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ABSTRACT
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Aims and objectives
In this discursive paper we describe our experience in incorporating lesbian, gay, bisexual and
transgender (LGBT) health content into the family nurse practitioner curriculum at a Midwestern
college of nursing in the United States.
Background
Globally, LGBT people face disparities in the domains of physical health, behavioral risks, mental
health, and victimization. There remains a paucity of nursing research on most aspects of LGBT
health and access to care. To date, nursing leadership and curricular bodies have not provided clear
guidance on the role of nurse educators in preparing nursing students to provide care to LGBT
people.
Design
Discursive paper describing the development of an LGBT health learning module for inclusion in a
family nurse practitioner program.
Methods
We summarize health disparities experienced by LGBT people, describe the process of module
development, and outline the learning content included in the module. We also discuss challenges
faced in incorporating LGBT content into nursing curricula.
Conclusions
Despite the lack of formal direction from the nursing sector, nursing faculty should prepare nursing
students to provide culturally sensitive and competent care to LGBT people. Our experience
incorporating LGBT-specific content into the family nurse practitioner program has proven to be
positive for both students and faculty.
Relevance to clinical practice
Given their large numbers and presence across systems of care, nurses are uniquely positioned to
address barriers to care faced by LGBT people. Modules such as the one described here can be used
by nurse faculty to guide the inclusion of LGBT-specific content in family nurse practitioner or other
nursing courses—as well as to guide the development of nursing competencies in the care of LGBT
people.
Keywords: Cultural Issues, Curriculum Planning, Nurse-Patient Relationship, Primary Care, Sexual
Health, Sexuality
What does this paper contribute to the wider global clinical community?
•
•
•

Given that nurses make up a significant proportion of the global healthcare workforce they
are uniquely positioned to address health disparities faced by LGBT people.
Information about successful integration of LGBT-specific content into the nursing
curriculum may encourage nurse educators to use existing resources to develop curricular
content aimed at building student competency in the care of LGBT people.
This information may also be useful to practicing nurses in that it may increase their
understanding of sexual-orientation and gender-identity-related health disparities.
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INTRODUCTION
Sexual minority people (lesbian, gay, bisexual, and transgender [LGBT]) are becoming a more

visible part of the populations of many countries, particularly those in the Western world (Roth
2014). Nevertheless, demographic data for sexual minority population remains difficult to capture.
Variability in quantifying the proportion of the global population that is LGBT may stem from diverse
societal attitudes towards these populations. For example, nations that are more affluent or secular
are more likely to accept homosexuality, whereas nations that are predominantly Muslim or lower
income are less likely to support acceptance of homosexuality (Pew Research Center 2013). In
societies that do not accept sexual minorities, methodological barriers (e.g. under-reporting)
preclude accurate quantification of the LGBT population (Pew Research Center 2013).
Data from nine national surveys conducted in five countries (Australia, Canada, Norway,

United Kingdom, United States) estimate that 1.7% to 5.6% of the populations of these countries
identify as lesbian, gay or bisexual (Gates 2011). Data regarding the proportion of the world’s
population that is transgender is much less precise due to underreporting and a lack of any
systematic data collection system. Globally, the most recent study to quantify the transgender
population of a nation came from the United States (U.S.) suggests that 0.6% of adults in the US
identify as transgender (Flores, Herman, Gates & Brown, 2016). We performed an exhaustive search
for population demographics of LGBT people outside the Western world and identified no reports.
Illustrative of this underreporting is former Iranian president Mahmoud Ahmadinejad’s statement,
“In Iran we don’t have homosexuals…” (“Iran President in NY Campus Row,” 2007).
Sexual minorities face widespread discrimination and exclusion in all parts of the world

(Hughes, Wilsnack & Kantor 2016). In 2015, the United Nations acknowledged that societal
discrimination against LGBT people is a direct threat to health and well-being (United Nations 2015).
In the U.S. a movement is now underway to improve the clinical care of sexual minorities. Although
some LGBT people receive excellent and supportive care from health care providers, many continue
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to experience discrimination, marginalization, and sometimes outright harm within the U.S.
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healthcare system (Carabez et al. 2015).
There is a paucity of research and literature on LGBT healthcare issues (Institute of Medicine

2011), and even less about nursing care for LGBT people (Bosse et al. 2015, Institute of Medicine
2011, Carabez et al. 2015). Consequently, nurses often lack even basic knowledge about the care of
LGBT patients (Obedin-Maliver et al. 2011, Carabez et al. 2015). The success of strategies and
initiatives to improve care for LGBT people depends in large part on the improved education of
health professionals. Educating healthcare professionals can contribute to general improvement of
care for LGBT people as well as the climate for LGBT providers, faculty, staff and students.
As emphasized in a landmark report published in the U.S. “contemporary health disparities

based on sexual orientation and gender identity are rooted in and reflect the historical
stigmatization of LGBT people” (Institute of Medicine 2011). Working to address these health
disparities is keeping with a core value of the nursing profession—the provision of person-centered
care.
In this discursive paper we highlight some of the major health disparities based on sexual

orientation or gender identity and then describe our experience in developing and implementing
LGBT health content into a family nurse practitioner (FNP) program. In the U.S. family nurse
practitioners are advanced practice nurses who are licensed to provide independent, full-scope
primary care services for individuals and families in the context of the communities in which patients
live and work (Population-Focused Competencies Task Force 2013).
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Sexual-Minority Related Health Disparities
LGBT people face stigmatization as well as financial, structural, personal and cultural barriers

as they attempt to access culturally competent, sensitive health care services (Institute of Medicine
2011). These barriers, and anxiety about them, often prevent LGBT individuals from receiving
screening and preventive services, or cause delays in receiving care (McNair et al. 2011).
Given widespread stigmatization of sexual minorities, LGBT people are vulnerable to

minority stress (Meyer 1995; Meyer 2003). Minority stress theory proposes three stress processes
which underlie the health disparities faced in the LGBT community: internalized stigma, expectations
of rejection and discrimination (perceived stigma), and actual prejudice events (Meyer 1995; Meyer
2003). Examples of situations that bring about these stress processes include denial of or shame
regarding one’s sexual orientation or gender identity (internalized stigma/homophobia); fear of
losing housing or employment if one ‘comes out’ to family or co-workers (expectations of rejection
and discrimination); or physical assault motivated by anti-gay bias (actual prejudice events).
To manage stress associated with being a member of a marginalized minority group, LGBT

people often engage in unhealthy coping behaviors to manage the symptoms of minority stress
(DiPlacido & Herek 1998; Mereish et al. 2014). These behaviors, coupled with barriers in access to
culturally competent care, help to explain the disproportionately higher rates of many stress-related
health conditions among LGBT people (Meyer 2003). Below we highlight four domains of health
disparities: physical health, behavioral health, mental health, and victimization.
Sexual-orientation-related physical health disparities include higher rates of breast and

cervical cancer risk factors among lesbian women (Institute of Medicine 2011, Brown et al. 2015),
higher risk of anal-rectal cancers in gay men and men who have sex with men (MSM; Garbuglia et al.
2015), higher rates of sexually transmitted diseases (STDs) in gay and bisexual men (Centers for
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2015a), obesity in lesbian women, inadequate reproductive health care for lesbian women, as well
as the risk of chronic disease associated with alcohol and substance abuse (Fredriksen-Goldsen et al.
2013, Hughes, 2011; Hughes & Eliason, 2002; Hughes et al. 2015). Exacerbating these disparities are
LGBT people’s reluctance to disclose sexual or gender identity which, in turn, limits providers

understanding of relevant health concerns or risk factors.
Examples of behavioral risks are higher rates of tobacco use, hazardous drinking, drug use

and unprotected sex (Johnson et al. 2013, Matthews et al. 2013, Matthews et al. 2014, Talley &
Littlefield 2014, Wilsnack et al. 2008). Risky sexual behavior among sexual minorities is attributable
in part to societal marginalization of these behaviors (Halkitis & Parsons 2003). Laws that criminalize
same-sex intimacy can contribute to behavioral risks by isolating sexual minorities and limiting
opportunities for healthy social interchange and dating (Beyrer 2014, Hughes et al. 2015). Higher
rates of alcohol and other drug use/misuse, including prescription and recreational drugs, among
sexual minorities has been attributed to ameliorative coping in response to marginalization and
stigma (Cochran et al. 2007, Hughes 2005, Mereish et al. 2014).
Sexual-orientation-related mental health disparities include an excess burden of depression,

anxiety, and suicidal ideation among sexual minorities (Bostwick et al. 2014; Hughes, Szalacha &
McNair, 2010; Haas et al. 2010, Russell et al. 2011, Johnson et al. 2013,). These disparities are
particularly evident in young LGBT people who are 5-6 times as likely as heterosexual youth to
attempt suicide (Russell et al. 2011).
Elevated rates of lifetime victimization among LGBT people also increase risk of negative

mental health outcomes (Drabble et al. 2013, Hughes, 2005, Hughes, McCabe et al. 2010, Hughes et
al. 2014). Bullying, harassment and hate crimes, sexual assault, intimate partner violence,
imprisonment and capital punishment are all forms of violence against LGBT people that stem from
societal prejudice and heterosexism (Reitman et al. 2013; United Nations 2015). LGBT youth are at
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et al. 2013). In some societies sexual assault (“corrective rape”) is sometimes used to punish or
“correct” LGBT identity (U.S. State Department 2010; Mueller & Hughes 2016). Intimate partner
violence is underreported globally (Gracia 2014). But, in same-sex relationships, reporting of
violence and referral for services are even lower due to societal stigma against such relationships
(Heise et al. 2002). In societies that criminalize same-sex intimacy or gender nonconformity,
imprisonment or capital punishment are further examples of victimization faced by LGBT people
(Kollman & Waites 2009, Roth 2014).
Exacerbating the disparities described above are the socioeconomic concerns of LGBT

people. Formal barriers to relationship recognition coupled with policies that permit housing and
employment discrimination further marginalize LGBT people and their families. Absent legal
relationship recognition (which has only recently been an option) and protections against
discrimination in the housing and job markets, same-sex couples report greater housing and food
insecurity (Gates 2014).

Nursing Care of LGBT People
The World Health Organization (WHO) identifies lack of research and understanding of LGBT

health, coupled with provider attitudes towards these populations, as significant barriers to
resolving sexual-minority-related health disparities (World Health Organization 2013). Although
information about the care of LGBT people is generally sparse, nursing lags behind most health
professions in research and education regarding sexual minority health. For example, between the
years 2005-2009, only 0.16% of published articles in the top 10 nursing journals worldwide focused
on LGBT health (Eliason et al. 2010). Aside from the paucity of research about LGBT people
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their children (Shields et al. 2012).
Both practicing nurses and nursing students report inadequate training in the care of LGBT

people (Carabez et al., 2015, Rondahl 2009, Walsh & Hendrickson 2015). Further, from practicing
nurses’ prejudice against caring for lesbian and gay patients (Rondahl et al. 2004) to homophobic
attitudes of nursing students and faculty (Boch 2012), too many nurses demonstrate attitudinal
barriers to caring for LGBT people.

Lack of Guidance for Developing LGBT Competencies to Guide Nursing Practice
One of the first calls for the inclusion of foundational content on LGBT health in health

professional education came in 2001 in a companion document to the Healthy People 2010 U.S.
national health goals (Gay and Lesbian Medical Association 2001). Since that time, the American
Association of Medical Colleges (AAMC) has issued clear curricular guidance for medical schools to
promote the development of students’ knowledge, attitudes and skills and to improve care for LGBT
people (Hollenbach et al. 2014). Nursing curricular bodies in the U.S. and elsewhere have yet to
develop similar recommendations.
In the U.S., nurse educators utilize curriculum guidelines promulgated by the American

Association of Colleges of Nursing (American Association of Colleges of Nursing [AACN] 1996, 2006,
2008, 2011) or the National League for Nursing (National League for Nursing [NLN] 2010). These
curricular guidelines assert that nurses at all levels must demonstrate competency in the delivery of
culturally sensitive care to diverse populations. However, none specifically identify LGBT people as a
population for which nurses must develop such competencies. Given global (World Health
Organization 2013) and national (U.S. Department of Health and Human Services 2010, Institute of
Medicine 2011) calls for healthcare professionals to redress the health disparities faced by LGBT
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and patients.
In addition to the lack of formal direction from nursing societies and accrediting bodies,

other challenges to nurse educators who wish to include LGBT-specific content are time constraints
in an already complex curriculum (Chinn 2013), and faculty’s perceptions that they are inadequately
prepared to teach this content (Eliason et al. 2010, Lim et al. 2015).

Effects of Education
The positive impact of LGBT-specific content in healthcare provider education is well

documented in medicine (Ard & Makadon, 2012). Medical students exposed to this content early in
their programs and those who report contact with LGBT people demonstrate greater skill in
collecting sexual histories and addressing sexual orientation with patients (Sanchez et al. 2006). In
pre-licensure medical education, the effects of educational LGBT-specific content in lectures, guest
speakers and role-play demonstrated a positive impact on the attitudes of medical students toward
LGBT patients (Kelley et al. 2008). Even inclusion of a small amount of seminar content in medical
education affected a positive change in resident physicians’ attitudes towards the care of LGBT
people (McGarry et al. 2002).
All health professionals are responsible for the care of LGBT people. With a presence across

systems of care, nurses, in particular, are uniquely positioned to address sexual-orientation-related
health disparities. Changing nursing educational models and curriculum to better prepare students
to care for LGBT people is consistent with the values of the nursing profession and ethical nursing
practice (American Nurses Association 2015).
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Integrating LGBT content into an FNP Program
This discursive paper describes our experience developing and implementing an LGBT health

module in an FNP program that enrolls students at five campuses. These campuses are part of a
large public university in a Midwestern US state. This curricular improvement project does not meet
the definition of human subjects research under the U.S. Department of Health and Human Services
(U.S. Department of Health and Human Services 2016). It is, therefore, not subject to Institutional
Review Board (IRB) oversight. Although part of an urban public university, the four regional
campuses serve students from rural and smaller metropolitan areas throughout the state. Our
program uses a “flipped classroom,” meaning that students’ initial contact with course content is at
home and time spent in the classroom focuses on discussion and application of content.
In 2010, we modified our FNP program curriculum to include content specific to the primary

care of LGBT people. We made this curricular change to better prepare our FNP graduates for
practice with LGBT patients. We integrated this content into the final health management course in
the program, and placed it in the section of the course that covers gender-specific health topics (i.e.
men’s health and women’s health).
Our approach to designing the FNP module included reviewing the literature to identify the

major health issues and concerns of LGBT people, interviewing clinicians who care for LGBT people,
and reviewing resources such as the Gay and Lesbian Medical Association (GLMA) recommendations
for the care of LGBT patients (Gay and Lesbian Medical Association 2006). Subsequent updates have
incorporated content from Joint Commission’s Field Guide for the care of LGBT people (Joint
Commission 2011). The outcome is a week-long web-based self-study module entitled, “Primary
Care of Sexual Minority People.” Brennan and colleagues (Brennan et al. 2012) recommend that
nursing curricula related to LGBT health include content on lifespan development, health promotion,
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module includes the following sections: minority stress, cultural humility, sexual and gender minority
vocabulary, primary care of lesbian women, primary care of gay men and men who have sex with
men (MSM), primary care of bisexual people, primary care of transgender and gender nonconforming people, and special considerations in the care of adolescents and young adults.
Embedded in the learning module are assigned readings, videos, self-assessment activities, and casebased learning activities. We used the minority stress framework (Meyer, 1995) as the underpinning
of module content. Because the learning module is intended to be practical rather than theoretical,
the module begins with a video from a nurse theorist Peggy Chinn, explaining how minority stress
affects patient care (Vanderbilt School of Nursing 2010).
Cultural humility is an approach to culturally sensitive care originally proposed by Tervalon

and Murray-Garcia (1998) in the context of care for people from racial/ethnic minority backgrounds.
Rather than advocating cultural competence—which suggests specific endpoints—cultural humility
embraces self-evaluation, self-critique and awareness of when a provider is imposing his/her views
and values on a patient or community (Tervalon & Murray-Garcia 1998). We use this framework to
orient students to the reality that they cannot fully understand the lived experiences of LGBT people
and that the role of the healthcare provider is to be open, nonjudgmental and inquisitive in learning
about patient’s experiences and how those experiences influence health.
Evidence suggests that implicit bias in healthcare is one of the reasons that minority

populations, including LGBT people, have poorer health outcomes (Zestcott, Blair & Stone 2016).
Unconscious or implicit bias is bias in judgment that occurs as a result from subtle cognitive
processes, and is influenced by societal or cultural beliefs (Zestcott, Blair & Stone 2016). First-hand
knowledge of, or friendship with, a person who identifies as LGBT reduces bias and homophobic
thoughts or actions (Rondahl et al. 2004; Rondahl 2009). While many students may have LGBT
friends or family, others do not. To increase knowledge of the day-to-day lives of LGBT people,
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sexual minorities (e.g., It Gets Better Project, 2009).
Our informal discussions with LGBT-focused providers in the community demonstrated a

need for a common lexicon that nurses can use to describe and communicate with LGBT people.
Drawing on information from key informants and published resources (Gay and Lesbian Medical
Association 2006, Gay and Lesbian Alliance Against Defamation 2014), we built a vocabulary list (see
Table 1) for students. This list also includes commonly-used, but inappropriate, terminology to
describe sexual minority people (e.g., homosexual, avowed homosexual, homosexual lifestyle, sexual
preference).
When addressing primary care of lesbian women, we emphasize issues that lesbian women

face due to healthcare providers’ lack of knowledge or sensitivity. We use a case-based scenario
that portrays a successful middle-aged woman in a stable same-sex marriage. We also emphasize
that breast and cervical cancer screening recommendations apply to all female-born people,
regardless of sexual orientation. The scenario reinforces the fact that many lesbian women have
had male partners (Diamant et al. 1999, Everett 2013, Talley et al. 2015). Additionally, we
incorporate information about the challenges in health-care decision-making that same-sex couples
face when they do not have the benefit of legal recognition of their relationship.
The section of the learning module focusing on gay men/MSM uses a case of a graduate

student who experiences housing instability after disclosing his sexual orientation to family
members. FNP students also consider specific screening and health promotion services that may
benefit gay men/MSM in general. These services include mental and behavioral health screenings
for substance use and body dysmorphia, risk-appropriate sexually transmitted infection (STI)
screenings and vaccination against human papilloma virus (HPV) and hepatitis A, as well as preexposure prophylaxis (PrEP) for the prevention of HIV.
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the capacity for romantic, emotional and physical attraction to more than one gender (Miller et al.
2007). In addition, students are helped to understand that sexual orientation is not a binary
construct, but rather that it exists on a continuum with exclusive heterosexuality and exclusive
homosexuality on either end (Kinsey et al. 1948). This portion of the module helps students gain
nonbiased understanding that many patients have had, or will have, sexual partners of a gender
different than that of their current partner. Students are introduced to a tool to guide sexual history
taking (Centers for Disease Control 2005) and resources for learning about the health concerns of
bisexual people, a group that is more invisible than lesbian, gay and transgender people and not fully
accepted in either heterosexual or sexual minority communities (Bostwick, Hughes & Everett 2015;
Miller et al. 2007).
The transgender health section of the module uses a case of a transgender woman who is

seeking routine health care. Students must consider the implications of hormone replacement
therapy and the need to consider prostate health in a woman who still has a prostate gland.
Additionally, this portion of the module includes effective interviewing strategies and how to
provide a welcoming practice for transgender people such as including gender identity on intake
forms and providing gender-neutral restrooms.
The adolescent section of the module provides information to help students to develop an

understanding of heteronormativity (i.e. presuming heterosexuality is the norm) and gender
conformity/nonconformity. Given that adolescence is generally the developmental period during
which young people begin to express their sexual and gender identities, nurse practitioners must be
careful to interview young people in such a way as to communicate openness to a range of sexual
orientations and gender expressions.
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during which they discuss content and complete an in-person case study of a male-to-female
transgender woman with the presenting complaint of a lump in her breast. LGBT health content is
included on examinations for this portion of the course to help evaluate the student’s level of
understanding.
DISCUSSION
Since incorporating LGBT health content in the FNP course, student evaluations have been

strongly favorable. They consistently report that material included in the module is relevant to their
clinical practice in primary care and that the content is an appropriate part of the course. Although,
as noted above, this curricular improvement project does not meet the definition of human subjects
research (U.S. Department of Health and Human Services 2016) we obtained student permission to
reproduce the following exemplar feedback regarding the learning content:
I think [this content] is far more important than many of us realize...Having been an
[emergency room (ER)] nurse for many years I have cared for many LGBT patients but have
found that there is a great prejudice in regards to these patients...I want to share an
experience from a hospital I had worked at. A young gay man was brutally raped and sought
care in our ER. The patient was treated very un-empathetically by both the EMS personnel
and ER staff and he overheard derogatory conversations about him while in the ER. The next
day he committed suicide leaving an explicit note in which he expressed his feelings of
worthlessness and supported these feelings by detailing his treatment and discussions he had
overheard by the healthcare team he had sought help from...I think that learning modules
like this are the first step in combating the general ignorance of the healthcare community
and the healthcare inequities that the LGBT communities face.
Our experience with implementation of the LGBT health module in the FNP program

demonstrates that nurse educators can successfully integrate this content into the graduate nursing
curriculum. Below, we discuss factors that can facilitate or hinder successful incorporation of LGBT
health content in nursing curricula.
In most nursing programs, curriculum revisions require an iterative process that involves

many stakeholders. For major curriculum revisions in our institution course objectives and
competences are proposed by faculty teaching the course, reviewed by the curriculum committee,
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Adding the LGBT health module did not require this process as it was the FNP faculty member’s
conclusion that this content supported the already-approved course that included a focus on gender
and sexual health.
Lack of faculty expertise related to LGBT health and faculty perceptions of limited

classroom time are commonly reported faculty-mediated barriers to implementation of LGBT
content in nursing education (Eliason et al. 2010, Chinn 2013, Lim et al. 2015). FNP faculty initially
expressed concerns about the additional content load for students. By integrating LGBT content into
the course unit that included special topics related to men’s and women’s health (e.g. cancer
screening, cultural humility, age-specific health promotion), we were able to alleviate these concerns
by avoiding duplication of content.
The online learning module was developed mostly by the course coordinator, a faculty

member with clinical expertise in LGBT healthcare. The course includes five discussion sections, each
led by a different FNP faculty member. Some of the discussion leaders expressed concern about
their ability to address student questions related to LGBT health. We managed these concerns by
asking faculty to complete the learning module themselves prior to the class meeting and offered
opportunities for faculty to speak one-on-one with the module author. Additionally, we shared
clinician-focused continuing education resources with faculty who asked for additional information
about the care of LGBT people (Gay and Lesbian Medical Association 2012).
Unanticipated were concerns of a few faculty members about the nature of homosexuality.

Specifically, several faculty members expressed concerns that the learning module presumed samesex identity to inherent (“they are born that way”). Studies investigating the genetic basis of samesex orientation, underway at the time, fueled questions about the etiology of homosexuality,
whether it could be treated, and whether content addressing the effects of stigma and
discrimination against sexual minority people was relevant. We addressed this concern by reviewing
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is a normal variation of human sexuality (American Psychological Association & National Association
of School Psychologists, 2015).
Students are the ultimate consumers of the LGBT health learning content in our program.

Because this content added to, rather than replaced, other content, we were initially concerned that
students might perceive this content as adding to an already heavy course workload. To the
contrary, students’ response to the LGBT module has been consistently positive. Students report
that they enjoy the embedded video content and short activities. They also appreciate and enjoy
case-based presentation of the content. Their feedback affirmed our expectation that presenting
concepts such as cultural humility, minority stress and health disparities through clinical cases would
make topics more relevant and engaging.

The minimal negative critique of the content by

students was that time spent on LGBT health might better be spent on advanced management of
disease processes. Specifically, students have expressed anxiety about not having adequate
classroom preparation regarding health conditions that they encounter in their clinical practices.
It is interesting that faculty member’s concerns that students from rural areas would have

more difficulty with the LGBT course content because they are less likely than urban students to
have had experience with LGBT patients. This concern has not proven to be the case. On the
contrary, students from all campuses have reported similar knowledge gaps related to the care of
LGBT people.

CONCLUSION
There is a global need for nurses to redress inequities faced by LGBT people, particularly in

regard to healthcare. To meet this need, upcoming generations of nurses must have the knowledge
and skills needed to provide culturally sensitive and appropriate care to LGBT people and their
families.
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Professional nursing organizations need to develop guidelines for curricular content and
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competencies related to care of sexual minority patients and clients. This guidance should support
the evolving definition of sexual minority which now includes lesbian, gay, bisexual, transgender,
queer/questioning, intersex and asexual (LGBTQIA) people. Until this is accomplished, individual
educators are encouraged to include sexual-minority-specific content in their courses. We hope that
our example of a faculty-driven curriculum modification will serve as a guide for others who wish to
make their course content more inclusive.

RELEVANCE TO CLINICAL PRACTICE
Given that nurses make up the vast majority of the primary health care workforce they are

well poised to address many of the factors that contribute to poorer health outcomes among sexual
minority people. Unfortunately, the nursing profession has yet to provide a strong voice or support
of this segment of the population or guidelines to assist nursing faculty and students in providing
culturally competent and sensitive care to sexual minorities. We provide one example of how LGBTspecific content can be incorporated into the nursing curriculum.
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TABLE 1
Terminology for Women
Lesbian
Many women that are attracted to other women identify themselves as
lesbians (used as either a noun or adjective "I am a lesbian" or "I am a
lesbian woman"). Many women may also use the term, "gay" to describe
themselves. Because a woman identifies as a lesbian, one should not assume
that she does not/has not had male sexual partners. While some lesbian
women have histories of exclusively female sexual partners substantial
numbers of lesbian women report having had male sexual partners (Talley et
al., 2015).
Some lesbian women object to the use of the term, lesbian, as a noun as
identifying a lesbian detracts from other identities such mother, nurse,
veteran, or African-American.
Terminology for Men
Gay
The predominant term to describe gay men is “gay.” Unlike the term lesbian,
it is typically used as an adjective.
Men Who Have Sex
Not all men who are sexually active with other men identify as gay. So, when
with Men (MSM)
describing behavior rather than identity, MSM is the more appropriate term.
Terminology for Transgender People
Transgender
The word transgender is an adjective that applies to people that feel that
their assigned sex (i.e. biological sex) does not match their true gender
identity. Some transgender people may feel that their true sex is different
from the sex into which they were born. Other transgender people may
identify as neither male nor female.
Male-to-female
A person that was born as a biological male but identifies as female. Some
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(MTF) Transgender
Female-to-male
(FTM) Transgender:

people may identify themselves as a trans woman.
A person that was born as a biological female but identifies as a male. Some
people may identify themselves as a trans man.

Intersex

Intersex is a predominantly clinical term which describes the biological state
of having discordance in sexual organs (e.g. having both a penis and ovaries).
Previously, this condition was called hermaphroditism. Biology aside, some
individuals identify as intersex as a statement that they do not identify as
either exclusively male or female.
Transsexual
A term that some transgender people may use to identify as a person that
(uncommon)
has undergone or is undergoing medical or surgical therapies to transition
their gender identity. Clinicians should be cautious in using this word as it
connotes an endpoint and a misunderstanding of the experience of
transgender people. Transgender people do not "become" transsexual after
surgeries. It is an older term that some people still use to describe
themselves, but it is not a term that the clinician should use without first
hearing the patient use it.
Inappropriate Terminology
Transvestite/CrossA person that identifies as the sex she or he was assigned at birth but enjoys
Dresser
dressing as the opposite sex. This is a term that describes a behavior and not
an identity. It is not an appropriate term for a clinician to use.
Sexual Preference
This term is inaccurate as it implies that sexual orientation is a choice. A
more accurate and relevant term is sexual orientation.
Homosexual
While not inherently offensive, the term is considered to be outdated and
‘clinical’. In addition, the term has been used by some to vilify members of
the LGBT community.
Gay/Alternative
All people make lifestyle choices. For example, some people are fitness
Lifestyle
enthusiasts while others opt for a sedentary lifestyle. Sexual orientation is
not a "lifestyle". Further, LGBT people do not view their lives as alternative
to anything.
Lover

Companion
(as a term to
describe an LGBT
person’s spouse or
significant other)
Slang terms

Some LGBT people may identify their spouse or partner as their "lover".
However, identifying a spouse or significant other as a "lover" may be seen
as diminishing the role that person plays in other aspects of an LGBT
person’s life.
This term is euphemistic and does not validate the relationship that an
individual may have with his or her spouse or significant other.

As with any minority community, some LGBT people sometimes reclaim
derogatory or slang terms that others have used to describe them (e.g.,
queer, dyke). It is not appropriate for a nurse to use these terms to describe
a patient or community unless explicitly requested by the patient.
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