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A survey of community-based outpatient clinic health care providers suggests the need for
additional education and training to increase their cultural competencies.

esbian, gay, bisexual and trans-
gender (LGBT) populations
face significant social stig-
matization, discrimination,
and marginalization that contrib-
ute to negative patient outcomes.
Consequently, the LGBT popula-
tion experiences high rates of men-
tal health issues, such as suicide
and depression, as well as sexually
transmitted diseases (STDs), drug
abuse, poverty, and homelessness.'

BACKGROUND

According to the CDC, gay men are
at highest risk and have increased
incidences of gonorrhea, chlamydia,
herpes, human papilloma virus
(HPV), and HIV.? Lesbians and bi-
sexual women are less likely to get
preventive cancer screenings, such
as Pap smears and mammograms,
and have higher incidences of HIV,
hepatitis C, self-reported gonor-
rhea, and are more likely to be
overweight or obese.’® In addition,
LGBT populations have high rates
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of use of tobacco, alcohol, and other
drugs.

The National Transgender Dis-
crimination Survey of 6,450 transgen-
der and nonconforming participants
also provides extensive data on the
challenges faced by transgender in-
dividuals. Discrimination was fre-
quently experienced in accessing
health care. Due to their transgender
status, 19% were denied care, and
28% postponed care due to perceived
harassment and violence within a
health care setting.!

The LGBT populations experi-
ence personal and structural barri-
ers that interfere with their ability
to access high-quality care. Sexual
gender minority individuals also
experience health care barriers due
to isolation, insufficient social ser-
vices, and a lack of culturally com-
petent providers.* At the same time,
many health care providers (HCPs)
experience various barriers to pro-
viding LGBT care and need to in-
crease their cultural competence by
improving awareness, receptivity,
and knowledge.”® One personal bar-
rier to quality care is stigmatization
toward LGBT persons as expressed
through HCP prejudices, beliefs,
attitudes, and behaviors.? Factors

such as gender, race, and religious
beliefs also influence attitudes to
LGBT health care.

A study by Chapman and col-
leagues found significant differences
in attitudes toward gay men by
male and female medical and nurs-
ing students.’ Male students had a
significantly more negative attitude
toward gay men compared with
the attitudes of female students.
Cultural competence, defined in
the study as gay affirmative action
principles scores, were statistically
significant and strongly correlated
with negative attitudes. In this
study there also was a statistically
significant negative correlation
between attitudes and knowledge
scores indicating a considerable po-
tential for personal values to influ-
ence the provision of health care.’

Various barriers inherent in the
health care system restrict access
to high-quality care. Institutional
barriers that include a lack of legal
recognition of same-sex partners,
equality in visitation rights, and the
ability of same-sex partners to ac-
cess partner’s medical records ham-
per health care quality. The HCPs’
lack of knowledge of the health
risks or health care needs of the
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LGBT population also present a
structural barrier to quality of care
and affects patient outcomes.?

Culturally competent interven-
tions in health care delivery also
have been studied to reduce LGBT
health disparities. A systematic re-
view of 56 studies by Butler and col-
leagues found that the term cultural
competence was not well defined and
often was denoted with the terms
patient-centered or individualized
care.'® A review on the impact of
these interventions in LGBT pop-
ulations also noted that the long-
term effects of culturally competent
interventions on health disparities
in LGBT populations are still
unknown.

The Joint Commission has identi-
fied the health and welfare of LGBT
populations as a major priority. Be-
ginning in 2012, The Joint Commis-
sion started assessing compliance
with standards for cultural compe-
tence and patient-centered care for
LGBT recipients as part of the ac-
creditation criteria.!! The Joint Com-
mission recommended that health
care facilities begin to transform
the health care environment to be a
more welcoming, safe, and inclusive
environment for LGBT patients and
their families.!! Health care providers
can play an important role in reduc-
ing the significant health disparities
and unequal treatment."

Problem Identification

Improving health outcomes and
reducing health disparities are an
important part of the HCP’s role.
Yet, many HCPs lack the significant
knowledge, skills, and cultural com-
petencies needed to provide qual-
ity LGBT care.'® Evidence suggests
that HCPs continue to receive little
or no training to prepare them to
manage this vulnerable popula-
tion.'® Due to the growing evidence

Table 1. Cultural Competency Definitions

Competency | Definition

Cultural A self-examination process through which health care providers start to

awareness explore their own culture and professional values. The awareness process
allows for personal recognition of biases, prejudices, and assumptions about
those with different values, ways of life, and practices.

Cultural Obtaining a thorough educational foundation on diverse cultures with a goal

knowledge of understanding the client values about their lives and the client’s
perspective of his or her worldviews.

Cultural skill Learning how to collect clients’ health histories and culturally specific
physical health assessments of diverse clients.

Cultural A process in which health care providers directly interact cross-culturally

encounter with diverse client groups to refine or modify beliefs about a cultural group.

Cultural desire | The process of motivating the health care provider to want to rather than
have to engage in the process of becoming culturally aware, knowledgeable,
and skilled in cultural encounters.

of health disparities and negative
health outcomes affecting LGBT
populations, the federal govern-
ment has identified LGBT care and
patient outcomes as a major health
concern and priority under the
Healthy 2020 goals.>*

About 3.5% (9 million) of the
U.S. adult population are identi-
fied as lesbian, gay, or bisexual and
0.3% or 700,000 as transgender.'>!*
The VHA serves 9 million veterans
at 1,245 facilities.’” The 2000 cen-
sus estimated that about 1 million
veterans reported having same-sex
partners.'® The number of LGBTs in
the VHA system is unknown because
the VHA has not historically col-
lected LGBT demographic data. The
estimation of LGBT veterans that use
the VHA is based on a proportion of
the population of LGBT military ser-
vice personnel and may not provide
the best representation of LGBT vet-
erans enrolled or seeking care in the
VHA.' By conservative estimates,
about 134,000 veterans are thought

to be transgender.'* Between 2006
and 2013, the reported prevalence
and incidence of transgender-related
diagnoses in the VHA have steadily
increased with 40% of new diagnoses
occurring since 2011.'® In fiscal year
2013, there were 32.9 per 100,000
veterans with transgender-related
diagnoses, and the numbers are
increasing.'®

Because the cooperation of HCPs
can play a significant part in reduc-
ing health disparities and unequal
treatment in the care LGBT patients
receive, the VHA launched several
initiatives to create a more welcom-
ing, inclusive, and empowering en-
vironment for LGBT veterans and
families. Among the initiatives, VHA
established the Office of Health Eq-
uity to address health disparities
and ensure that patient-centered
care is provided in a positive envi-
ronment.'>?*® The VHA also issued
a national directive mandating stan-
dardized services be provided for
transgender veterans.?
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Table 2. Primary Care Provider
Demographics (n = 45)

Characteristics Provider, %
Sex
Male 42
Female 58
Sexual orientation
Heterosexual 96
Homosexual 2
Bisexual 2
Transgender 0
Marital status
Married 80
Partnered 3
Single 13
Divorced 4
Had acquaintance, peers,
colleagues, friends, or family
who are LGBT
Yes 87
No 13
Primary care providers
providing care to LGBT patient
subgroups
Leshian 78
Gay 91
Bisexual 56
Transgender 67
Received focused training on
LGBT patient care
Yes 15
No 85
Mean experience (SD), y 14.7 (12.1)

Abbreviation: LGBT, lesbian, gay, bisexual,
transgender.

Despite these initiatives, ob-
stacles remain to the delivery of
patient-centered LGBT care at the
VA. A first step to identifying barri-
ers to patient-centered, high-quality
care to LGBT veterans is to evaluate
personal and institutional barriers
as expressed through HCPs’ pre-
ceptions and knowledge about the
health of LGBT patients. The magni-

tude of barriers to providing patient-
centered care must first be identified
and understood before institutional
recommendations can be made and
implemented at the facility or na-
tional level.

METHODS

This study examined attitudes and
knowledge about LGBT patient
health among 45 primary care pro-
viders (PCPs) in 4 VA community-
based outpatient clinics (CBOCs).
The first clinical question examined
whether PCPs desired more educa-
tion and training on LGBT health.
The second clinical question asked
whether there were gender differ-
ences in attitudes among provid-
ers about the need for LGBT health
education. Subsequently, the study’s
findings are expected to be dissemi-
nated to VHA stakeholders to fur-
ther examine HCP education and
training needs on LGBT topics to
facilitate improvement of HCP point
of care behaviors, patient outcomes,
and LGBT empowerment within the
VHA environment.

The model presented in The
Process of Cultural Competence
in the Delivery of Healthcare Ser-
vices by Campinha-Bacote provides
an applicable conceptualization to
guide HCPs’ actions toward deliv-
ering culturally responsive health
care services to increasingly diverse
health populations.?! The model
defines cultural competence as an
ongoing dynamic process of striv-
ing to effectively work within the
cultural context of the client (per-
son, family, or community). The
model integrates 5 constructs that
are fundamental to becoming cul-
turally competent to provide appro-
priate culturally responsive care to
diverse clients: cultural awareness,
cultural knowledge, cultural skill,
cultural encounters, and cultural

desires.?! The level of competence
of the HCP is believed to have a
direct relationship with their abil-
ity to provide culturally compe-
tent health care services. Table
1 provides the definitions of the
5 constructs and highlights the role
of education and training in influ-
encing competence in providing
LGBT health services.”

This project used a descriptive,
cross-sectional one-group design
to target physicians, nurse practi-
tioners (NPs), and physician assis-
tants (PAs) at VA Southern Nevada
Healthcare System (VASNHS)
CBOCs. Participation in the project
was voluntary. The duration of proj-
ect from data collection to comple-
tion of analysis and summation of
the results was 4 months. The study
was approved by the institutional re-
view board (IRB) at the University
of Alabama in Huntsville, and it was
exempt from the VA IRB.

The survey consisted of 74 ques-
tions, including 8 demographic
questions and 66 LGBT-related
questions. The survey instrument,
renamed the Perception and Knowl-
edge of Sexual and Gender Minor-
ity Health (PKSGMH) survey was
adapted with permission from an
original study by Jabson and col-
leagues and used its format without
revision or restructuring.?

Attitudinal questions asked
personal opinions on LGBT ori-
entation and gender identity (eAp-
pendix, available at www.fedprac.
com). For example, is being LGBT
right, wrong, or disgusting? Is LGBT
a natural expression of sexual-
ity or gender identity? Did provid-
ers feel competent in giving LGBT
care; would providers prefer not to
provide LGBT care; could provid-
ers give LGBT care in a sensitive
manner? Was medical training ad-
equate to address the needs of LGBT
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patients? Knowledge questions
asked about the prevalence of de-
pression, anxiety, obesity, alcohol,
drug abuse, tobacco, obesity, STDs
and chronic diseases in LGBT popu-
lations. Belief questions asked about
respect for LGBT clients, the need
for more training, education, and
skills in LGBT care, and provider
awareness of antidiscrimination and
visitation policies in the workplace.

Measures

The survey instrument integrated
components of 4 different mea-
sures on attitudes and knowledge of
LGBT health with questions about
familiarity with organizational poli-
cies on discrimination, visitation,
and staff training in LGBT care. The
PKSGMH survey measured attitudes
and knowledge levels on LGBT
health by calculating the mean
scores for each of 4 measures.
General Attitudes Toward LGBT
Nonpatients. The attitudes to-
ward LGBT nonpatients measure
includes 4 subscales with 3 identi-
cal questions on how providers felt
about LGBT individuals: (a) atti-
tudes toward lesbians (a: .78); (b)
attitudes toward gay men (a: .76);
(¢) attitudes toward bisexuals (o
78); and (d) attitudes toward trans-
gender people (a: .70). Each sub-
scale used a 5-point Likert scale (5 =
strongly agree).

Physician Attitudes Toward LGBT
(ATLG) Patients. The attitudes
toward LGBT scale assessed phy-
sicians’ feelings toward providing
care to LGBT patients. This scale of
6 questions had modest reliability
with a Cronbach a of .5. The mea-
sure used a 5-point Likert scale
(5 = strongly agree). For this proj-
ect, this scale was renamed the Pro-
vider subscale.

Knowledge of LGBT (KLGBT) Pa-
tients. The knowledge of LGBT pa-

CULTURAL COMPETENCIES PROVIDER SURVEY

Table 3. ANOVA Group Differences Between Bisexual,
Transgender, and Provider Subscales

Sum of Mean
ANOVA Squares df Square F PValue
Gay subscale Between groups 3.716 3 1.239 2.712 .061
Within groups 14.617 32 457
Total 18.333 35
Leshian subscale | Between groups 3.018 3 1.006 2.336 .092
Within groups 13.784 32 431
Total 16.802 35
Bisexual subscale | Between groups 4.201 3 1.400 3.005 .045
Within groups 14.910 32 .466
Total 19.111 35
Transgender Between groups 4.591 3 1.530 4.545 .009
subscale Within groups 10.776 32 337
Total 15.367 35
Provider subscale | Between groups 9.322 3 3.107 12.602 .001
Within groups 7.890 32 247
Total 17.212 35

Abbreviation: ANOVA, analysis of variance.

tients’ scale included 13 true/false
questions and had a Cronbach «
of .74.

Gender and Sexual Minority Af-
firmative Practice (GSMAP). The
GSMAP affirmative practice scale
evaluated HCPs’ attitudes and be-
liefs about the treatment of LGBT
patients. The 11-question measure
with 2 subscales used a 5-point Lik-
ert scale with high reliability on the
clinicians’ beliefs and behaviors sub-
scales. Both subscales had a Cron-
bach o of .93 and .94, respectively.

Demographics and Data Analyses

Health care providers answered de-
mographic questions about gender,
sexual orientation, and marital sta-
tus. They also were asked whether
they had ever received any focused
training in LGBT patient care. De-
scriptive and demographic data
analyses were performed using SPSS
version 24.0 (Armonk, New York).
A significance level of P < .05 was
used for all analyses. Analysis of

variance (ANOVA) statistical anal-
ysis was conducted to evaluate the
differences in mean scores between
male and female PCP groups on the
4 attitudes toward LGBT subscales
and the Provider subscale.

RESULTS

Seventy-two PCPs participated in
completing the PKSGMH survey.
Fifty-seven surveys were returned;
however, only 45 surveys were com-
pletely answered and included in the
final analysis. Twelve surveys con-
taining unanswered questions to the
knowledge sections were excluded
from the data analysis, and 14 distrib-
uted surveys were not returned. The
overall response rate for completed
surveys was 62.5% (Table 2).

Attitudes Toward Care

Attitudes about competence in pro-
viding LGBT care was answered in
question 23 of the PKSGMH survey.
Overall, a total of 51.1% (n = 23) of
PCPs agreed that they were competent
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to provide LGBT care, and 15.5%
(n = 7) disagreed. By gender, 50%
(n =9) of males said they were com-
petent in providing LGBT care
compared with 51.8% (n = 14) of
females.

Analysis of variance was used
to test for differences between
groups on the 5 ATLG subscales
(gay, lesbian, bisexual, transgender,
provider) of the PKSGMH survey
(Table 3). A grouping variable was
created by separating participants
by gender and by their responses
to a question that asked about their
desire for more education about
the health care needs of LGBT pa-
tients. The grouping resulted in
4 groups: (1) males who responded
yes to need for additional educa-
tion; (2) males who responded no
to need for additional education;
(3) females who responded yes to
need for additional education; and
(4) females who responded no to
need for additional education. Re-
sults of the ANOVA demonstrated
significant differences between
groups for the bisexual subscale
(F =3.005, df = 3, 32; P = .045),
transgender subscale (F = 4.545,
df = 3,32; P =.009), and the pro-
vider subscale (F = 12.602, df = 3,
32; P <.001).

Attitudes toward adequacy of
their medical training to address
the health needs of the LGBT popu-
lation were answered in question
26 of the PKSGMH survey. Over-
all a total of 29% (n = 13) of PCPs
agreed that their training adequately
prepared them to address the needs
of the LGBT population while
51.1% (n = 23) disagreed (Figure).
There also was evidence of gender
differences on this question. More
females disagreed that training was
adequate (59.2%, n = 16) compared
with male responses (50%, n = 7).
By contrast, 33.3% of males (n = 6)

agreed training was adequate com-
pared with 25.9% (n = 7) of female
responses.

Knowledge of LGBT Care

Knowledge level responses among
PCPs were not found to be statis-
tically significant. However, 98%
of PCPs agreed that practitioners
should be knowledgeable about is-
sues unique to LGBT patients and
acquire the knowledge necessary to
practice effectively. A review of an-
swers to knowledge-specific ques-
tions in the KLGBT and GSMAP
scales found more than 50% of
PCPs responded correctly to true/
false questions about prevalence of
depression and anxiety, alcohol use,
substance abuse, sexual transmitted
infections, and physical and sexual
trauma in LGBT patients. However,
< 50% of the sample correctly an-
swered true in 3 knowledge areas of
LGBT health: increased prevalence
of tobacco use; increased prevalence
of obesity/overweight; and greater
risk for chronic disease.

DISCUSSION
Federal health care agencies con-
sider the health and welfare of
LGBT persons to be a health pri-
ority despite the lack of available
science-based knowledge about this
population.? In 2011, the National
Academies of Medicine (NAM)
noted that there are still research
gaps concerning the well-being of
LGBT individuals. The report stated
that a significant contributor of
health care inequities in LGBT pa-
tients is the lack of provider train-
ing and medical education.? A
major recommendation of the NAM
is that additional training and edu-
cation is needed to reduce barriers
and improve patient outcomes in
the LGBT population.

Provider attitudes and educa-

tion are among the gaps that con-
tribute to inequities in the health
care of LGBT populations as previ-
ously discussed. The findings from
this survey suggest that PCPs in the
VHA perceive that they have defi-
cits in competencies and knowledge
levels on LGBT care and that edu-
cation influences attitudes toward
LGBT care. The association between
providers’ self-assessment of their
competency and their knowledge
and attitudes toward care for LGBT
patients was not stated in the clini-
cal question and was not investi-
gated in this study.

An online search of 12,966 courses
at the VA Talent Management System
(TMS) was conducted to find web-
based and/or instructor-led train-
ing courses focused on LGBT care.
The search found 4 LGBT-focused
courses that targeted physicians and
nurses. Two 90-minute courses pre-
sented clinical and public health data
on sexual health and addressed how
providers can improve skills on tak-
ing sexual histories and incorporat-
ing these data into routine practice.
Training and skills development in
sexual history taking by clinicians is
vital in reducing health disparities,
such as STDs, and in helping LGBT
patients feel more comfortable in ac-
cessing health care.?

A 1-hour TMS course focused on
training HCPs to develop as research-
ers, teachers, and leaders in improv-
ing the LGBT veteran experience by
providing competent care. Informa-
tion on LGBT-related subjects, such
as sexual and physical trauma and
STDs, were included in the content
of some online courses. However, no
other comprehensive courses specifi-
cally focused on LGBT care. The only
exceptions were the Specialty Care
Access Network Extension of Com-
munity Healthcare outcome video
conferencing-based sequential train-
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ing on transgender care and the VA
Lesbian, Gay and Bisexual Education
sharepoint and the transgender edu-
cation sharepoint. At the VA, online
LGBT health training is still limited.

Recommendations
Providing additional LGBT-
focused TMS courses could help
increase provider knowledge and
cultural competencies. An online
introductory LGBT health course
could be offered at VA facilities for all
new employees and HCPs as part of
employee orientation. More specific
courses with continuing education
credits geared toward the HCP and
focused on LGBT health could be in-
cluded in the TMS learning portfo-
lio for each HCP as annual learning
refresher courses. This course could
include specific knowledge questions
on LGBT care and a posttest with a
required passing score of 80%.
Training HCPs as designated
LGBT educators in VA facilities
should be considered. Classroom
training could be offered annually
or during times of increased LGBT
patient focus, such as during LGBT
Pride month when learning activities
can be planned and/or coordinated
with the VA Office of Diversity and
Inclusion. Nurses, social workers,
pharmacists, and medical assistants
who provide supportive care to LGBT
patients also should be included in
the target audience for LGBT health
education and training.

Limitations

The use of a cross-sectional project
design with such a small convenience
sample prevents generalizability of
the findings to all PCPs. The lack of
a survey design that included ran-
domization and blinding in survey
distribution could certainly deter
participants from offering candid
responses, particularly to some at-

CULTURAL COMPETENCIES PROVIDER SURVEY

Figure. Survey Responses to Question About Adequacy of
Training of Health Needs in the LGBT Population
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titudinal questions that were emo-  CONCLUSION

tional in context. The true-false
responses wherein respondents had
a 50% chance at guessing the correct
response was not the most reliable
method of measuring knowledge
levels and thereby limited the abil-
ity to draw any strong conclusions
about providers’ knowledge levels.
Additionally, the project design did
not allow for measures of other con-
founding factors, such as age, race/
ethnicity, religion, and other social
factors that could have influenced
how participants responded. Addi-
tional randomized controlled studies
with larger samples are needed to test
specific interventions that evaluate
the influence of gender on provider
attitudes and knowledge as well as
the effect of more HCP education and
training on LGBT patient outcomes.
Moreover, a literature review found
no guidelines on how to specifically
address provider gender differences
in LGBT education and training or
strategies for education and train-
ing interventions to address these
differences.

Findings suggest that PCPs need
additional education and training
involving LGBT health issues. Al-
though both male and female pro-
viders want more education, female
PCPs as a group expressed a greater
desire for more training compared
with the responses of male PCPs.
However, given the study’s small
sample size, a strong conclusion re-
garding gender differences cannot
be made. Research has shown that
education is a factor that positively
influences attitudes and feelings
about providing LGBT care. The
availability of education and train-
ing that is focused on LGBT health
topics is still limited within the
VHA. Within its stated mission
to provide patient-centered care to
all veterans, the VHA’s Office of
Health Equity has a specific objec-
tive for addressing LGBT health dis-
parities and ensuring the delivery
of standardized services to LGBT
veterans.

Better training on LGBT health
topics is vital to improving health
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care delivery to LGBT populations.
To meet this goal, ongoing HCP
training to improve attitudes and
knowledge and develop the skills
necessary to effectively address
LGBT health issues also must be a
priority at VHA facilities. The VHA
also should consider institutional
changes that incorporate increased
LGBT-focused health education into
the learning activities of PCPs. This is
essential to evaluating the quality of
care given the impact on patient out-
comes and health disparities in LGBT
populations. @
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