns of this population in order to provide com-

prehensive medical care. Further, the authors advocate for

the provision of training for practicing clinicians on the

specific needs of gay and lesbian individuals and on sensi-

tivity issues for enhancing communication in a gender-

neutral, non-judgmental manner.
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