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Abstract 
Context: Patients that identify as a minority in gender or sexual orientation may often receive 
inadequate treatment due to the healthcare providers lacking knowledge or exhibiting sexual 
prejudice.  
  
Objective: Determine patient perceptions of receiving culturally competent healthcare in 
lesbian, gay, bisexual, transgender, queer/questioning, intersex, ally (LGBTQIA) community. 
 
Design: survey  
 
Setting: Population-based 
 
Participants: 140 responses 
 
Interventions: none 
 
Main Outcome Measures: mGAP score was used to determine level of desire for LGBTQIA 
culturally competent healthcare  
 
Results: Calculated mGAP scores: Total = 128.82±18.48, male = 128.49±15.60, female = 
130.35±17.10, transgender = 129.80±9.31, other = 143.57, heterosexual = 129.33±17.12, gay or 
lesbian = 128.25±15.85, bisexual/omni/pansexual/queer/nonmonosexual = 132.79±14.99, other = 
131.38 ± 20.37. ANOVA results (with Kruskal-Wallis adjustments) for gender X2(3) = 8.01, p 
<0.05, demonstrating statistical significance. The greater the number indicates a greater level of 
desire for LGBTQIA culturally competent healthcare; gender was the only variable to 
demonstrate statistical significance.   
 
Conclusions: Patients find it necessary for healthcare providers to have specific knowledge and 
cultural competence in LGBTQIA issues in order to provide effective healthcare.  
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INTRODUCTION 

In recent years, diversity awareness has made large strides with improved cultural awareness in 
areas of race, ethnicity, and more specifically to sexual orientation, gender identity, and 
expression (SOGIE).1,2,3 Although healthcare may be readily available to those in the lesbian, 
gay, bisexual, transgender, queer/questioning, intersex, ally, or  LGBTQIA community, it often 
is not accessed due to prejudices and stereotypes from past decades that apply to providers and 
patients.4  Patients have been marginalized and discriminated against, resulting in lower quality 
of care and barriers to accessing services, leaving deeply rooted [mental] wounds.4 Difficulties in 
communicating with providers because of sexual prejudice is well documented.4 This can take 
the form of micro aggressions, purposely long wait times, and general lack of banter to establish 
basic health concerns.4 Due to the sexual prejudice that is often present, those in the LGBTQIA 
community often avoid healthcare altogether, putting them at an elevated risk for health 
hazards.4,5  
Sexual orientation and gender are often a “primary need” observed in a patient’s background 
history before any ailment is treated, however it often is overlooked.6 When the healthcare 
provider does not address these needs, they are perpetuating the risk of health disparities and 
preventing an individualized plan of care.7 Most healthcare facilities have policies and anti-
discrimination laws that ban discrimination based upon sexual orientation and gender.8,9 
However, the new proposal of the Conscience and Religious Freedom Division of the US 
Department of Health and Human Services states healthcare providers can refuse to see patients 
whose lifestyle may oppose the healthcare provider’s religious views.10 This can include 
anything from oral contraceptives, premarital sex, disclosure of drug use, and even those who 
consume alcohol.10  This provision proposal threatens to increase greater potential for 
discrimination against the LGBTQIA community, resulting in a higher prevalence in delaying 
healthcare (by the patient), mistreatment, suicides, and even in extreme cases, prevention of life-
saving care.10 It should be noted that this new proposal goes against the American Medical 
Association’s Code of Medical Ethics, which states it is a physician’s duty to put their own self-
interests aside and to advocate for the well-being of the patient.11 

Mental health professionals face the same issues in LGBTQIA care. The discrimination and 
stigma of LGBTQIA community can contribute to higher rates of depression, substance abuse, 
anxiety, and suicidality, resulting in greater use of mental health services as opposed to 
heterosexuals.12 In theory, mental health professionals have more training in LGBTQIA cultural 
competence than most healthcare providers, but often feel ill-prepared to work with this 
comuunity.13,14  As a resultant, this can therefore decreases the effectiveness of therapy and/or 
prevent the patient from returning for future sessions.13,14 Unfortunately, “reparative” therapy, 
which is the view that anything other than heterosexuality is a mental disorder, is illicitly used 
some groups.12 Homosexuality was removed from the Diagnostic and Statistical Manual of 
Mental Disorders (DSM) in 1973.12,15 Thus, reparative therapy has been condemned by the 
American Psychological Association, National Association of Social Workers, American 
Medical Association, and the American Counseling Association, and poses an extreme ethical 
concern of practice.16 However, due to the of the existence of this type of belief, the LGBTQIA 
community may still avoid seeking counseling16  
Currently, there is little research that investigates the LGBTQIA patient perceptions when 
receiving healthcare (physical or mental). The current research does not provide an 
encompassing holistic view of healthcare; it only views physical or mental and does not mesh the 



 

two together. In order to provide better quality of health and to uphold healthcare professionals 
to the highest level, more research needs to be completed to determine LGBTQIA patient 
perceptions in receiving culturally competent healthcare.  
 
METHODS 

Participants 
The 140 participants in this study consisted of a combination of individuals with varying sexual 
orientation (gay, lesbian, bisexual, heterosexual, or varying other identifiers) and genders (male, 
female, transgendered, or varying other identifiers) with a mean age = 26.97 ± 7.67.  Data 
collection occurred over a year, starting in January of 2015 and ending in December of the same 
year. An Institutional Review Board approved of this research and informed consent was 
gathered electronically. 
 
Procedures 
Subjects were recruited via a snowball sampling method. This entailed a variety of sources such 
as personal communication, email, list-serves, etc. Subjects were initially sent an email detailing 
the purpose and methods of this study. They were free to the forward the information on to 
others willing to voluntarily participate. Due to the snowball sampling method of data 
accumulation, a response rate cannot be calculated. With the number of responses received, 
minimal follow up emails were sent from the initial for solicitation assistance. Surveys were 
distributed via Qualtrics (Qualtrics Inc., Provo, UT), a web-based survey distribution service.  
Survey data was prepared for analysis via SPSS 24.0.   

 
Instrumentation 
A modified version of the Gay Affirmative Practice (mGAP) scale was used to determine 
affirmative practice in clinical treatment settings in the LGBTQIA community.17 The original 
version of the GAP scale was used in social work to gain insight on behaviors and attitudes that 
the LGBTQIA community brought forth.17 The original GAP scale not only measures cultural 
competence in treating clients in LGBTQIA, but it also measures beliefs on treatments and 
behaviors observed in clinical settings by the provider.17 
The current modified version was tailored to fit a broader healthcare approach and to reflect the 
patient perspective. The modified version adds “As a patient, I feel…” in front of “Practioners 
should…” in order to gain a patient perception, rather than that solely of the practitioner. The 
original GAP consists of 30 questions. A Likert scale (five-point) was used to measure the need 
for affirmative practice in health-care providers; strongly agree/always equaled five and strongly 
disagree/never equaled one. Those that had a response relating to agreement demonstrated a 
want/need for more knowledgeable and culturally competent healthcare providers. Categories 
with a lower score, or relating to disagree did not feel there was a need for more culturally 
competent knowledge in LGBTQIA for practioners.17 In addition to the mGAP, four open-ended 
demographic questions appear at the end of the survey related to identity. They are as follows:  
age (in years), occupation, gender, sexual/affectional orientation. The original published version 
of the GAP has a Cronbach’s alpha of α = 0.93 for reliability; its validity measured each domain 
at 0.6 or greater to support factorial validity.17 A Cronbach’s alpha calculated survey reliability 
of α = 0.962 for the current instrument.   

 



 

Analysis 
Survey data was entered into SPSS 24.0 for analysis. Means and standard deviations were 
calculated for each sample. Gender included four different identifiers: male, female, transgender, 
other. The category of other could include identifiers such as pangender, bigender, non-binary, 
androgender, intersex or various others. Sexual orientation included four different identifiers: 
heterosexual, gay or lesbian, bisexual/omni/pansexual/queer/nonmonosexual, other. The 
category of other could include identifiers such as asexual, allosexual, demisexual, skoliosexual, 
or various others. An overall mGAP score (out of 150) including means and standard deviations 
was also calculated. Low scores, below 60, are more indicative of disagreement for cultural 
competence in LGBTQIA healthcare. If all items were responded to as “neutral” a total mGAP 
score would equal 90. Items greater than 90 are more indicative of agreement for cultural 
competence in LGBTQIA healthcare. Two separate one-way ANOVAs (one comparing gender 
and one comparing sexual orientation, with the overall mGAP score as the dependent variable) 
were performed to calculate significance. An alpha level of α= 0.05 was used for level of 
significance.  
All ANOVA assumptions were tested. Data is independent and does not rely on subsequent 
groups. No mean outliers (greater than ±2.5) were identified Because normality and homogeneity 
of variance were violated in at least one portion of each of the two categories (gender and sexual 
orientation), Kruskal-Wallis tests were applied as a modification.18 Normally, ANOVA data is 
represented with an F-statistic, but due to the violations of assumptions of normality and 
homogeneity of variance, the Kruskal-Wallis test is applied as a modification in order to 
strengthen statistical significance.18 The Kruskal-Wallis test is a non-parametric statistic that uses 
X2 to represent results.18 In addition, in order to test significantly different means across groups, 
ranking is used.18 

 

RESULTS 

One-hundred forty participants completed the survey. Tables 1 and 2 represent the distribution of 
the mGAP scores in the two different categories. ANOVA results were transformed with a 
nonparametric method, Kruskal-Wallis adjustments (denoted with X2 (chi squared,)) due to 
violation of normality and homogeneity of variance. The results were statistically significant for 
gender (X2(3) = 8.01 p <0.05), resulting in at least one difference in each group, indicating a post 
hoc analysis. Post hoc analysis demonstrated statistical significance in comparing males vs. 
other, indicating the perception of receiving culturally competent healthcare in the LGBTQIA 
community is lower for males. Males scored an average of 128.49 vs. other at 143.57; an almost 
30-point difference. Sexual orientation did not present statistically significant results (X2(3) 
=2.94 p>0.05).  
 

 

 



 

 

 

DISCUSSION 

Due to changes in gender and sexual norms, the LGBTQIA community is often stigmatized, 
discriminated against, and marginalized which results in decreased attention to healthcare.9 The 
results of this study indicate that patients do feel it necessary for healthcare providers to have 
specific training and/or knowledge in LGBTQIA cultural competence (CC). Although the results 
of sexual orientation do not demonstrate a statistical significance, those in the 
bisexual/omnisexual/pansexual/queer/nonmonosexual or other category had scores of 130 or 
above, indicating a mean response of “agree” (based on a five-point-likert scale) meaning 
patients feel practitioners should have some level of LGBTQIA CC. For instance, the first 
question of the survey asks “As a patient, I feel practioners should support the diverse make-up 
of the families in their practice with gender and sexual minorities,” with 100 of the 140 
participants selecting “strongly agree” and zero participants selecting strong disagree. Similar 
results were obtained for questions relating to the fact patients feel a practitioner should make an 
effort to learn about gender and sexual diversity, as well as to have access to knowledgeable 
resources to ensure effective practice.  
Rounds, McGrath, and Walsh9 indicate that LGBTQ patients are more satisfied with their quality 
of healthcare when they have a trust relationship with their provider. These responses are in 



 

alignment with Gay Affirmative Practice which states that LGBTQIA orientations and identities 
are affirmed as an “equally positive human experience and expression” with those who express 
or identify as heterosexual.19 According to Crisp17 there are six guiding principles for Gay 
Affirmative Practice that those practicing in mental health should uphold: 

 1. Making no assumptions the client is heterosexual, 2. The belief that homophobia in 
society is the underlying problem rather than the client’s sexual orientation, 3. Accepting the 
patient’s SOGIE as a positive outcome, 4. Assisting clients in decreasing internalized 
homophobia to help achieve a positive identity in SOGIE, 5. Knowledge in theories of coming-
out processes, 6. Responding and accepting bias toward one’s own homophobia and 
heterosexism.17 

Although Gay Affirmative practice is fairly new, those in the mental health field are actively 
implementing these concepts whereas alternatively, those in the physical health fields are still 
struggling to adequately meet the needs of their LGBTQIA patients.20  
Attention to LGBTQIA health is often missing from medical program curricula. For example, 
Chapman, et al.20 noted that although medical students have higher levels of knowledge toward 
homosexuality, their mGAP scores are significantly lower than those of nursing students. 
Heteronormativity, or how heterosexism is considered “normal” when compared to homosexism 
as “deviant,” continues to be at the forefront of all aspects of healthcare and influencing 
decisions.5,22 It was recommended that medical and nursing curriculum consult with LGBTQIA 
communities in order to find and provide the most accurate knowledge and training to students.20 
By improving the initial encounter with the patient, as well the basic dynamics at the relational 
and systematic levels of basic healthcare, a better treatment climate can be fostered, without 
judgment, for those in the LGBTQIA community.20, 22 

 

Limitations/Future Research 

Although the information gathered from this research was successful in the aspect of learning 
what patients believe is important with cultural competence in regards to LGBTQIA, it is not 
without limitations. The populations represented were unequal (78 Males compared with 50 
females, 5 transgender, and 7 other) which could have skewed data. Increased recruitment of 
subjects in the transgender, and/or other category could have posed different results, as well.   
Lastly, further research should consider excluding heterosexuals from research in order to get a 
different depiction of LGBTQIA perceptions.  
 

Conclusion 

The results of this study suggest that patients do feel the need for better CC for LGBTQIA 
communities among healthcare providers. Although sexual orientation did not reveal statistically 
significant differences in perceptions, it was noted that most questions received scores of “agree” 
or better.  Men showed the lowest scores in comparison with those identify as “other” in the 
gender category, indicating a lower need for healthcare cultural competence in LGBTQIA 
communities. Although healthcare continues to improve, there is still significant room for 
improvement with inclusion and decreasing discrimination. It is noted that as curricula expands 
upon LGBTQIA patient issues, it will better help decrease the stigma, marginalization, and 
discrimination and provide for a better future with less health disparities.  
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