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Lesbian Health Care
What a Primary Care Physician Needs to Know

JOCELYN C. WHITE, MD, and WENDY LEVINSON, MD, Portland Oregon

Many primary care physicians take care of lesbians and women sexually active with women without
being aware of their patients’ sexual orientation. These women have unique medical and psychoso-
cial needs that each physician must consider. Lesbian identity or being sexually active exclusively
with women influences care in areas such as sexually transmitted diseases, risk of human immuno-
deficiency virus infection, counseling, cancer risk, screening, parenting, depression, alcohol use, and
violence. We review an approach to taking a history with all women that facilitates open, comfort-
able communication with lesbians. We also review specific medical and psychosocial areas of prima-
ry care in which caring for lesbians is different from caring for other women. Further research is
needed on lesbian health issues to provide appropriate guidelines to clinicians.

(White JC, Levinson W: Lesbian health care—What a primary care physician needs to know. West ] Med 1995; 162:463-
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B usy primary care physicians may see more than 100
patients a week. If physicians estimate that fewer
than five of these are lesbian, they may be underidenti-
fying the lesbians in their practice. Knowing the sexual
orientation of patients is important to providing high-
quality primary care.

History Taking

The dictionary definition of a lesbian is “a female
homosexual,” meaning a woman who is sexually attract-
ed to other women. For practical purposes, this defini-
tion is too narrow because lesbianism is not only a
sexual orientation, but also an identity based on psycho-
logical responses, cultural values, societal expectations,
and a woman’s own choices in identity formation.™
Some women call themselves lesbians, but are not sexu-
ally active exclusively with women; conversely, some
are sexually active with women, but do not identify
themselves as lesbian.

Lesbians are a diverse group of women from all
racial, economic, geographic, religious, cultural, and age
groups. Lesbians are also a diverse group in terms of
sexual practices. They may be celibate or sexually active
with women or men, or both.® Most lesbians are current-
ly either sexually active with women exclusively or are
celibate, although in one study, 77% of lesbians had at
some point participated in heterosexual coitus.® The spe-
cific sexual practices of a patient determine her risks of
particular diseases and are important in developing indi-
vidual medical recommendations.

Surveys estimate that 2% to 10% of the population
are women sexually active with women."” Being sexual-
ly active exclusively with women and identifying one-
self as lesbian influences both the biomedical and the
psychosocial aspects of medical care. Primary care
physicians need to understand how women sexually
active with women are unique with respect to sexually
transmitted diseases, the human immunodeficiency virus
(HIV), and cancer risk and screening. Women who iden-
tify themselves as lesbians also have unique needs with
regard to psychosocial issues such as support systems,
homophobia, parenting, adolescence, substance abuse,
battery, and hate crimes.

Most lesbians defy stereotypes. It is important to
realize that any female patient can be lesbian or bisexu-
al. Until physicians know the sexual orientation of their
patients, it is important to use language free of hetero-
sexual assumptions. Questions like “What form of birth -
control do you use?” “Are you married?” and “When
was the last time you had intercourse?” set up barriers
for a lesbian patient because they assume she is hetero-
sexual. After hearing questions like these, a lesbian may
withhold or give false information to protect herself
from her physician’s possible negative attitudes.*®

There are many nonjudgmental ways to ask about a
patient’s sexual orientation. We believe the most com-
fortable time to address the issue is during the social his-
tory. Questions such as “Are you in a committed rela-
tionship or partnership?” “Are you single, partnered, or
married?” “Is your partner a man or a woman?” “Who is
in your immediate family?” and “What is your relation-
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ship with your roommate?” can be asked during the
social history and do not assume the patient is hetero-
sexual. Questions should be phrased in ways that will
assure the patient that her self-disclosure will not pro-
duce a negative reaction. Using the social history instead
of the sexual history to address sexual orientation
removes some of the discomfort associated with talking
about sexual activity and provides opportunities to
explore patients’ social supports as they relate to various
illnesses or conditions.

Similarly, during the sexual history taking, it is
important not to convey heterosexual bias. The most
commonly asked questions are, “When was the last time
you had sexual contact?” and “Have you been sexually
active with men, women, or both?” Again, because no
one can identify every lesbian simply by appearances, it
is helpful with all patients to use language free of het-
erosexual assumptions. Physicians who are unable to
convey acceptance or a nonjudgmental attitude toward
lesbians might be helped by talking to colleagues or
should refer these patients to colleagues who are free of
negative attitudes about lesbians.

Medical Issues
Sexually Transmitted Diseases

Sexually transmitted diseases are less common in
lesbian patients than in either heterosexual women or
gay men. No known gynecologic problems are unique to
lesbians, and none occur more often in lesbians than in
bisexual or heterosexual women. This may be due in
part to the relative epidemiologic isolation of this group
from men and the lack of penile-vaginal intercourse
among lesbians. Lesbian sexual practices include kiss-
ing, breast stimulation, manual and oral stimulation of
the genitals and anus, friction of the clitoris against the
partner’s body, and penetration of the vagina and anus
with fingers and devices.**

Women sexually active with women appear to have a
lower incidence of syphilis and gonorrhea than any other
group except those who have never been sexually
active."” Infections with chlamydia, herpesvirus, or
human papillomavirus, and pelvic inflammatory disease
appear to be uncommon in lesbians who have been
sexually active exclusively with women, but all are theo-
retically transmissible.**** Hepatitis A, amebiasis,
shigellosis, and helminthism have a low prevalence in
lesbians. Hepatitis B occurs only when other risk factors
are present.**? In contrast, bacterial vaginosis, candidia-
sis, and Trichomonas vaginalis infection do occur in
lesbians and appear to be transmissible between
women.**"*? Based on current data, we do not recom-
mend routinely screening for sexually transmitted
diseases in women sexually active exclusively with
women. Physicians should survey patients for the most
recent heterosexual contact and manage these women
and their partners according to the risk of exposure.?

Human Immunodeficiency Virus

More than 90% of lesbians with the acquired
immunodeficiency syndrome are injection drug users.

To date, HIV may have been transmitted between
women as a result only of sexual contact in as many as
nine cases, but this has not been proved (S. Y. Chu, PhD,
MSPH, Centers for Disease Control and Prevention,
Division of HIV/AIDS, oral communication, April
1993).%* Exposure to menstrual and traumatic bleeding
was probably the source of transmission. The human
immunodeficiency virus has been cultured from cervical
and vaginal secretions and cervical biopsy specimens
taken throughout the menstrual cycle, however.*
Therefore, it may theoretically be transmitted by infect-
ed women who are not bleeding.

Physicians should counsel lesbians to avoid contact
with cervical and vaginal secretions, menstrual blood,
and blood from vaginal and rectal trauma in all partners,
including monogamous partners who have not tested
negative for the virus twice within a six-month interval.
Methods thought to protect against transmission for oro-
genital contact include latex squares, known as dental
dams, and latex condoms or gloves cut open and laid
flat. For vaginal penetration, latex gloves used on hands
and condoms on sexual toys may be appropriate.
Lesbians who are sexually active with men may become
infected with HIV and should use all of the standard
safer-sex precautions.

Lesbians who undergo artificial insemination with
either fresh semen from donors in the community or
frozen semen from sperm banks are also at risk for HIV
infection.”® Sperm banks routinely test donors for
HIV infection at the time of donation and six months
later before releasing the specimen for use. Because
of delays in seroconversion, however, it is possible for
lesbians to be exposed to HIV with frozen semen or
fresh semen from a seronegative donor.? Lesbians
should avoid fresh semen, especially from donors with
an unknown HIV status.

Cancer Risks and Screening

No population-based studies of cancer risk in les-
bians have been reported. As a result, screening deci-
sions should be based on individual risk factors using
standard screening guidelines for women.

Cervical cancer appears less common among les-
bians than among bisexual or heterosexual women, as
suggested by lower rates of dysplasia and abnormal Pap
smears.*** In the absence of specific data, we recom-
mend screening these women every three years, similar
to the American Cancer Society’s maintenance screen-
ing interval.* Women with a history of frequent hetero-
sexual contact or another known risk factor should be
screened according to published guidelines.

No specific information on breast cancer, endometri-
al cancer, or ovarian cancer in lesbians is available.
Epidemiologic studies suggest an increased risk of
breast cancer among nulliparous women, women who
are older with their first birth, and women who have
never breast-fed.”* Ovarian cancer has been reported to
occur more frequently in women who have not used oral
contraception and those who have not given birth.3**
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Endometrial cancer is also more common in nulliparous
women. Many lesbians fall into these categories and
may have an increased risk for breast, endometrial, and
ovarian cancers. Physicians should follow current guide-
lines on screening for these cancers where available.
Lesbians older than 40 years report smoking and
drinking alcohol more often than their heterosexual
counterparts.* No data have been reported on lung or
head and neck cancers in lesbians. Physicians should
emphasize the health risks of smoking and alcohol use in
lesbians and strongly encourage smoking cessation.

Psychosocial Issues

A lesbian patient’s support network should be elicit-
ed to determine her ability to cope with homophobia, ill-
ness, and other stressful life events.” Societal attitudes
toward lesbians may be compounded by a lesbian’s own
internal homophobia developed from years of living in
an intolerant society. Lesbians most often derive support
from partners, friends, and lesbian and gay community
organizations.*** The quality of the relationship with a
partner can be particularly important to a lesbian’s psy-
chological well-being.* Discord in a lesbian couple can
be even more stressful than for a married heterosexual
couple because of a lack of traditional social supports.

The process of discovering one’s homosexual orien-
tation and revealing it to others, known as “coming out,”
may begin at any age and may be associated with
notable emotional distress.” This process has been well
described.®# It involves a shift in core identity that takes
place in four stages: awareness of homosexual feelings,
testing and exploration, identity acceptance, and identi-
ty integration and disclosure to others.”” Prevailing social
attitudes influence the experience of coming out.*>¥#
Internalized and societal homophobia cause a lesbian to
perform a sophisticated and fatiguing “‘cost-benefit”
analysis for each situation in which she considers self-
disclosure.

Lesbian adolescents are particularly vulnerable to the
emotional distress of coming out, and this distress often
confounds their developmental tasks.® Parental accep-
tance during this process, especially maternal, may be
the primary determinant of the development of healthy
self-esteem in adolescent lesbians.®** Signs of confusion
about sexual orientation in adolescents may include
depression, diminished school performance, alcohol and
substance abuse, acting out, and suicidal ideation.” In
fact, gay and lesbian youth are two to three times more
likely to attempt suicide and may account for 30% of
completed youth suicides.®” It is important for primary
care professionals to screen adolescents for these signs
and to consider confusion about sexual orientation in the
differential diagnosis of depression and substance use.

Alcohol use may be as much as three times more
common in lesbians than in heterosexual women,
although a random sample study found no difference.’***®
As in heterosexual relationships, violence is an issue in
lesbians. More than a third of lesbians 22 to 52 years of
age have experienced battery by a partner, and alcohol or

drug use was involved in most of these incidents.”
As part of a comprehensive clinical evaluation, primary
care professionals should screen all women, including
their lesbian patients, for alcohol abuse, depression,
and violence.

According to a study for the US Department of
Justice, lesbians and gay men may be the most victim-
ized group in the nation.® The number of hate or bias
crimes against lesbians, including verbal abuse, threats
of violence, property damage, physical violence, and
murder, is increasing each year.* Lesbians at universi-
ties report being victims of sexual assault twice as fre-
quently as heterosexual women.® Perpetrators of hate
crimes often include family members and community
authorities.* Many gay and lesbian adolescents may
leave home because of abuse related to their sexual ori-
entation. Primary care professionals should be aware of
the possibility that a patient has been a victim of vio-
lence, particularly when patients present with symptoms
of depression or anxiety.

Parenting plays a role in the lives of many lesbians.
Lesbians may have children from previous heterosexual
relationships, from adoption, artificial insemination, or
heterosexual intercourse, or they may be a foster par-
ent.>%% Studies have shown no differences between chil-
dren raised by lesbians and those raised by heterosexual
persons.®” Open communication with children about
their parents’ lesbianism appears important in family
function.” Some physicians feel uncomfortable per-
forming artificial insemination for lesbians. A physician
who feels unable to comply with a patient’s wishes
should refer the patient to another physician for the ser-
vice. Primary care physicians can support the pregnant
lesbian by demonstrating nonjudgmental attitudes and
encouraging acceptance of lesbian motherhood among
members of the obstetric team; childbearing classes; and
by including partners in the process of conception, pre-
natal care, and delivery.®”

This article is one of a series on topics in primary care in
which common diagnostic or therapeutic problems encoun-
tered in primary care practice are presented. Physicians
interested in contributing to the series are encouraged to
contact the series’ editors.

STEPHEN J. McPHEE, MD

TERRIE MENDELSON, MD
Assistant Editors
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