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Preface

Prior to the preliminary definition of trauma in the Diagnostic and Statistical Manual of
Mental Disorders (DSM-III) in 1980 as a catastrophic stressor outside the range of typical

human experience, it was well understood that certain adverse experiences can cause acute

clinical manifestations. The long-term sequelae of trauma, however, were frequently

misdiagnosed as primary psychiatric disorders or unexplained physical syndromes. Trauma

research and informed care have progressed significantly since that time. For example, it is

now known that exposure to a traumatic experience can have epigenetic, neuropsychiatric, and

transgenerational effects that can persist over the course of a person’s – or their offspring’s –
lifetime. Further, what constitutes a traumatic experience is no longer narrowly defined (e.g.,

war, rape, natural disaster). Trauma is both context and person dependent, in that one

individual may experience traumatic sequelae from a specific event while another might

not. Finally, trauma may have myriad mental, physical, and behavioral effects that are not

always easily classified.

As the conceptualization of trauma diversifies, so too does the understanding of how being

identified as a member of a minority group can expose individuals to a unique set of

experiences that can be traumatic. Individuals with diverse sexual orientations, gender

identities, and expressions are more likely to experience bias, harassment, discrimination,

and violence compared to heterosexual, cisgender populations. They may also face unique

internal challenges associated with the coming out process. As suggested by the minority

stress model, the combination of these internal and external stressors can place lesbian, gay,

bisexual, and transgender (LGBT) individuals at higher risk for mental and physical health

concerns. This vulnerability may be compounded for individuals with multiple stigmatized

intersectional identities and expressions.

Fortunately, traumatic experiences are frequently paralleled by the development of coping

strategies that permit affected individuals to recover and even thrive. The ability to adapt

positively or cope with adversity – otherwise known as resilience – is difficult to measure

construct that nonetheless portends improved psychosocial function and higher quality of life.

Understanding the specific adversities experienced by different communities is a crucial first

step in the development of a resilience promotion approach. This book educates healthcare

professionals on the impact of traumas experienced by LGBT populations and outlines

strategies that can be used in the clinical encounter to facilitate recovery and resilience.

One important theme that emerges is the use of terminology. While numerous acronyms

exist to describe LGBT populations including sexual and gender minority (SGM) or sexual

and gender diverse (SGD), “LGBT” will be used throughout this text to describe individuals

with diverse sexual orientations and gender identities as this acronym is currently the most

widely used. However, at a clinical level, terminology is personal and healthcare professionals

should be well-equipped to communicate with their patients regarding sexual orientation and

gender identity using a variety of terms.

The first section of the text provides an overview of trauma in LGBT populations, followed

by a review of how resilience changes across the life span. Characteristics of resilience

development are then examined in particularly vulnerable LGBT communities, including

transgender and gender nonconforming individuals, people of color, sexual minority
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women, migrant communities, and incarcerated individuals. Finally, experts in the field

present strategies clinicians can use when working with LGBT individuals to facilitate

adaptation and healthy coping.

A critical theme throughout this text is that all clinicians play a critical role in making

healthcare and the healthcare environment trauma informed. While certain specialties may

play a more specific role in treating the psychological sequelae of trauma, the myriad

manifestations of chronic stigma and trauma necessitate interdisciplinary and wide-reaching

individual, organizational, and systems changes. These changes are not arduous or cumber-

some; rather, they simply require an ongoing investment by all healthcare professionals in to

understanding, recognizing, contextualizing, and managing trauma. By addressing trauma in

LGBT communities using the strategies described in this text, we hope that not only will the

health disparities faced by LGBT communities be reduced, but that clinicians themselves can

serve as role models for the larger societal changes necessary to eliminate the stigma, violence,

and discrimination faced by LGBT individuals.

Pittsburgh, PA, USA Kristen L. Eckstrand, MD, PhD

Boston, MA, USA Jennifer Potter, MD
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Part I

Overview of Trauma in LGBT Populations



Intersection of Trauma and Identity 1
Edward J. Alessi and James I. Martin

In the last four decades, lesbian, gay, bisexual, and transgender

(LGBT) people have made significant progress in gaining

social acceptance and securing legal rights in many parts of

the world. Same-sex sexual and gender-nonconforming

behavior used to be considered morally, pathologically, and

legally aberrant throughout the world, but LGBT identities

are now increasingly affirmed and celebrated in many

countries. However, the trauma that LGBT people have

experienced throughout history remains part of their shared

identity. Moreover, even in relatively accepting parts of the

world (e.g., North America, Western Europe), LGBT people

continue to encounter verbal abuse, physical and sexual

victimization, and structural oppression [1]. The increased

risk of experiencing such events results in a “fundamental

ecological threat,” forcing sexual and gender minorities to

choose between expressing their authentic selves or the

identities validated by society [2, p246]. Constant exposure

to marginalization and the frequent fear of victimization

contribute to unrelenting vigilance that may ultimately

become integrally linked to identity.

The primary aim of this chapter is to describe the

intersection of trauma and identity among LGBT people.

First, we will review diagnostic criteria for posttraumatic

stress disorder (PTSD) and then discuss how current

conceptualizations of trauma overlook associations between

non-traumatic events and PTSD-like disorder. Next, we will

discuss minority stress among sexual and gender minorities

and draw upon microsociological theories to understand the

impact of the social environment on the mental health of

LGBT people. We will follow this discussion with the

developmental impact of homophobia and transphobia and

then focus on the connection between PTSD and traumatic

and non-traumatic events. Finally, we will conclude with a

clinical case to illustrate the concepts discussed in this

chapter.

Any discussion about LGBT people must acknowledge

their extraordinary diversity. Although LGBT people are

often discussed as if they comprise a single population, we

understand that the experiences and identities of lesbians

may be quite different from those of gay men; those of

bisexual and transgender people are likely to differ from

lesbians and gay men even more [3]. Additionally, there

are LGBT people in every part of the world [4], and they

have a broad spectrum of life experiences influenced not

only by their sexual orientation and gender identity

but also by other intersecting identities, including race,

ethnicity, social class, culture, religion, age, and ability

status [5–10]. The intersection of these sociocultural

characteristics results in highly diverse identities [11], life

course trajectories [12], and experiences of privilege or

marginalization and discrimination [4, 13]. Furthermore,

all of these identities must be taken into consideration

when attempting to understand how trauma impacts the

mental health of LGBT individuals.

Traumatic Versus Non-traumatic Events

The term trauma is widely used in vernacular language and

commonly refers to an experience “that is emotionally pain-

ful, distressful, or shocking” [14]. Traumatic experiences can

precipitate a myriad of psychiatric disorders including depres-

sive and anxiety disorders, and, of course, PTSD. PTSD is a

commonly occurring disorder that can seriously impair an

individual’s psychosocial functioning, resulting in mood

vacillations, disorganized thinking, dissociation, impaired

judgment, hyperarousal, and the use of maladaptive coping
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strategies [14]. In the United States, the lifetime prevalence of

PTSD ranges from about 6% to 9% [15–19]. Although

initially categorized as an anxiety disorder, PTSD was

removed from the chapter on anxiety disorders and included

in a new chapter on Trauma- and Stressor-Related disorders in

the 5th edition of the Diagnostic and Statistical Manual of
Mental Disorders (DSM-5; [20]). All of the disorders in the

Trauma- and Stressor-Related disorders chapter account for

the various clinical presentations that can emerge following

exposure to a traumatic or stressful event [21]. See Table 1.1

for a list of Trauma- and Stressor-Related disorders inDSM-5.

According to DSM-5, traumatic events involve “exposure

to actual or threatened death, serious injury, or sexual vio-

lence” [20, p271]. Exposure to traumatic events can occur in

one or more of the following ways: (a) directly experiencing

the event, (b) witnessing the event as it happened to others,

(c) learning that the event occurred to a loved one, or

(d) experiencing repeated or extreme exposure to aversive

details of the event [20]. To be diagnosed with PTSD,

individuals are required to have at least one intrusion symp-

tom (spontaneous memories, nightmares, flashbacks), one

avoidance symptom (avoidance of distressing memories or

external reminders of the event), two symptoms of negative

alteration in cognition and mood (estrangement from others,

distorted sense of blame, diminished interest in activities),

and two symptoms of marked alterations in arousal and

activity (difficultly sleeping or concentrating, hypervigi-

lance, self-destructive behavior). These symptoms must be

present for a least 1 month following the traumatic event and

cause significant impairment in social and/or occupational

functioning (Fig. 1.1).

Studying the mental health consequences of life-

threatening events and sexual violence has obvious value

and importance; however, focusing solely on such events

tends to ignore the psychological impact of so-called “non-

traumatic” events [22]. The use of the term non-traumatic is

not intended to minimize the psychological impact of these

events, but to clearly demonstrate how they differ from

events considered traumatic by the DSM. Non-traumatic

events include major life events such as ending a marriage/

relationship, psychological or emotional abuse, employment

issues, homelessness, financial concerns, nonlife-threatening

medical problems, and the expected death of a loved one.

Ignoring the connection between non-traumatic events and

symptoms that look very much like PTSD may overlook the

suffering of many individuals and result in the use of inap-

propriate or ineffective treatment interventions [23].

The debate over whether events must involve threat to life

or physical integrity to qualify as traumatic has existed since

PTSD was first introduced as a psychiatric disorder in 1980

[24]. In our study of PTSD [23], we joined that debate by

investigating the stressor criterion, which sets the threshold

for the types of events qualifying as traumatic [25]. Referred

to as Criterion A1 in DSM-IV, the stressor criterion defined

traumatic events as those that involve “actual or threatened

death or serious injury, or a threat to the physical integrity of

oneself or others” [25, p427]. Although the stressor criterion
originated from the concept of PTSD as an expectable

response following exposure to extraordinary events [26],

it is still unclear why events that do not pose threat to life or

physical integrity are excluded from the stressor criterion

[27]. Excluding these events is contradictory to what is

already well established in the trauma literature—that

reactions to stressful events are inherently subjective. More-

over, studies consistently show that non-traumatic events

can be associated with symptoms suggestive of PTSD

Table 1.1 Trauma-spectrum disorders in DSM-5

Trauma and stressor-related disorders in DSM-5 include disorders in which exposure to a traumatic or stressful event is necessary to make a

diagnosis

Reactive attachment disorder

Disinhibited social engagement disorder

Posttraumatic stress disorder

Specifiers:

With dissociative systems (depersonalization or derealization)

With delayed expression (full diagnostic criteria are not met until at least 6 months after the event)

Acute stress disorder

Adjustment disorders

With depressed mood

With anxiety

With mixed anxiety and depressed mood

With disturbance of conduct

With mixed disturbance of emotions and conduct

Unspecified

Other specified trauma and stressor-related disorder

Unspecified trauma and stressor-related disorder

4 E.J. Alessi and J.I. Martin



[23, 28–31]. Specifically, in these studies individuals

presented with the requisite number of symptoms from

each DSM-IV cluster (re-experiencing, avoidance, and

hyperarousal) to meet criteria for PTSD, although they

were exposed to a non-traumatic event.

Given the potential pitfalls of using the stressor criterion,

some suggested removing it from PTSD diagnostic criteria

in DSM-5 [32]. Doing so would have allowed clinicians and

researchers to focus on the symptoms following a stressful

event rather than whether the event met Criterion A1. How-

ever, others were concerned that removing the stressor crite-

rion would increase PTSD prevalence and diffuse the

suffering of those exposed to catastrophic events such as

war, natural disasters, concentration camp imprisonment,

and extreme violence [33]. Arguing in favor of retaining

the stressor criterion, Friedman [24] explained that traumatic

events are distinct from non-traumatic events because expo-

sure to a traumatic stressor results in discontinuity between

the way individuals view themselves before and after the

event. However, exposure to non-traumatic events may also

result in a similar process [34].

To address the validity issues related to Criterion A1, the

DSM-5 work group initially proposed adding a new adjust-

ment disorder specifier that could be used when PTSD

symptoms were present following exposure to non-traumatic

events [23]. However, adding this specifier would not have

resolved the ongoing conceptual problems because it still

does not explain why symptoms considered unique to

traumatic events also emerge following non-traumatic events

[23]. Ultimately, the adjustment disorder specifierwith PTSD-

like symptoms was not included, although the DSM-5 does

indicate that an adjustment disorder is “diagnosed when the

symptom pattern of PTSD occurs in response to a stressor that

does not meet PTSD Criterion A (e.g., spouse leaving, being

fired)” [20, p279]. While the adjustment disorder specifiers

account for symptoms of anxiety and depression, they do not

the capture the core symptoms of PTSD (re-experiencing,

avoidance, and hyperarousal; for a comparison of diagnostic

criteria between PTSD and adjustment disorder see

Table 1.2). Furthermore, adjustment disorders must be

diagnosed within 3 months of the onset of the stressor, and

symptoms cannot persist longer than 6 months following the

termination of the stressor [20]. In contrast, symptoms do not

have to emerge within a specific time frame to diagnose

PTSD, although a delayed expression subtype is used when

individuals do not manifest the full set of PTSD symptoms

until 6 months after the trauma [20]. Therefore, clinicians may

overlook the symptoms suggestive of PTSD following expo-

sure to a non-traumatic event, particularly if those symptoms

emerge more than 3 months following exposure to the

stressor.

Minority Stress

The marginalized status of sexual and gender minorities

increases their vulnerability to traumatic and non-traumatic

stressors; therefore, understanding the effects of PTSD and

trauma-related disorders among LGBT people is critical for

providing culturally sensitive health and mental health care.

Prejudice related to homophobia and transphobia character-

ize the social environment for LGBT people and precipitate

stressful events, commonly referred to as minority stress.

Meyer [35] proposed a model of minority stress in which

sexual minorities encounter stress “along a continuum from

distal stressors, which are typically defined as objective

events and conditions, to proximal personal processes,

which are by definition subjective because they rely on

individual perceptions and appraisals” (p676). Four specific
minority stress processes provide the framework for Meyer’s
[35] minority stress model: (a) external, objective stressful

events, (b) the expectation of minority stress and the vigi-

lance this expectation requires (stigma), (c) the internaliza-

tion of negative societal attitudes (internalized

homophobia), and (d) sexual orientation concealment.

Scholars initially used minority stress-based hypotheses to

explain the higher prevalence of mental health problems

among sexual minorities as compared to heterosexuals; in

recent years, however, minority stress theory has also been

used to explain negative mental health outcomes among

gender minorities [36, 37].

Fig. 1.1 Abbreviated DSM-5 diagnostic criteria for posttraumatic

stress disorder

1 Intersection of Trauma and Identity 5



To explain how particular minority stress processes influ-

ence the well-being of LGBT identities, we draw from

microsociological theorists such as Charles Horton Cooley

and Erving Goffman. Their theories were critical to the

development of Meyer’s minority stress model

[35]. Cooley’s [38] concept of the looking-glass self

suggests that the way in which individuals see themselves

is determined by how others view them. Cooley questioned

the concept of the self, since one’s feelings are always

connected to the ways in which others think about him or

her. According to Cooley, the self is really a social self

consisting of three principal components: how we imagine

our appearance to another person, the way we imagine

another person judges our appearance, and the specific

self-feeling that results from this judgment such as pride or

mortification (Fig. 1.2). Thus, the formulation of our self-

concept is dependent on the ways in which others perceive

us. Since LGBT people are likely to face discrimination

based on their sexual orientation and/or gender identity,

Cooley’s theory may help to explain why these experiences

contribute to hypervigilance, insecurity, shame, avoidance,

and self-loathing. For instance, homophobic and transphobic

attitudes are constantly being communicated to sexual and

gender minority individuals. These negative societal

attitudes are then reflected onto sexual and gender minority

people, which in turn influence how they feel about

themselves.

Goffman’s work also increases our understanding of how
stigma affects the lives of LGBT people. According to

Goffman [39], stigmatized individuals are likely to interpret

their interactions as being undermined by the dominant

group, as they may justifiably anticipate rejection based on

their marginalized status. Consequently, they must continu-

ally discern what others think about them [22]. Those who

Table 1.2 Comparision of trauma- and stressor-related disorders in DSM-5

Criteria for trauma and stress-related disorders in DSM-5a
Posttraumatic stress

disorder (PTSD)b

Acute

stress

disorder

Adjustment

disorders

Time frame

Duration of disturbance is more than 1 month ✓

Symptom duration of 3 days to 1 month after traumatic event ✓

Symptoms develop within 3 months of onset of stressor(s); when stressor and consequences

cease, symptoms do not persist for more than an additional 6 months

✓

Symptoms

Exposure to actual or threatened death, serious injury, or sexual violence (i.e., traumatic

event)

✓ ✓

Development of emotional or behavioral symptoms (e.g., anxiety, depression) in response

to stressor of any severity

✓

Intrusion symptoms associated with traumatic event ✓ ✓

Persistent avoidance of stimuli associated with traumatic event ✓ ✓

Negative alterations in cognitions and mood associated with traumatic event ✓ ✓

Alterations in arousal and reactivity associated with traumatic event (i.e., angry outbursts,

reckless behavior, sleep disturbance)

✓ ✓

Symptoms persist more than 1 month after traumatic event ✓

Significant distress or impairment in major areas of functioning ✓ ✓ ✓

Disturbance is not due to medication, substance use, developmental disability, or other

disorder

✓ ✓ ✓

aAll criteria are further specified in DSM-5; this figure is not all-inclusive, but highlights important features of each disorder
bSeparate diagnostic criteria for children and adolescents and for children age 6 or younger

Fig. 1.2 Visual representation of Cooley’s looking-glass self which

proposes that an individual’s sense of self develops from interpersonal

actions with and perceptions of others
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do not adhere to heterosexual and cisgender norms are

therefore ascribed deviant status. The deviant is “cleanly

stripped of many of his [sic] accustomed affirmations,

satisfactions, and defenses, and is subjected to a rather full

set of mortifying experiences” [39, p365]. For LGBT people,

mortifying experiences can include harassment and hate

crimes, alienation from family and friends, termination

from certain types of employment, and exposure to propa-

ganda portraying LGBT persons as sick or mentally ill

[22]. As a result of these mortifying experiences, LGBT

people may have difficulty sustaining any of their previously

assumed roles, such as student, worker, friend, spouse, or

partner. The only role society acknowledges is the deviant

one [40]. Essentially, mortifying experiences result in a

withdrawal of environmental support for LGBT people,

and to cope, they may use avoidance, isolation, and/or con-

ceal their identities, to protect themselves from further

experiences of prejudice. Although these strategies serve

an adaptive function by fostering a greater sense of control,

their use may also result in feelings of disconnection, or lead

LGBT people to overestimate danger in contexts in which

they are free to express their authentic selves [41, 42].

Empirical research has demonstrated the relationship

between social stigma and negative health and mental health

outcomes among sexual minorities [43–45] as well as gender

minorities [36, 46]. Because sexual and gender minority

people grow up in homophobic and transphobic

environments, they inevitably internalize these negative

attitudes or direct them inward. When applied to lesbian,

gay, and bisexual (LGB) people, these internalizations have

commonly been called internalized homophobia [47]; other

terms include internalized heterosexism and internalized

sexual stigma (see [48]). Internalized homophobia has been

connected to psychological distress in this population and

has been shown to predict PTSD symptom severity in les-

bian and gay survivors of child abuse [49] as well as sexual

assault [50, 51]. More research is needed to understand the

influence of internalized transphobia among transgender

populations [37], though emerging evidence suggests that

internalized stigma mediates the relationship between gen-

der identity and a host of negative health outcomes as well as

depression among transgender older adults [52].

Even sexual minority individuals who “pass” as hetero-

sexual must contend with the consequences of concealing

their stigmatized status [22]. Pachankis [53] contends that

those who conceal their stigmatized identity must cope with

the constant threat of being discovered, which leads to four

psychological responses: cognitive (vigilance, suspicious-

ness, preoccupation), affective (shame, guilt, anxiety,

depression), behavioral (social avoidance, the need for feed-

back, impaired relationships), and self-evaluation (identity

ambivalence, negative view of self, diminished self-

efficacy). Interestingly, these psychological consequences

also are associated with PTSD, indicating that concealing a

stigmatized identity may in and of itself be traumatic

[22]. Researchers have begun to use population-based stud-

ies to investigate the effects of concealing a stigmatized

identity, with one study revealing that women who were

recently out were less likely to be depressed than closeted

women, although this was not the case for men who were out

when compared to closeted men [54]. Men who were

recently out were more likely to have major depressive

disorder or generalized anxiety than men who were closeted,

suggesting that because of strict gender norms, men who are

out may experience greater minority stress than women who

are out, which in turn negatively impacts their mental health

[54]. There is limited research on the effects of concealing a

stigma among transgender individuals, though one study of

transgender adults aged 50 and older showed that identity

concealment explained the effect of gender identity on per-

ceived stress, with concealment being related to higher

levels of stress [52].

Developmental Impact of Homophobia
and Transphobia

To gain a comprehensive understanding of trauma among

LGBT people we must consider the impact of minority stress

on childhood and adolescent development. Growing up in an

environment where one’s experiences of gender and sexual-

ity do not conform to societal standards contributes to

conditions in which there is a high potential for trauma and

identity to intersect. Studies demonstrate that sexual and

gender minority youth experience high numbers of victimi-

zation events and that these events are associated with nega-

tive mental health outcomes such as depression [55, 56] and

PTSD [57, 58]. Given the increased levels of stress encoun-

tered by sexual and gender minority youth, it is not

surprising that they have a higher prevalence of mood and

anxiety disorders [59] – as well as depressive symptoms and

suicidality [60, 61] – than heterosexual youth. Even sexual

and gender minority children and adolescents who grow up

in supportive environments must deal with structural forces

that marginalize those who do not conform to heterosexual

or cisgender identities. Therefore, they too may be at greater

risk for negative mental and physical health outcomes. In

fact, evidence suggests that age may be an important modi-

fier of physical health disparities among sexual minority

individuals. A study using a general population sample in

Sweden revealed that LGB individuals had more physical

health symptoms and conditions as compared to heterosex-

ual individuals and that these disparities differed by age,

with adolescents and young adults reporting worse self-

rated health than older individuals, indicating that minority

stress may be exacerbated for youth [62].
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Institutional heterosexism and binary gender bias can be

especially traumatic for LGBT children and youth who are

in the beginning stages of formulating their sexual and

gender identities. Evidence suggests that children who expe-

rience traumatic events are predisposed to depressive and

anxiety disorders and that they are at risk for developing

PTSD in adulthood [63, 64]. Parsing out the impact of abuse

and other traumatic events on sexual and gender minority

children and adolescents is essential for understanding

how these events may contribute to adult functioning in

LGBT individuals. Roberts and colleagues [65] found that

increased prevalence of PTSD among sexual minority

individuals was related to greater exposure to child abuse

and interpersonal violence. Previous studies that investi-

gated the victimization experiences of sexual minority

individuals have reported similar findings. For example,

Balsam, Rothblum, and Beauchaine [66] compared 557 les-

bian/gay and 163 bisexual individuals with 525 of their

heterosexual siblings and found that sexual orientation

predicted victimization throughout the lifespan. Sexual

minority individuals reported more experiences of child

psychological and physical abuse by parents and child sex-

ual abuse, as well as more adult experiences of intimate

partner violence (IPV) and sexual assault. Additionally, het-

erosexual and nonheterosexual men who displayed gender-

nonconforming behavior in childhood were more likely to

report child sexual abuse than their gender conforming

counterparts [67].

Prolonged exposure to trauma, particularly during child-

hood, suggests that some LGBT people may be at higher risk

for developing complex PTSD. Complex PTSD refers to a

distinct trauma syndrome that can emerge due to repeated

instances or multiple forms of trauma [68, p615]. Herman

[69], one of the first scholars to discuss complex trauma

syndromes, proposed that diagnostic criteria for PTSD did

not fully capture the symptoms exhibited by victims of

prolonged interpersonal trauma, such as intimate partner

violence and child abuse. Individuals with complex PTSD

typically manifest symptoms of PTSD in addition to severe

dissociation, difficulty relating with others, somatization,

and alteration in affect and impulses, in self-perception and

perception of the perpetrator, and in systems of meaning

[70, 71]. The DSM-5 has expanded PTSD criteria to include

some symptoms of complex PTSD, including negative

changes in cognition and mood (Criterion D), and aggres-

sive, irritable, self-destructive, and suicidal behavior (Crite-

rion E). It also added a new dissociative subtype

[24]. However, complex PTSD was not included in the

DSM-5 because field trials showed that mostly everyone

who met criteria for complex PTSD also met criteria for

PTSD [24]. Therefore, the DSM-5 considers complex PTSD

to be a severe form of PTSD.

Research on complex PTSD among LGBT populations is

limited, although emerging evidence suggests that LGBT

individuals who have fled persecution based on sexual ori-

entation or gender identity may be at a greater risk for

developing this disorder [72, 73]. LGBT refugees and

asylees report a history of multiple traumatic events, includ-

ing physical and emotional abuse, assault, shunning, black-

mail, forced heterosexual marriage, corrective rape, and

pressure to participate in conversion therapy [73]. A retro-

spective study of LGBT refugees and asylees revealed that

they encountered severe child and adolescent abuse (e.g.,

harassment, public humiliation, and physical and sexual

abuse) at home, in school, and in the community [72]. Fur-

thermore, they had little protection from family members or

authority figures, and in many cases an adult perpetrated the

abuse.

PTSD Among LGBT Individuals

Because sexual minorities are exposed to more acute

stressors, including prejudice-related events [74], they may

be at higher risk for PTSD. Additionally, LGBT individuals

contend with many of the risk factors associated with PTSD,

such as prior trauma exposure [75, 76], preexisting anxiety

and affective disorders [77, 78], and life stress [79–

81]. Although findings are mixed [23, 82], research tends

to show that sexual minorities are more likely to have PTSD

than heterosexuals [65, 83]. The increased risk for PTSD

may be even higher for gender minorities who are at espe-

cially high risk for violence throughout their lives, including

sexual assault [84]. One study showed that 91% of transgen-

der participants (N ¼ 97) had encountered multiple trau-

matic events and 17.8% manifested clinically significant

symptoms of PTSD [85]. Potentially traumatic events

include experiencing, witnessing, or being confronted with

life-threatening events such as hate crimes.

The Federal Bureau of Investigation defines a hate crime

as a “criminal offense against a person or property motivated

in whole or in part by an offender’s bias against a race,

religion, disability, ethnic origin or sexual orientation”
[86]. Using a probability-based sample (N ¼ 662), Herek

[87] found 13.1% of sexual minority adults living in the

United States experienced at least one hate crime, or incident

of violence due to sexual orientation bias, in their adult life.

Approximately 14.9% of the sample experienced property

crimes, while 20% experienced both a property crime and an

incident of physical violence [87]. In 2013, approximately

20.8% of the 5922 single-bias hate crimes reported to the

Federal Bureau of Investigation (FBI) involved sexual ori-

entation bias, with antigay male bias accounting for the

majority of cases [86].
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Although only 0.5% (n ¼ 31) of the single-bias hate

crimes reported to the FBI in 2013 were due to transgender

or gender-nonconforming bias [86], this may be due to the

underreporting of such crimes. According to the National

Coalition of Anti-Violence Programs [88], which collected

data across 14 US states from 16 of its member programs,

transgender women were 1.6 times more likely to experience

physical and sexual violence compared to lesbian, gay, and

bisexual (LGB) and HIV-affected people. Transgender

individuals were also 5.8 times more likely to experience

police violence than LGB and HIV-affected people. Addition-

ally, although transgender people are only about 8% of the

LGBT population, more than half (55%) of the 20 documented

homicides in the report were transgender women, with 50%

being transgender women of color [88]. Of course, LGBT

people may also be victimized because of their race, religion,

or gender, and they can experience multiple-bias hate crimes

as well [89, 90]. The least affluent LGBT people of all – those

who are homeless – experience particularly high prevalence

of victimization [91].

In addition to experiencing assaultive violence related to

sexual orientation and gender identity, LGBT people may

encounter violence within their intimate relationships.

Although relatively understudied in comparison to hetero-

sexual partner violence, increased societal acceptance of

LGBT people has resulted in greater awareness of this seri-

ous problem [92–94]. A systematic review of research on

domestic violence indicated that the prevalence of domestic

violence among sexual minorities and heterosexuals was

similar (i.e., between 25% and 75% [95]). Because domestic

violence tends to be underreported among sexual minorities,

prevalence might even be higher in this population. Fear of

discrimination, inequality in legal protection, and feelings of

shame may contribute to apprehension about reporting or

seeking services [95], suggesting a critical need for health

and mental health providers to conduct assessments that

specifically ask LGBT people questions about intimate part-

ner violence (IPV). IPV tends to be higher among gay men,

LGBT people of color, bisexual women, LGBT youth, and

transgender individuals [95]. In fact, one study showed that

transgender individuals were two times more likely to face

threats/intimidation, and 1.8 times more likely to experience

harassment, than LGB and HIV-affected people, with trans-

gender women and people of color being at particular risk

for IPV [96].

Non-traumatic Events and PTSD-Like Disorder

PTSD-like disorders may also be present after experiencing

non-traumatic events, especially those involving prejudice.

LGB individuals [87, 97, 98], as well as trans individuals

[46, 52, 99, 100], experience a high prevalence of nonviolent

forms of victimization, such as verbal assault, harassment,

and employment and housing discrimination. Experiencing

these types of events has the potential to precipitate PTSD-

like disorders among LGBT people.

Current knowledge about the relationship between non-

traumatic events and PTSD is informed by attempts to

understand the psychological effects of prejudice events

among people of color [34, 101–103] and women

[104]. For example, events motivated by racial prejudice—

regardless of whether these events involve actual or

threatened death—can be considered cognitive and affective

assaults on one’s identity, and therefore they “strike the core
of one’s selfhood” [34, p480]. Thus, scholars have proposed
that exposure to nonlife-threatening racism-related events

can also contribute to posttrauma symptoms, such as avoid-

ance and numbing, self-blame, feelings of shame, and hyper-

vigilance [34, p480].

Initial studies of trauma, beginning in the early twentieth

century, focused primarily on white men who had served in

combat [104]. Although these studies played a major role in

how scholars currently conceptualize traumatic stress, they

failed to consider how differences in socialization between

white men and other marginalized groups could impact their

responses to stressful events [104]. Despite these

differences, these early formulations continued to inform

how trauma was understood over time, especially when

renewed interest in understanding trauma emerged during

the 1960s and 1970s due to the Vietnam War, women’s
movement, and struggle for civil rights [104]. Consequently,

the original conceptualization of trauma was inappropriately

generalized to women, and minority groups such as people

of color and LGBT individuals. Doing so failed to take into

account that the way in which marginalized groups experi-

ence and respond to stress may be influenced by a number of

social and cultural factors.

The way in which traumatic stress was initially

conceptualized led to a narrowdefinition of trauma thatmainly

focused on direct traumas such as war experiences, natural

disasters, childhood sexual abuse and stranger rape, and life-

threatening illnesses [104]. When individuals are exposed to

an isolated direct trauma (i.e., an event considered traumatic

by the DSM) it is easier for researchers and clinicians to

connect individuals’ symptoms to the traumatic event. How-

ever, this is not the case when it comes to those who have been

exposed to insidious trauma, which is “associated with the

social status of an individual being devalued because a char-

acteristic intrinsic to their identity is different from what is

valued by those in power, for example, gender, color, sexual

orientation, physical ability” [104, p240]. Repeated exposure

to prejudice-related events contributes to feelings of insecu-

rity, which in turn may lead to the feeling that one needs to

remain alert to physical harm or to experiences of enacted

homophobia and transphobia [104].
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The effects of nonlife-threatening sexual prejudice have

been discussed by Brown [105], who argued that coming out

can be traumatic for sexual minority individuals when the

experience involves the loss of support of one’s family or

religious community. Drawing from the work of Janoff-

Bulman [106], Brown proposed that this loss might be trau-

matic because it shatters an LGB person’s three basic

assumptions about the world—benevolence of the world,

meaningfulness of the world, and sense of self-worth.

Because prejudice-related events have the potential to

occur unexpectedly, sexual and gender minority individuals

must constantly readjust to living in a hostile social environ-

ment. According to Brooks [107], “‘readjustment’ becomes,

in a sense, adaptation to a perpetual state of stress” (p78).

When adaptation fails, a pathological stress response such

may result [22]. The consequences of trauma involving

homophobia and transphobia can be enduring, and sexual

and gender minorities often have little awareness of how

exposure to this type of trauma may influence their current

thoughts, feelings, and behavior [108].

Empirical studies do indicate that sexual minorities man-

ifest PTSD-like disorder in response to non-traumatic events

such as verbal harassment [57] and heterosexist discrimina-

tion (e.g., being treated unfairly by a friend or boss or being

rejected by a family member or friends) [109]. In our study

[110] that examined associations between PTSD and preju-

dice-related events motivated by race, sexual orientation,

physical appearance, or social class, we found that sexual

minority individuals were more likely than heterosexual

individuals to experience a prejudice-related event. Further-

more, of the 19 LGB participants who experienced a preju-

dice-related event, 8 participants developed a disorder

suggestive of PTSD following exposure to a nonlife-

threatening prejudice event, including physical assault,

child abuse, harassment, and termination from employment

[110]. Given the high exposure of transgender individuals to

stigma and discrimination, it is likely that they too would be

at risk for developing trauma-related syndromes after expo-

sure to nonlife-threating prejudice events.

Conclusion

Despite the major advances toward equality for sexual and

gender minorities over the last 40 years, LGBT people

continue to face marginalization and encounter victimiza-

tion at alarming rates, even in relatively accepting parts of

the world [1]. Growing up in a society that privileges het-

erosexual and cisgender norms contributes to a social envi-

ronment in which there is high potential for trauma and

identity to intersect. LGBT individuals are exposed to

minority stress from an early age, and minority stress-

based hypotheses are now used to explain, in part, the higher

prevalence of anxiety, depression, and PTSD among in

LGBT populations. Conceptualizing trauma in ways that

move beyond existing psychiatric nomenclature can help

healthcare professionals to identify LGBT people who

develop symptoms suggestive of PTSD following

non-traumatic events. Given their culturally specific

experiences of stress, and the subsequent development of

trauma-related disorders, promoting culturally relevant resil-

ience practices for LGBT populations is critical. One way

for healthcare professionals to bolster resilience in LGBT

people is to acknowledge the struggle of living in an envi-

ronment that privileges heterosexual and cisgender norms.

Healthcare providers should address the trauma precipitated

by oppressive social conditions with the same care and

concern offered to survivors of other traumatic experiences

[34]. Doing so has the potential to not only help LGBT

people recover from trauma but also to thrive in social

environments that continue to marginalize their identities.

Case

Renaldo is a 33-year-old Hispanic male who was referred to

you for outpatient psychotherapy by his primary care physi-

cian, who is concerned that the antidepressant medication

she prescribed 6 weeks ago has not helped to improve his

mood. He continues to report insomnia, irritability, anxiety,

and ruminative thoughts, which began after he ended a

3-month intimate relationship with Paul, a heterosexually

identified married man whom he met at church (Fig. 1.3).

Fig. 1.3 Renaldo is a 33-year-old Hispanic male who was referred to

you for outpatient psychotherapy by his primary care physician
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Renaldo began attending church 6 months ago at the sugges-

tion of his mother and sister, who believed that it could help

him to live a heterosexual lifestyle. However, he doesn’t
think he will be able to resist his same-sex desires, even by

attending church. Renaldo has felt different than others since

he was young, and his family has always had trouble

accepting him. While growing up, they were concerned

about him being too effeminate and about his voice being

too soft. And when he came out in his early 20s, they refused

to speak with him for a few months. Being with Paul was the

first time in his life that Renaldo felt really connected to

anyone. He is devastated over the recent break-up and wants

to reach out to Paul to talk. At the same time, Renaldo feels

this is a bad idea because Paul is still married. He is very

confused about his situation and hopes you can tell him what

to do.

Discussion Questions

1. How is the loss of family support potentially traumatic for

Renaldo?

2. How do structural sources of oppression (e.g., religious

ideology) and intersectional factors (e.g., race/ethnicity)

influence Renaldo’s mental health?

3. Explain how a therapist can help Renaldo connect his

current symptomatology to previous trauma related to his

sexual orientation.

4. Describe the ways in which Renaldo manifests resilience.

How can a therapist draw Renaldo’s attention to these

strengths throughout treatment?

5. What community resources are available for Renaldo?

Summary Practice Points

• Sexual and gender minorities encounter traumatic events

throughout the life span in the form of verbal, physical,

and sexual victimization, and these events are associated

with physical problems, depression, anxiety, and trau-

matic stress.

• Emerging evidence suggests that structural forms of

oppression, as well as non-traumatic events involving

discrimination, have the potential to precipitate a trau-

matic stress response among LGBT individuals.

• LGBT individuals may not be able to connect their

traumatic experiences, especially those of a nonlife-

threatening nature, to their current emotional state.

Mental health practitioners should help them to make

this link.

• Healthcare professionals should account for within-group

differences among LGBT populations (age, race/

ethnicity, gender, socioeconomic status), as well as their

impact on mental health.

• Acknowledging the role of culture (e.g., religious and

familial influences) among LGBT populations may help

to facilitate treatment engagement and to bolster

resilience.

Resources

1. Alessi, E. J. (2014). A framework for incorporating

minority stress theory into treatment with sexual minority

clients. Journal of Gay & Lesbian Mental Health, 18,

47–66.

2. APA Task Force on Appropriate Therapeutic Responses

to Sexual Orientation. (2009). Report of the Task Force

on Appropriate Therapeutic Responses to Sexual Orien-

tation. Washington, DC: American Psychological

Association.

3. O’Donnell, S., Meyer, I.H., & Schwartz. (2011).

Increased risk of suicide attempts among Black and

Latino lesbians, gay men, and bisexuals. American Jour-

nal of Public Health, 101, 1055–1059.
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Medical Intervention and LGBT People:
A Brief History 2
Sophia Shapiro and Tia Powell

Introduction

This chapter provides a brief history of the lesbian, gay,

bisexual, and transgender (LGBT) community and its rela-

tionship with medicine. While a full review of LGBT history

cannot be covered in a single chapter, there are crucial

historical developments and concepts that health-care

providers should grasp in order to put their patient care in

context (Fig. 2.1).

We will focus on medical interventions for LGBT

individuals, and also explore some concurring social

developments and artistic representations of those

developments during several time periods. Throughout, we

will try to shed light on issues that are useful for health-care

providers. For instance, how have LGBT people and

physicians in different eras understood the concept of sexual

orientation – i.e., which sorts of partners a person is attracted

to? How have LGBT people and medicine understood

gender identity (the gender one perceives as correct for

one’s self) and gender expression – the choices one makes

to demonstrate gender identity? This entanglement between

sexual orientation, sexual behavior, sex, gender, and gender

expression is what makes LGBT history so difficult to

translate to the modern era. To understand LGBT patients

today, clinicians should grasp what these terms mean today,

and also understand how their meanings have changed

over time.

Nineteenth and Early Twentieth Century

Before the turn of the last century, the concept of a person

identifying as gay, i.e., someone whose primary sexual

attractions are to same-sex partners, did not exist. Sexual

acts between persons of the same sex have been described

since pre-history, but using sexual orientation as a way of

organizing or labeling people did not begin until the 1890s.

In American culture prior to this, sex outside of marriage

was forbidden, but masculinity was not dependent upon

heterosexuality. A man might still be “normal” and retain

the stature associated with his masculinity even if he

participated in sex acts outside of marriage, whether they

were with men or women [2]. Essentially, same-sex sexual

practices were viewed as sinful acts that any type of person

could commit – that is, as behaviors in which any person

might engage – rather than the actions of a specific type of

stigmatized person.

In the late nineteenth and early twentieth century,

physicians and others began to incorporate sexuality into

the increasingly detailed taxonomy of medical and mental

illness. These nineteenth-century doctors, psychologists, and

scientists attempted to find a cohesive theory that would

explain why some people desired members of the same

sex, while others did not. One early theory was that of

Richard von Krafft-Ebing, a late-nineteenth-century German

psychiatrist, who argued that homosexuality resulted

from an in-utero sexual “inversion,” causing men and

women to invert their normal sexual desire and pursue

sexual interactions more typical of the other sex [3]. British

psychiatrist Havelock Ellis built upon the work of Krafft-

Ebing to draft his massive six-volume Studies in the Psy-
chology of Sex and used the term “invert” to classify

transsexuals and transvestites [4]. This work formed the

basis of the early twentieth-century conception of sexual

orientation as inextricably linked to gender presentation.

To be attracted to women is inextricably masculine, and to

be attracted to men, inextricably feminine. To invert one is

S. Shapiro, MD

Emergency Medicine Department, NYUMC/Bellevue Hospital Center,

New York, NY, USA

T. Powell, MD (*)

Montefiore Einstein Center for Bioethics, 111 E 210 St, Bronx,

NY 10467, USA

e-mail: Tpowell@montefiore.org

# Springer International Publishing AG 2017

K.L. Eckstrand, J. Potter (eds.), Trauma, Resilience, and Health Promotion in LGBT Patients,
DOI 10.1007/978-3-319-54509-7_2

15

mailto:Tpowell@montefiore.org


to invert the other. For instance, a man who was attracted to

men was seen as more womanly, and a woman attracted to

women more manly; there was simply no space for a mascu-

line man who desired other men, or a feminine woman who

similarly desired other women.

An intriguing literary example of Ellis’ theory emerges

from The Well of Loneliness, a 1929 novel by Radclyffe Hall
[5]. The main character, a masculine woman whose father

named her Stephen because he wished for a son, typifies the

author’s and society’s attempt to explain same-sex desire as

a simple inversion of gender. Stephen (and by extension

Radclyffe Hall herself) desires women because her internal

life is that of a male. When Stephen falls in love with a more

feminine woman later in the novel, Hall depicts the woman’s
attraction to Stephen as temporary since she is also attracted

to men, but also as resting upon Stephen’s masculinity. The

book offers no concept of a feminine woman who is attracted

to women because of their femininity.

Krafft-Ebing, Ellis, and others offer a view of homosexu-

ality as an illness rather than a moral failing. Some might see

this shift from crime to illness as an improvement over

earlier concepts of same-sex behavior as criminal, which

commonly resulted in corporal punishment for homosexual

behavior. However, the notion of illness as a kinder and

gentler theory of homosexuality is a rebuttable hypothesis.

For one, the aggressive medical interventions assigned to

attack same-sex behavior were at times of such a damaging

nature that a prison sentence would have been more humane.

For another, same-sex behaviors remained criminalized in

many jurisdictions, even while the concept of illness was

added. This resulted in medical treatments mandated by law,

as a form of punishment, without appropriate consideration

of either efficacy or side effects, as we shall review below.

Freud himself accepted the work of Krafft-Ebing, and

referred to homosexuals as inverts. He further delved into

the theory of why homosexuality exists, suggesting that it

represented a failure to fully sexually mature. However, he

also cautioned that homosexuals should not be blamed for

their nature. He felt that conversion to heterosexuality was

unlikely in all but very unusual circumstances, and

discouraged attempts to use psychoanalysis to change sexual

orientation. His views were famously summarized in this

letter to the mother of a gay son:

“Homosexuality is assuredly no advantage, but it is noth-

ing to be ashamed of, no vice, no degradation; it cannot be

classified as an illness; we consider it to be a variation of the

Fig. 2.1 Outline of US LGBT history
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sexual function, produced by a certain arrest of sexual

development” [6].
This medicalization of homosexuality as an accidental

deviation from normal development, rather than a moral

failing, led to further study of the growing homosexual

social group by scientists and doctors. However, the idea

of removing blame from the development of same-sex

orientation may also have had a profound impact on the

emerging subculture in some major cities. This culture

included those who based their lives around homosexuality,

but also others who engaged in same-sex sexual acts without

identifying as part of a homosexual community. At the same

time, communities based around gender presentation, flam-

boyance, and performance flourished in the 1920s, an era

that challenged long-standing restrictions on gender presen-

tation and behavior norms, including dress and sexual

behavior. During this time of Prohibition, the police ignored

many acts that were officially illegal, from drinking alcohol

to cross-dressing, at least within specific times and places, a

lenience often supported by bribes. While same-sex attrac-

tion largely went unnoticed except during specific notewor-

thy events, cross-gender performance was hugely popular.

There were wildly successful male impersonators during the

vaudeville era, and some drew huge crowds, such as Vesta

Tilley and Hetty King [7]. Various drag balls were held in

major cities on Halloween and New Year’s Eve, and boasted
attendance by prominent members of society, as well as

cross-dressing performers who made the balls so successful

[2]. These cultures, one based on gender, one on sexuality,

one publicly performed, and one hidden, were seen as

related because frequently the participants were the same

and because the social theories of the day assumed “inver-

sion” was the only plausible cause of same-sex attraction.

George Chauncey has argued that it is the urge of middle-

class, masculine men to create an identity distinct from both

cross-dressers and “normal” men that creates the concept of

homosexuality and creates a private community distinct

from both the dominant heterosexual society and the public

cross-dressing, gender-inverted community [2].

Just as same-sex sexual behavior was present long before

homosexual communities emerged, cross-dressing, passing

as another gender, and non-binary gender identification

existed long before the popularization of drag balls and

cross-gender culture entered the public consciousness.

Instances in which women passed as men date back

centuries, as women sought to gain access to jobs, join the

military, and travel without harm. However, those who

passed in these situations may have done so out of external

motivations, and did not create a community of like-minded

individuals in the way that the drag ball culture and male and

female impersonators of the late nineteenth and early twen-

tieth century did. The birth of a subculture of nonnormative

gender presentation and same-sex attraction in major cities

allowed scientists to create taxonomies describing

individuals within this subculture. The application of this

reductive framework shaped medical views of the culture

even as it formed, sorting people into binary categories, and

aligning sexuality with gender. This scientific emphasis on

drawing distinctions and sorting into categories persists in

modern terminology (e.g., the moniker LGBT), despite the

nuanced differences in identity and lived experiences

espoused by members of these communities. As we will

discuss later, physicians today still face this burdensome

tendency to pigeonhole patients, and instead should seek to

understand patients’ own self-understanding of sexual orien-
tation and gender identity.

WWII and Beyond: The Era of Medical
Intervention

The 1950s represented an era of bold moves in medicine and

science. Not coincidentally, this was also a time of few

ethical protections for patients and human research subjects,

leading to some disastrous consequences. Post-WWII confi-

dence levels were high, and included overwhelmingly posi-

tive views on the merits of science and medicine. Esteem for

science emerged from successes like the discovery of peni-

cillin, which provided enormous gains in the ability to treat

infectious diseases. Throughout medicine, physicians took

up the “battle” against other diseases in a manner that paid

scant attention to the command, “first, do no harm.” For

example, radical mastectomies removed not only the breast

from cancer patients, but sometimes substantial parts of the

chest wall, the arm, and even the torso [8]. As the saying of

the day went, “lesser surgery was for lesser surgeons.”
Similarly, early efforts in transplant medicine and cancer

chemotherapy brought both medical progress as well as

significant failures, at times with a frightening cost in

human lives [9, 10].

Psychiatry, too, developed aggressive treatments to attack

disease. Lobotomy gained traction as treatment for a wide

range of mental illnesses, earning the Nobel Prize in 1949

for Egas Moniz, one of its main proponents. Lobotomy

resembles other invasive psychiatric treatments of that era,

in that claims of major therapeutic advances rested on a slim

to absent evidentiary basis. Over the next two decades,

therapeutic claims were not only discredited, but deleterious

side effects emerged as far more common than previously

documented [11]. Thus, this was an era in which physicians

plunged ahead, hoping for scientific progress but with seem-

ingly little concern for untoward consequences among their

patients. Science meant progress, and related scandals (tha-

lidomide, Tuskegee) had not yet emerged to tarnish its

reputation and to encourage greater caution. While psychiat-

ric treatment with electroconvulsive therapy, insulin coma,
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and cold packs burgeoned, rights for patients with mental

illness remained severely curtailed. Physicians, with the

permission of a family member or judge, could commit a

patient to a psychiatric facility and administer treatments

without the patient’s consent. In some cases, patients were

held in psychiatric facilities for years without noticeable

treatment. Only in the 1970s did the US Supreme Court

forbid the practice of confinement without treatment

[12]. Thus, a significant and unfortunate effect of the

medicalization of same-sex attraction was that it solidified

in this era of bold interventions without recognition for

patient rights and safety.

While all persons viewed as mentally ill were subject to

the treatments prevalent at the time, LGBT people faced

additional interventions purported to change sexual orienta-

tion and/or atypical gender presentation. Common methods

used in the attempt to control sexuality included electrocon-

vulsive therapy, psychosurgery, and psychoanalysis. Chem-

ical castration was often used for gay men caught engaging

in sex acts with other men. Victims of this practice included

Alan Turing, the British mathematician and engineer

credited with inventing the first computer during WWII.

After being arrested for sexual behavior with men, he was

sentenced to chemical castration. After several years he

committed suicide, leaving behind an apple poisoned with

cyanide, a possible allusion to his identity as a “wicked

queen” like that in Snow White [13].

Turing may have been among the more famous people to

suffer from legal sentences and medical treatments on the

basis of sexual orientation and/or behavior, but he was

hardly alone. Many narratives document the damaging

legal and medical practices common through the 1960s.

One young man’s family, disturbed by suggestive postcards

and other indications of his same-sex orientation, had him

forcibly admitted to psychiatric facilities on several

occasions during the 1960s, where he received extensive

electroconvulsive therapy. Though these interventions had

no impact on his sexual orientation, he suffered substantial

memory loss and trauma for years after treatment, as noted

in this interview:

For the first eight years after shock treatment, I never knew if I

would be able to connect my thoughts. I’d be walking down the

street in New York and would have these flashes – and there

would be nothing. I’d suddenly not know where I was. I’d think,
“My God, I have to find out where I am. Why doesn’t anything
look familiar?” I would be typing at work and suddenly not be

able to remember what city I was in. . .A lot of times I’d forget

my name and address. That might last an hour and a half. But

that’s a long time when your mind is really going. The feeling

was panic. . .The fear of loss of memory is one of the worst

experiences I had after shock treatment, the fear that I might at

any point experience this amnesia. That amnesia happened

maybe a thousand times. [14]

In the 1950s and 1960s, doctors and social scientists

produced a substantial volume of work investigating the

nature and frequency of same-sex attractions and nonnorma-

tive gender identities. Much of this “scientific” work, selec-
tively edited, reinforced existing prejudice and provided a

powerful set of arguments to support social and legal harass-

ment of LGBT people, creating a terrible era for LGBT

human rights [15]. Repressive social and political culture

confronted anyone who failed to fit strict codes of social

conduct. Anti-communist sentiment often coincided with

anti-gay fears during the McCarthy era, thus blending both

the red scare and the “lavender scare.” As David K. Johnson

outlines in The Lavender Scare: Cold War Persecution of

Gays and Lesbians in the Federal Government, gay men and

women were thought of during the McCarthy era as “fellow

travelers” to communists [16]. Anti-gay activists conjured

up the circular argument that gay men and women were

susceptible to blackmail by spies because of their hidden

identities, ignoring the fact that this persecution is what

made gay men and women susceptible to blackmail in the

first place. Because of this supposed susceptibility to black-

mail and theories that same-sex behavior indicated moral

laxness, McCarthy succeeded in banning gay men and

lesbians from many government positions. Many were fired

from the Departments of State and other federal agencies, or

were discharged dishonorably from the military. Job loss

under this circumstance was highly damaging and could

easily preclude successful employment in the private sector

as well [17].

Gay men and lesbians were forced even deeper into the

closet, and many sought treatment for their sexuality from

medical professionals with the hope they might be able to

return to prestigious jobs if “cured” of their sexuality. Others
were forced into medical treatment by a legal system that

understood their sex acts as a medical condition or perver-

sion, an illness that was also a crime. Same-sex sexual

interaction between males was illegal, and arrests were fre-

quent. Police raided gay bars often, and used entrapment

methods to arrest gay men in public places known as

meeting locations. Patrons faced weeks of jail time for

minor infractions including cross-dressing, generally defined

as wearing more than three items of clothing associated with

the opposite sex [18]. Beatings and sexual assault were

common in jails, for both gay men and lesbians [19]. Any

arrest could take people away from work with no acceptable

explanation, and permanent records of the incident might

make them unemployable. Instead of jail time, those

convicted of “sexual perversion” might opt for medical

intervention, or were ordered to undergo a medical interven-

tion as part of their sentencing. These interventions aimed to

curb sexual attraction, especially in gay men. The state
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claimed a vested interest in controlling the sex lives of its

citizens, based on the idea of what created a moral society.

Psychiatric theory and practice of that time generally

aided repressive legal actions by insisting, despite Freud’s
advice to the contrary, that homosexuality was an illness and

that invasive treatments could “cure” it. However, some

researchers began to explore sexuality in a less pejorative

fashion. Notably, Kinsey’s detailed reports surprised many

both by their relatively neutral stance and their data

documenting that same-sex behavior and attraction were

far more common than previously believed [20].

Similarly, hopeful legal developments also emerged dur-

ing the 1950s, either despite or because of increasing

repression. Indeed, the 1950s became a tipping point, lead-

ing to the formation of the country’s earliest LGBT human

rights activism. These early “homophile” organizations

arose from the freedom of movement and homosocial

gatherings made permissible by WWII [21]. Early

organizations such as the Mattachine Society and the

Daughters of Bilitis protested the exclusion of gay men

and women from government jobs and other prohibitions

on their participation in public life.

During the post-war era, a more nuanced understanding

of the difference between sexuality and gender presentation

began to emerge, perhaps because of the growth of the

trans identity during this era. Without the means to transi-

tion medically, it was difficult for society to understand an

individual’s decision to live as another gender, as distinct

from choosing to present one’s birth gender in a nonnor-

mative way, or even to engage in sex acts not normally

associated with that gender. Importantly, we also see the

first introduction of medical treatments intended to support,

rather than suppress, the needs of those outside the hetero-

sexual mainstream. With the development of synthetic

estrogen, testosterone, and early sex-reassignment

surgeries, we start to hear of people who we can recognize

as transgender in the modern sense. These pioneers, such as

the GI-turned starlet Christine Jorgensen, showed that

transsexuality was a distinct identity, rather than a continu-

ation of the sexual desires of “inverts” [22]. Jorgensen

introduced to a wider public the idea that a desire for

same-sex partners was separate from an identity with a

gender other than that given at birth. She was so clearly

different from a gay man that people began to perceive a

real difference between sexual orientation and gender iden-

tity. Thus, these two concepts begin to diverge, though they

remain confusingly intertwined in much current public

discourse even today.

1960s–1990s: Civil Rights in a Changing
Political Era

We will highlight only the most important developments in

the evolving relationship between the LGBT and medical

communities between 1959 and today. The past four decades

have seen drastic changes in how LGBT individuals are

viewed by society and by doctors. In addition, historical

moments rooted in the LGBT community have shaped the

medical community, our nation, and the world at large. In

this section we will cover the emergence of the gay civil

rights movement in the late 1960s, the removal of homosex-

uality as a psychiatric illness from the DSM, the grappling of

the medical and psychiatric community with transgender

issues, and the AIDS crisis, which shaped gay identity and

medical practice the world over.

While there were LGBT activists working for legal

reform in the 1950s, the 1960s and 1970s saw a shift in the

radical nature of the LGBT civil rights movement, as with

other civil rights movements, and a huge boom in the num-

ber of “out” LGBT individuals. For many, the Stonewall

riots of 1968 represented the first pivotal event in the LGBT

rights movement. Though accounts vary, the consensus is

that patrons of the Stonewall Inn, most likely a group of

young, black, and Latino drag queens, butch lesbians, and

transgender people, decided to resist arrest after police

invaded the bar during one of their frequent roundups in

the neighborhood. Instead, these young, marginalized

patrons fought back, trapping the police in the bar and

starting riots that lasted for several days, as more and more

people from the community joined the fray to protest police

abuses [18]. Other events around the country soon followed.

Similar riots broke out in the Compton Cafeteria in LA, a

gathering place for similarly marginalized, black and Latino

gay and trans youth, when police attempted a raid. The next

year, the first gay pride march commemorated the Stonewall

riots. Over time, more radical protests emerged against dis-

crimination, and called for more gay people to live their lives

out of the closet. This shift in tone marked a difference from

the philosophy of homophile organizations such as the

Mattachine Society, which sought to project an image of

respectability. These pioneering activists secured important

legal victories, resulting in decreased raids on gay bars and

the repeal of various anti-sodomy laws. However, some

jurisdictions retained stigmatizing laws for far longer. Sod-

omy was still illegal in several states until the Lawrence

V. Texas decision in 2003. Other states today still have
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limited legal protections for LGB employees, and many

states have laws discriminating against trans individuals.

Large shifts also occurred in the 1960s and 1970s with

regard to transgender history. Hormones became more

accessible, both via doctors and black market channels.

Gender affirmation surgeries improved and slowly became

more accessible in the USA. At the same time, however, the

LGBT community began to fragment as it grew, and many

of its members tried to prioritize the voices and desires of

their particular subgroup over others. Gay men began to

focus more on sexual liberation, while lesbians took up

radical feminism, and transgender rights were often

overlooked. Some lesbians rejected members of the trans

community, by describing trans women (male to female) as

false women who did not belong to their community, and

trans men (female to male) as self-hating misogynists. While

lesbian and gay rights expanded greatly during this era, the

trans community remained marginalized, both by society at

large and by the LGB community.

The revision of the Diagnostic and Statistical Manual

(DSM) to delete homosexuality as a psychiatric diagnosis

was a critically important development in LGB history. This

history is well chronicled in Ronald Bayer’s excellent work,
Homosexuality and American Psychiatry: The Politics of
Diagnosis [23]. Briefly, psychiatry’s annual meeting became

the scene of increasingly visible protest for several years in a

row. At one point a disguised psychiatrist addressed a large

group, discussing his experience as a closeted gay man and

physician. Initially, homosexuality as a diagnosis was

removed in 1973 but replaced with the category Sexual
Orientation Disturbance in DSM II, which still was

grounded in the idea that same-sex attraction and behavior

was abnormal. Activists protested the medicalization of

same-sex attraction and garnered support from key

American Psychiatric Association (APA) leaders, including

Robert Spitzer, who had a pivotal role in drafting relevant

versions of the DSM. A protracted, controversial, yet ulti-

mately successful effort led to the elimination of homosexu-

ality as a diagnosis in 1987.

Acquired Immune Deficiency Syndrome, or AIDS, pro-

pelled same-sex behavior and LGBT politics into the

national spotlight in the 1980s. AIDS caused the deaths of

hundreds of thousands of people in the USA alone [24],

including many gay leaders in the fields of politics, the

arts, and academia. The horror of the disease stirred wide-

spread anti-gay sentiment, with many denouncing the LGBT

community, refusing housing, medical and other services,

and damning the “sinful” behavior that put people at risk for
the illness. Indeed, one early medical acronym for AIDS was

WOG – for Wrath of God – suggesting the illness was a

righteous punishment. Surgeon General C. Everett Koop

was one of the first public officials to embrace the fight

against AIDS, sending out brochures across the nation in

1988 promoting strategies to prevent transmission, including

condom use [25]. While many protested President Reagan’s
slow response to the epidemic, he was still the first sitting

president to use the word gay in a public speech, marking a

huge turning point both in the nation’s acceptance of LGBT
issues and in the fight against AIDS.

Within the community, some rifts that had grown

between lesbians, gay men, and trans communities began

to heal as these groups banded together to care for the sick.

Grassroots LGBT health organizations such as Gay Men’s
Health Crisis and AIDS Coalition to Unleash Power (ACT

UP) created a new infrastructure that agitated for social

change and protested government and medical inaction.

Eventually, as the medical community rallied around the

AIDS epidemic, generating increased funding for research

on the epidemiology, treatment, and prevention of the

disease, these organizations began to work with the medi-

cal community. Thus, the AIDS epidemic shaped the med-

ical community by creating some of the first community-

based participatory research partnerships, forging new

leaders in public health, and catalyzing groundbreaking

infectious disease research and drug development. As

researchers developed drugs for AIDS, and courageous

doctors, many of them members of the LGBT community,

cared for AIDS patients, respect gradually grew between

the LGBT and medical communities. While gay men were

the main focus of this shift in public health dialogue, as

they comprised the majority of the early victims of the

AIDS epidemic, lesbians, bisexuals, and transgender people

were affected as well. The creation of LGBT-focused

health organizations allowed LGBT people to access care

in ways that did not exist before AIDS. Many of those who

were identified as bisexual and/or trans were also vulnera-

ble and continue to this day to be disproportionately

affected by HIV infection [26].

Current Issues in LGBT Medicine

Health Inequities

Health inequities persist for all LGBT populations compared

to peer groups similar in race, ethnicity, income level, and

education. Young MSM (men who have sex with men) com-

prise one of the few groups in the USA for whom the inci-

dence of HIV infection continues to rise and are a focus of

continued partnership between the medical and LGBT

communities [26]. Trans patients continue to face poor access

to general medical care, and many lack coverage for trans-

gender-related therapies specifically. All LGBT people face

extremely high rates of sexual violence, a problem that

physicians should address in their patient care. Lesbians and

bisexual women have higher rates of smoking and lung cancer
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and a higher stage at diagnosis for gynecological

malignancies. However, there have also been many success

stories in the arena of LGBT health, particularly with regard

to public health measures. By partnering with at-risk LGBT

communities, public health officials have been able to

decrease transmission of meningitis, hepatitis A, and HIV.

In recent years, public health advertisements have attempted

to target and engage specific demographic groups, such as

lesbians or young MSM of color, with regard to a range of

issues including smoking, frequent screening for STIs,

domestic violence, and more frequent gynecological follow-

up. In large cities, we have also seen the development of

LGBT-specific health centers, such as the Callen-Lorde Com-

munity Health Center in New York and Fenway Health in

Boston. Therefore, while LGBT patients have historically

faced significant challenges in obtaining appropriate health

care, medical and public health workers are taking strides to

end some of the disparities.

Sexual Orientation Change Efforts

Despite the removal of homosexuality from the DSM

decades ago, and the proven ineffectiveness of reparative

therapies, some psychotherapists continue to attempt to

change their patients’ sexual orientations. All major relevant

professional organizations have now produced consensus

documents condemning therapies intended to change sexual

orientation. Nonetheless, such therapies continue despite

ample evidence that they have deleterious effects, especially

for LGBT youth [27]. The attempt to eliminate such

therapies is now shifting to the courts, with some significant

success in attempts to use consumer fraud and other statutes

to prevent these practices [28]. Some jurisdictions have

created laws banning anti-gay therapies, though even these

measures generally contain loopholes, for instance for clergy

providing anti-gay counseling [29].

Trans Issues

Trans issues have moved to the forefront of the LGBT

political agenda in the last decade, with a focus on such

issues as trans mental health, homelessness, and lack of

access to care. While LGBT patients generally have less

insurance and poorer access to care than their peers [30],

trans people are the most marginalized group within the

LGBT community, and often have even fewer resources

than their lesbian, gay, and bisexual counterparts. Thus the

extreme expense of hormone therapy and gender affirmation

surgery weighs especially heavily on this group. While some

insurers are beginning to cover these procedures, many trans

people lack access to the hormones and surgeries that allow

them to pass safely in society, apply for jobs, feel secure in

their identities, and in many cases alleviate intense depres-

sion. Several recent high-profile legal decisions have

highlighted questions around whether trans people have the

right to access gender-affirming medical and surgical care,

particularly when they are incarcerated or lack insurance

[31]. Because so many trans people have no legal pathway

to hormones and surgery in the USA, many travel to foreign

countries for cheaper and occasionally black market

procedures without proper postsurgical care. Others receive

sex hormones from unofficial sources, and even participate

in “injection parties” where non-official providers will inject
silicone for body contouring, a highly dangerous procedure

that causes disfigurement as often as it results in desired

cosmetic changes to facial, hip, or other anatomical

structures [32].

Another battle that trans people face is the right to define

their own transitions. In prior decades some clinics followed

rigid guidelines regarding the use of hormones and surgery.

For instance, a patient required an evaluation and permission

from a physician before beginning medical and surgical

steps for transition, and might need to agree in advance to

have both “top” and “bottom” surgery before any interven-

tion could begin. Today trans people prefer to tailor their

choices to suit their specific needs, rather than follow one set

pathway. For instance, some trans people identify with a

gender that is neither male nor female and must negotiate

with doctors to attain the services they seek. Because pre-

scription medications, surgery, and insurance reimburse-

ment all require the participation of physicians, trans

people continue to work with the medical community,

though now insisting that a much greater emphasis be placed

on informed consent, shared decision-making, and respect

for individual values and preferences. The challenge of

working toward a respectful, safe, and fair approach to

gender transitions is particularly evident in the emerging

field of childhood and adolescent transitioning, with its

complex dialogue between parents, professionals, and chil-

dren about the appropriate time to transition.

Conclusion

This chapter presents an historical overview intended to help

providers care more thoughtfully and sensitively for their

LGBT patients. We have explored some of the historical

roots that underlie changing definitions of common terms,

including gender identity and sexual orientation. It is

important for clinicians to grasp these concepts and to under-

stand what they still do not know about patients’ lived

experiences, in order to work respectfully with LGBT

patients. Consider, for instance, the task of a clinician who

encounters a male-identified, masculine-presenting, natal
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female patient who is attracted to and sexually active with

men. Currently, few providers possess the knowledge and

skills needed to sensitively explore and understand such a

person’s gender identity and orientation. However, such

competence is crucial for many aspects of health care,

including assessment for pregnancy, STIs, and long-term

gynecological follow-up, as well as possible trauma and

sexual assault. Rather than focus on rigid classification

schemes that are so much a part of medicine, we urge

practitioners to follow their patients’ values and preferences

in exploring issues of sexual orientation and gender identity.

Our goal as professionals is not to fit patients into a taxon-

omy but to help people attain and maintain wellness through

the tools that medicine provides.

Scientific understanding of gender and sexuality continues

to evolve. Because of this, it is necessary to maintain clinical

humility and let our patients guide us. What is right for one

patient is not necessarily correct for another; we must allow

each of our patients to shape their own identities and commu-

nicate how those identities affect their lived experiences and

health-care needs. While education for health-care providers

on LGBT issues is increasing, to date it remains insufficient.

We must do our best to address the health-care issues affect-

ing our patients, but we must also recognize there is much we

do not know and view our LGBT patients as our educators. As

clinicians, we must remember medicine’s historical errors and
avoid making similar mistakes in our own practices. By

maintaining compassion and asking honest questions, we

can form effective partnerships with our patients to help us

all navigate the health-care system successfully and aim for

the best possible care.
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Iatrogenic Harm and Bias 3
Tonia C. Poteat and Anneliese A. Singh

This chapter uses several frameworks to describe the types

of trauma that are commonly faced by lesbian, gay, bisexual,

and transgender (LGBT) people, how these experiences

influence LGBT patient expectations of healthcare treatment

and treatment outcomes, and how providers can offer care

that is LGBT-affirmative, culturally responsive, and embeds

patient advocacy within its approach. A multilevel model is

used to frame the types of discrimination and trauma that

LGBT people often experience (Fig. 3.1). The

biopsychosocial model, trauma theory, and resilience theory

are used to provide a structure for conceptualizing LGBT

trauma experiences (Fig. 3.2). The chapter ends with a

trauma-informed care (TIC) model that can be used to

improve healthcare for LGBT patients.

Defining Trauma

Trauma has been defined as the psychological reaction

occurring in response to adverse events, such as sexual

violence, a car accident, or a natural disaster [1]. These

experiences manifest in myriad ways. For example, many

survivors experience denial and shock immediately follow-

ing a traumatic event, and people who have survived trauma

often do not display outward emotional symptoms, yet may

experience physical symptoms such as headaches [2]. The

age at which trauma occurs, type and duration of trauma

experienced, and process of coping add a developmental

component to trauma, and clinical outcomes are strongly

influenced by the resources available to support healthy

coping [3].

Trauma experiences have been studied extensively; how-

ever, relatively little attention has examined the ways in

which specific trauma experiences and coping may differ

between LGBT people and those who are cisgender and/or

heterosexual [4]. Because LGBT people often experience

trauma in the form of micro- and macroaggressions related

to multiple overlapping societal oppressive forces (e.g.,

cisgenderism, heterosexism, racism, classism), this unique

context of discrimination influences the way in which LGBT

people respond to traumatic experiences [5].

What Do We Know About Trauma
and Experiences of LGBT People in Healthcare?

A national report on the healthcare experiences of LGBT

people found that experiences of discrimination were wide-

spread [6]. When asked about details of the discrimination,

almost 56% of lesbian, gay, or bisexual (LGB) respondents

reported at least one of the following experiences: being

refused needed care, being blamed for their health status,

or healthcare professionals using harsh or abusive language,

refusing to touch them or using excessive precautions, or

being physically rough or abusive. Seventy percent of trans-

gender and gender-nonconforming respondents reported one

or more of these experiences; respondents of color and

low-income respondents experienced even higher rates of

discrimination and substandard care.

These experiences of trauma can be described across

multiple levels: institutional, interpersonal, and intraper-

sonal (see Fig. 3.1). Institutional trauma (also termed struc-

tural trauma) describes routine, repetitive exposure of LGBT

people to microaggressions (e.g., heteronormative and

cissexist assumptions) and macroaggressions (e.g., hetero-

sexist and cissexist violence). These experiences can lead

LGBT people to conceal their sexual orientations and/or
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gender identities [7]. LGBT people also experience cumula-

tive interpersonal trauma, defined as trauma experienced

with at least one other person, such as sexual assault, inti-

mate partner violence, and childhood sexual abuse [8]. Simi-

lar to institutional trauma, interpersonal trauma experiences

can lead LGBT people to manifest distrust, hypervigilance,

and other self-protective responses in their relationships with

partners, family members, friends, and other people and

systems in which they have experienced trauma and with

whom they interact [9]. Lastly, LGBT people are at great

risk for experiencing intrapersonal trauma, such as

non-suicidal self-injury and suicide, often as result of

experiencing multiple levels of societal discrimination.

LGBT people may turn to non-suicidal self-injury – or

other maladaptive behaviors – in an attempt to manage the

pain, anxiety, distress, and dissociation that result from

exposure to multiple levels of trauma. These multiple levels

of trauma may also exacerbate maladaptive thought pro-

cesses, including internalized homonegativity and/or

transnegativity. For example, in a recent survey of transgen-

der people [10], over 41% of the sample reported at least one

suicide attempt, and rates of suicide attempts increased in

the context of job loss and other life stressors related to being

transgender.

Unfortunately, institutional, interpersonal, and intra-

personal traumas can also be enacted within healthcare. At

the institutional level, the healthcare system itself may create

harm. For example, a transgender man who needs cervical

cancer screening may face discrimination from an insurance

company that refuses to pay for Pap testing because he is

identified as male. In order to get the exam, he may also

face the discomfort of sitting in the waiting room of a

gynecologist’s office where he receives stares because he is

the only male patient. These experiences may be traumatizing

and deter future healthcare seeking, even though the

patient’s interactions with his healthcare provider are positive
overall.

Qualitative research suggests that providers may unwit-

tingly perpetuate interpersonal discrimination and trauma

through well-meaning efforts to manage their lack of

LGBT-specific medical knowledge [11] and/or to treat

every patient the same [12] despite the existence of

identity-specific needs. For example, providers may not rou-

tinely ask about a patient’s sexual orientation outside of the

context of sexual health, assuming that this information is

not clinically relevant. Providers may feel uncomfortable

asking about sexual orientation and gender identity alto-

gether, due to fear of offending a patient. However, failure

to gather this information conveys the message that these

essential aspects of patients’ lives are not important to the

provider. Moreover, without information on sexual orienta-

tion, for example, providers may make heteronormative

assumptions about who constitutes family for that person

and inadvertently exclude important decision-making

partners from engagement in the patient’s care.
Even when aware of LGBT identities, lack of knowledge

can lead providers to rely on stereotypes in the provision of

care. For example, a well-meaning provider may tell a

concerned lesbian with multiple partners that she does not

need screening for certain sexually transmitted infections

because her partners are female. The provider’s lack of

knowledge of same-sex sexual practices as well as assump-

tion that lesbians have only female sexual partners may

therefore result in substandard care and miss an opportunity

for safer sex education.

Healthcare providers should also be aware that many

LGBT people have low expectations of providers before

even entering a healthcare setting [13]. For instance, lesbian

women may experience significant distrust when working

with healthcare providers due to societal heterosexism and

interpersonal trauma experiences. Transgender people may

also distrust mental healthcare providers due to the long

history of pathologizing and gatekeeping perpetrated by

the mental health profession, with particular regard to

Fig. 3.1 Examples of multilevel

types of trauma experienced by

LGBT people
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accessing hormone therapy [14]. LGBT individuals may

anticipate that healthcare providers will not be affirming

and culturally competent with regard to sexual orientation

and gender identity and therefore may delay or avoid

accessing care altogether.

The expectation of mistreatment or a lack of LGBT-

affirmative training is not an unrealistic expectation, as

research has consistently identified that healthcare settings

and providers are underprepared to serve LGBT people. For

instance, in a study of medical residents and their knowl-

edge, attitudes, and skills regarding working with LGBT

adolescents, Kitts [15] found that the majority of the sample

of trainees did not assess sexual orientation or gender iden-

tity when conducting a sexual history with adolescents, nor

did the majority correctly identify a connection between

being a LGBT adolescent and suicide despite the existence

of a significant body of literature identifying LGBT

adolescents as the population at highest risk for suicide

attempts. In addition, studies have reported that healthcare

practitioners feel uncomfortable discussing sexual health

concerns with their LGBT patients [16] and that disclosure

of LGBT identity remains a concern for LGBT people

accessing healthcare due to anticipated discrimination and

prior experiences of stigma [17].

In addition to the above experiences of trauma and dis-

crimination, LGBT people may also experience de novo

trauma or trauma-related symptoms as they begin to inter-

face with healthcare settings. For example, in a large survey

of transgender adults, 24% reported being denied equal

treatment, 25% reported being harassed or disrespected,

and 2% reported being physically assaulted, such as being

hit or punched, in a healthcare setting [10]. Sometimes

trauma in the healthcare setting is enacted by lack of

acknowledgment, as exemplified by inadequate options on

intake and ongoing paperwork to denote gender identity

(e.g., only having two options of male or female) or to

denote partners (e.g., having the option of “spouse” without
options of “partner” or recognizing people who are

polyamorous). At other times, trauma is promulgated by

micro-inequities, as when healthcare providers display non-

verbal behaviors that communicate anti-LGBT bias, such as

disdainful looks, avoiding eye contact, or maintaining exces-

sive physical distance. Often, these experiences of de novo

trauma in healthcare settings cause LGBT people to feel that

they are being judged for who they are in terms of their

sexual orientation and gender identities, as opposed to being

served in an affirmative manner.

Affirmative care occurs when, for example, a transgender

woman survivor of trauma meets with her gynecologist and

receives both verbal and nonverbal affirmative messages wel-

coming her to the practice, which include being asked

questions about her correct pronouns, name, and terms to

use when discussing her body, and having her choices

respected throughout the encounter. Insurance coverage can

also be a major source of trauma for LGBT people, as many

transgender people cannot access important medical care and

surgeries and LGBT people may be underenrolled in

healthcare coverage. Fortunately, the Affordable Care Access

Act has made affordable healthcare available to many LGBT

people and prohibits discrimination on the basis of sexual

orientation and gender identity [18]; for instance, transgender

people’s access to hormone treatment and some surgeries has

been increased. Nevertheless, there are still many restrictions

that transgender people face in accessing gender-specific

services.

Theoretical Approaches to Understanding
and Addressing Trauma with LGBT Patients

Biopsychosocial models, trauma theory, and resilience the-

ory can assist in understanding and addressing trauma with

LGBT patients. A biopsychosocial model attends to three

dimensions of health: biological (e.g., physical), psycholog-

ical (e.g., emotions, cognitions, behaviors), and social (e.g.,

cultural backgrounds, contextual environments; see Figure

3.2). This framework aids in conceptualizing how illness and

health intersect with LGBT patients’ mental well-being and

social support (or lack thereof) in their environments.

Trauma theory can inform how healthcare providers work

with LGBT people who have survived trauma, including

those who have experienced mistreatment in healthcare

settings. For instance, people who have had trauma

Fig. 3.2 Biopsychosocial model of health and illness
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experiences may manifest hypervigilance and intrusive

symptoms, such as flashbacks and nightmares [5]. Alterna-

tively, individuals who have survived trauma may not mani-

fest symptoms at all. For all LGBT individuals, it is

important to evaluate what life experiences have been chal-

lenging or traumatic, and how these experiences continue to

impact their lives. Understanding that both societal and

interpersonal discrimination and violence influence how

LGBT people interact with healthcare systems, providers

can anticipate the likelihood of past discrimination and

trauma, and assess for common symptoms within intake

paperwork and patient interviews. When interacting with

LGBT people who have survived trauma, providers can

also be cautious not to misdiagnose trauma symptoms as

clinical disorders that are not trauma-specific (e.g., anxiety

disorders that are not triggered by history of a traumatic

event) [9]. Such misdiagnoses may cause further stigma

and lead to inappropriate interventions that compound the

negative consequences of prior trauma.

Trauma theorists also note that there may be differential

coping reactions based not only on the developmental age at

which a major trauma occurs but also related to the amount

of stress a person has experienced previously [8]. For exam-

ple, Shipherd et al. [19] showed that transgender people are

more likely than cisgender individuals to display trauma

symptoms that impair function after experiencing discrimi-

nation or violence. Because trauma survivors often experi-

ence guilt and shame relating to the trauma, healthcare

providers should be aware that LGBT people may feel

reluctant to disclose their history of trauma. They may fur-

ther benefit from having their experiences validated and

affirmed by healthcare providers, as LGBT people live in a

society that is often invalidating.

Resilience has been defined as an individual’s ability to

cope with adverse events [20]. A resilience model can help

providers identify patient strengths and coping resources to

leverage their healing. Integrating a resilience approach to

working with LGBT survivors builds on understanding the

impact of trauma by recognizing that LGBT people

develop coping resources and strengths in response to

trauma [21]. Resilience research with transgender people

of color who have survived traumatic life events, for

example, has identified that simultaneous development of

gender and racial/ethnic identity pride as well as connec-

tion to transgender communities of color are sources of

resilience for navigating oppression in society. Because

resilience development can vary tremendously across

communities and environmental contexts, healthcare

providers should be prepared when working with members

of LGBT populations to encounter individuals with a wide

spectrum of coping strategies that range from maladaptive

to resilient.

While healthcare providers may encounter many

challenges in delivering LGBT-affirming care, a crucial

starting point is to focus on the quality of the relationship

they build with their patients – whether brief or long term –

and work to ensure that their patients have a positive experi-

ence in this relationship. This often one-time interaction

with healthcare providers, when positive, informs and

assures LGBT patients that their lives are valuable and

their experiences of discrimination and trauma are believed

and validated. These positive experiences can encourage

LGBT individuals to continue to access rather than avoid

healthcare in the future and to share their positive healthcare

experiences with members of the larger LGBT community,

potentially encouraging these individuals to also seek care.

Trauma-Informed Care for LGBT People

Trauma-informed care for LGBT people is a unifying, cultur-

ally responsive approach that is inclusive of the multiple

levels at which LGBT people can experience trauma. When

healthcare providers use a trauma-informed care approach in

their work with LGBT individuals, there is an opportunity to

validate patients’ experiences of trauma and minimize

inflicting further trauma as a provider. Such validation and

awareness are crucial in healthcare settings, as research has

consistently shown that LGBT people have negative

experiences within healthcare settings [6, 10, 22]. Trauma-

informed care for LGBT patients is discussed in detail in

Chap. 16; however, a succinct description of TIC will be

described here given its importance when working with

LGBT patients.

Identifying Trauma

Healthcare providers have a better chance of addressing

trauma if they are aware of a patient’s history; therefore, it
is good practice to screen all patients routinely. Several

screening tools are available [23]. While none of these

tools have been specifically validated among LGBT patients,

the Primary Care Post Traumatic Stress Disorder Screen

(PC-PTSD) has been designed for use in primary care and

other medical settings [24]. The PC-PTSD consists of the

following questions:

In your life, have you ever had any experience that was so

frightening, horrible, or upsetting that, in the past month, you:

1. Have had nightmares about it or thought about it when

you did not want to?
2. Tried hard not to think about it or went out of your way to

avoid situations that reminded you of it?

3. Were constantly on guard, watchful, or easily startled?
4. Felt numb or detached from others, activities, or your

surroundings?
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If a patient answers “yes” to any three items or more, it

suggests trauma-related problems. A cut-off of three affir-

mative answers on the PC-PTSD has a sensitivity of 0.78,

specificity of 0.85, positive predictive value of 0.65, and

negative predictive value of 0.92 for PTSD [24]. Patients

who meet the cut-off may benefit from referral to a mental

health professional with both expertise in trauma and expe-

rience with LGBT clients. All patients who have experi-

enced trauma should be screened for suicidal thoughts

given the greater risk for suicide in this context [25].

Staying attuned to a patient’s body language, tone of

voice, eye contact, and level of participation can provide

important clues to the existence of a trauma history. Signs of

rising anxiety or emotional arousal may indicate that the

patient has experienced a trigger. When this happens, it is

important for the provider to remain calm and supportive,

without becoming defensive or pressuring the person to talk

about what may have triggered them. A key element of

preventing harm and promoting resilience is empowering

the patient to determine what information they want to

share and what components of the physical exam they are

willing to undergo. Explaining the purpose of the question

and/or exam is key. For example, when asking about sexual

orientation, one might begin with a statement/question such

as: “I ask about the sexual orientation of all of my patients

because it helps me to provide better care. Are you willing to

tell me your sexual orientation today?”
Some LGBT patients may not feel safe disclosing or

discussing traumatic experiences with a healthcare provider,

especially if the healthcare setting itself has been a site of

trauma. For some LGBT patients, simply entering a medical

facility may be triggering. Moreover, healthcare providers

may unintentionally participate in interactions that can cause

retraumatization due to lack of awareness, implicit bias, and

their own reactivity [26].

Addressing Implicit Bias

Implicit bias results from subtle cognitive processes that

operate without awareness or intent. The underlying implicit

attitudes and stereotypes responsible for implicit bias are

automatic beliefs or associations that are ascribed to a spe-

cific sociocultural group [27]. Most research on implicit bias

has been conducted with racial/ethnic minority groups; how-

ever, recent studies suggest that implicit bias toward LGBT

people is also common [28] and may influence clinical care

in a similar fashion [11, 29].

Although automatic, implicit bias can be changed

[30]. According to a recent review [30, 31], providers can

take a number of actions to reduce implicit bias, including:

1. Consciously affirming egalitarian goals and considering

specific implementation strategies;

2. Considering “gut” reactions to specific individuals or

groups as potential indicators of implicit bias and

reflecting on the potential effect of these reactions on

professional interactions;

3. Acknowledging and reappraising rather than suppressing

uncomfortable feelings and thoughts;

4. Considering the situation from the patient’s perspective;
5. Considering changing situations that increase negative or

stereotypical responses, for example, removing images

that associate all gay men with STIs.

In addition, consistent exposure to counter-stereotypic

examples of people can inhibit negative implicit attitudes

[32, 33]. Professional development opportunities that pro-

vide training in cultural sensitivity and foster the acquisition

of egalitarian communication strategies (e.g., asking every

patient what pronoun they use) may be useful in reducing

bias. Trauma-Informed Medical Care (TI-Med) is one exam-

ple of a continuing medical education course designed to

enhance trauma-informed, patient-centered communication

[34]. This curriculum is not specific to LGBT survivors of

trauma; rather it focuses on building self-awareness, respect,

empowerment, collaboration, and connection into any

provider-patient relationship.

Reducing Reactivity

It is common and normal for healthcare providers to feel

uncomfortable and uncertain when faced with clinical

situations that are unfamiliar and or even contradict their

core values. Acknowledging those feelings as well as under-

standing and validating their source are important steps

toward reducing reactivity. When feeling reactive, providers

should make sure to pause before responding so as to recenter

and assess what they need both for self-care and to provide the

best care for the patient. If necessary, a provider may want to

let the patient know they need to gather more information or

make a consultation in order to obtain the most up-to-date and

helpful information, then schedule a visit in the near future at

which to follow-up. Reducing reactivity allows the provider

to approach the patient encounter feeling clear and calm, and

reduces the likelihood of inadvertently contributing to the

patient’s trauma burden [26].

Preventing Harm to LGBT People in Healthcare
Settings

Harm prevention includes addressing both the clinical envi-

ronment and the quality of interpersonal interactions

[35, 36]. Welcoming environments include images and

patient information that include diverse LGBT people and

families, mission statements and policies that explicitly
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preclude discrimination on the basis of gender identity and

sexual orientation, and forms and electronic health records

that allow patients to identify themselves as they wish, regard-

less of the legal status of their relationships or gender [37]. Ide-

ally, the clinical setting will permit disclosure of LGBT

identities in a private and confidential manner to avoid expos-

ing the patient to potential discrimination by other patients or

providers. For example, transgender patients should be able to

designate the appropriate name and pronoun on clinical forms

at registration and have these used during all interactions with

clinical staff, both administrative and medical.

Development of a trusting patient-provider relationship is

key to preventing harm. Such a relationship is facilitated by

respectful communication that honors the identity and

relationships of LGBT patients and avoids making

assumptions about sexual relationships, partners, and family

structures. Open-ended, nonjudgmental questions and active

listening strategies are the best strategies to promote effec-

tive communication and trust. Ensuring that every member

of the healthcare staff has basic education in cultural com-

petency, including an understanding of how LGBT identities

intersect with other identities such as race, ethnicity, and

class, is integral to avoiding iatrogenic harm. Opportunities

for such training are available both online and in person. The

National LGBT Health Education Center (http://www.

lgbthealtheducation.org) provides webinars and publications

that address LGBT cultural competency. The Human Rights

Campaign (www.hrc.org) and discipline-specific organ-

izations such as the American Medical Association (http://

www.ama-assn.org/ama/pub/about-ama/our-people/member-

groups-sections/glbt-advisory-committee/glbt-resources.page)

provide LGBT cultural competency benchmarks for

organizations and providers.

Promoting Resilience

Incorporating resilience promotion into clinical practice is

part of a providing trauma-informed care. Engagement,

empowerment, and collaboration are key elements of

trauma-informed care that promote resilience [25]. Providers

should strive to ensure that clinical systems are transparent,

healthcare personnel are trustworthy, care is collaborative,

and that LGBT patients feel emotionally and physically safe

in the clinical setting and have both voice and choice in their

care. Subsequent chapters will focus on the specifics of

trauma-informed care.

Advocacy on Behalf of LGBT People in Clinical
Settings

Because of the multiple levels of trauma many LGBT people

have experienced over the lifespan, healthcare providers can

play a crucial role by supporting or participating in advocacy

efforts for LGBT trauma survivors. Advocacy entails work-

ing to reduce instances of oppression encountered by LGBT

people both within and outside of clinical settings [38], as

well as using the privilege accorded healthcare providers to

enact social change to affirm the human rights of LGBT

people. Healthcare providers can engage in advocacy in

two ways: with LGBT people and on behalf of LGBT people

[39]. For example, advocacy might entail teaching LGBT

survivors of trauma on how to advocate for their own affir-

mative care. This might include making sure that the

survivors are aware of and able to describe their trauma

symptoms when interfacing with healthcare providers in

order to set the stage for more responsive treatment, in

addition to being able to identify when healthcare provision

is not affirmative or appropriate. Alternately, advocacy on

behalf of LGBT people includes advocacy actions that

healthcare providers can take when LGBT people are not

present, such as beginning a working group or committee to

ensure that intake processes and other clinical documenta-

tion are LGBT-affirming.

Healthcare providers can engage in advocacy collabo-

ratively with LGBT people and on behalf of LGBT people

within three domains: micro level, meso level, and macro

level [39] (Fig. 3.3). The micro level includes individual

interactions within healthcare settings, such as physician

assistant and patient or mental health counselor and

patient. In these micro-level interactions, healthcare

providers can advocate collaboratively with LGBT people

to recognize barriers they face within and outside the

healthcare setting, and advocate on behalf of LGBT people

by identifying potential LGBT-allies within the healthcare

setting. The meso level of advocacy includes the

healthcare setting itself and the community. Within the

meso level, healthcare providers can advocate collabora-

tively with LGBT people to develop action teams within

the healthcare setting to address how to provide more

affirmative treatment to LGBT survivors of trauma,

while advocating on behalf of LGBT people might include

developing and implementing an LGBT-affirming treat-

ment plan in the healthcare setting that anticipates poten-

tial barriers and challenges and works to address these

proactively. The third level of advocacy is the macro

level, referred to as the public arena. Healthcare providers

can collaboratively advocate with LGBT people by

writing publications (e.g., newsletter articles, letters to

the editor) about a particular healthcare barrier faced by

LGBT survivors of trauma, and advocating on behalf of

LGBT people could include lobbying legislators at the

local, state, and national level for LGBT-affirming policy

changes (e.g., insurance coverage of transgender

surgeries). See Table 3.1 for more examples of

opportunities for healthcare provider advocacy with

LGBT patients.
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When engaging as advocates for LGBT patients,

healthcare providers can expect to encounter resistance at

micro, meso, and macro levels. Heterosexism is a deeply

embedded structural feature of healthcare systems, which

reflect the values of society at large; therefore, providers

who engage in change efforts may experience frustration

and dismay as they face challenges in making healthcare

settings more affirmative to LGBT survivors of trauma.

Although it is impossible to eradicate these challenges,

healthcare providers can leverage their efforts through con-

sultation and collaboration with a wide variety of community

stakeholders that already provide and/or support LGBT-

affirming healthcare. For example, before embarking on

development of a new community health clinic program for

LGBT patients experiencing homelessness and intimate part-

ner violence, one might consider forming a task force that

includes not only healthcare providers and administrators

from the clinic but also representatives from local

organizations that serve people in the community affected

by these issues. In these instances, collaboration can not

only bolster healthcare provider advocacy efforts but also

expand the influence of their LGBT-affirming advocacy and

assure that the voices and choices of LGBT patients and their

supporters are heard and incorporated.

Clinical Scenario

Tierra is an 18-year old trans woman whose parents

immigrated to the United States from Trinidad before she

was born. She socially transitioned at a young age and grew

up in a community where her gender identity was respected.

She excelled academically, engaged in multiple extracurric-

ular activities, and was elected president of the student

council during her senior year in high school. She has now

enrolled in a college far from home and comes to see you at

the student health center for routine medication refills. When

you enter the room, you notice that she jumps a bit and looks

startled. During the medical history, she repeatedly glances

toward the door. When you ask her about this, she quickly

asserts that everything is fine. As you introduce the sexual

history, she becomes irritable and refuses to respond to any

questions, stating: “You think all transgender girls are good

for is sex!”

Table 3.1 Opportunities for healthcare provider advocacy

Levels of

advocacy Types of advocacy activities

Micro level Advocating on behalf of individual patients and addressing cissexist and heterosexist bias from fellow healthcare providers

Teaching LGBT patients self-advocacy skills in working with healthcare providers

Meso level Organizing education and training opportunities for healthcare providers on working with LGBT patients

Leading an action team identifying how to make the healthcare environment and paperwork more LGBT-affirmative

Macro level Advocating for healthcare professional organizations to lead on LGBT-affirming policy change

Lobbying legislators and other local, state, or national leaders to create LGBT-affirming healthcare laws and increase access

to LGBT-affirmative healthcare

Fig. 3.3 Strategies for

healthcare providers to advocate

for LGBT people
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While her response comes as a surprise, you stay calm

and warm in your demeanor. You let her know that you ask

sexual history questions of all of your patients and reassure

her that she doesn’t have to answer any questions that make

her uncomfortable. You then ask if there’s anything she’d
like to talk with you about. She says no and asks if she can

come back later to finish the encounter. A week later, she

calls and asks to speak only with you. During the conversa-

tion, she discloses that she was recently taunted and sexually

assaulted on campus by a group of boys who locked her in a

classroom where she was studying. Until now, she was

reticent to tell anyone about this experience because she

was ashamed and didn’t want to disappoint her parents.

Discussion Questions

1. What are signs that an LGBT patient may have experi-

enced prior trauma?

2. What role do providers play in identifying and responding

to trauma among their LGBT patients?

3. How do intersectional factors impact an LGBT person’s
experience of trauma?

4. What strategies can health professionals use to provide a

safe and empowering experience for LGBT patients?

5. What community resources are available to support

LGBT patients who have experienced trauma?

Summary Practice Points

• Hyperarousal is common among people who have expe-

rienced trauma.

• Staying very busy by taking on extra activities may be

one way that people avoid experiencing feelings and

thoughts related to the trauma.

• Creation of a calm and empowering environment

facilitates engagement in care for people who have sur-

vived trauma.

• Health professionals play a key role in identifying and

responding to trauma among LGBT patients and

connecting them with appropriate resources.

Resources

1. FORGE. Transgender Sexual Violence Survivors: A Self-

Help Guide to Healing and Understanding. September

2015. Available at http://forge-forward.org/2015/09/

trans-sa-survivors-self-help-guide/

2. Substance Abuse and Mental Health Services Adminis-

tration. Trauma-Informed Approach and Trauma-

Specific Interventions. Available at http://www.samhsa.

gov/nctic/trauma-interventions. Includes

(a) Key principles of a trauma informed approach

(b) Links to trauma-specific interventions

3. American Academy of Family Physicians. AAFP Reprint

No. 289D. Recommended Curriculum Guidelines for

Family Medicine Residents: Lesbian, Gay, Bisexual,

Transgender Health, 2015. Available at: http://www.

aafp.org/dam/AAFP/documents/medical_education_resi

dency/program_directors/Reprint289D_LGBT.pdf

4. University of California, San Francisco. LGBT Resource

Center. Available at: https://lgbt.ucsf.edu/lgbt-education-

and-training. The site includes links to articles,

publications, and online trainings.

5. The Fenway Institute. The National LGBT Health Edu-

cation Center On-Demand Webinars. Available at: http://

www.lgbthealtheducation.org/training/on-demand-

webinars/

6. Green BL, Saunder PA, Power E, et al. Trauma-Informed

Medical Care: A CME Communication Training for Pri-

mary Care Providers. Family Medicine. 2015 January; 47

(1): 7–14.

7. Reeves E. A Synthesis of the Literature on Trauma-

Informed Care. Issues in Mental Health Nursing. 2015;

36(9): 698–709.
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Impact of Stress and Strain on Current LGBT
Health Disparities 4
Robert-Paul Juster, Jennifer A. Vencill, and Philip Jai Johnson

Introduction

Health inequalities are experienced by sexual and gender

minority populations as a consequence of stigma and repre-

sent a national public health priority [1]. Despite social

progress in North America, perceived discrimination attrib-

utable to sexual orientation is reported by 29–78% of

lesbian, gay, bisexual, and transgender (LGBT) Canadians

[2] and 42% of LGBT Americans [3]. Further, violence

against gender nonconforming lesbian, gay, bisexual, and

transgender people remains “alarmingly high,” with approx-
imately 20–25% of lesbian and gay people reporting some

form of violence within their lifetimes. Indeed, these figures

likely underestimate the experience of violence and discrim-

ination against LGBT people, as the US federal survey on

violence does not commonly contain questions on sexual

orientation or gender identity [4].

These distinct experiences of violence and discrimina-

tion, which create cumulative stress and strain for LGBT

individuals, are referred to as minority stress [5, 6]. Minority

stress can be defined as the enduring stress that sexual

minority individuals experience as a result of their minority

status within a pervasively stigmatizing social climate [5, 7].

Meyer [8] identified three overarching characteristics:

(1) minority stress is uniquely experienced by LGBT

individuals and is different from mundane stressors encoun-

tered by people from majority or nonstigmatized

backgrounds; (2) minority stress is chronic, ranging from

mundane offenses to extreme instances of harassment and

violence; and finally (3) minority stress is socially based and
caused by other people, groups, institutions, and political

processes. It should be noted that much of the data in support

of this model is derived from research on gay men or men

who have sex with men (MSM), although recent research

has supported the applicability of the model for lesbian/

bisexual women’s experiences [9–14] as well as those of

transgender individuals [15, 16]. Moreover for transgender

individuals, “sexual minority” does not necessarily apply as

stigma is related to gender identity.

The experience of minority stress can be thought of as the

consequence of experiencing a combination of specific pro-

cesses: (i) enacted, (ii) felt, and (iii) internalized stigma.

Specifically, (i) enacted stigma comprises the objective or

external events of discrimination and stigma people experi-

ence; (ii) felt stigma is the expectation of rejection and

vigilance that arises in response to such events; and (iii)

internalized stigma is the internalization of negative

attitudes, feelings, and internal representations of a sexual

minority identity [6, 12]. As defined by Stuenkel and Wong

[17], enacted stigma refers to the hostile behaviors and

perceptions, also known as bias and discrimination, of

majority group individuals toward an individual stigmatized

or seen as different [18]. However, the experience of stigma

can occur in the absence of overt discrimination. For exam-

ple, felt stigma represents the internalization of perceived

stigma that leads people to engage in concealment to avoid

rejection, bias, and discrimination.

Similarly, LGBT individuals will often engage in identity

concealment behaviors so as to avoid being “outed” and

potentially becoming the target of prejudicial reactions.

Unlike heterosexual individuals for whom stigma tends to

be salient when sexual orientation becomes personally rele-

vant [19], among LGBT individuals for whom sexual orien-

tation forms an inextricable component of identity, stigma

becomes an ever-present phenomenon, with concealment,

expectations of rejection, and hypervigilance being

understandable (but not always inevitable) consequences.
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For bisexual and transgender individuals, the experience of

stigma comes from both heterosexual individuals and within

the LGBT community [19–21]. Although little research has

examined attitudes toward bisexual and transgender

individuals within the commonly and perhaps erroneously

perceived “monolithic” LGBT community, lesbians and gay

men often see the issues experienced by bisexual and trans-

gender people as completely separate from their own [20],

and transphobic attitudes have been shown to be particularly

prevalent among gay men [22]. Thus, divisions within the

LGBT community can generate unique forms of minority

stress.

Minority stress processes affect the psychological, physi-

cal, and behavioral health of LGBT individuals [1]. Many of

the health consequences, such as anxiety and mood

disorders, physical complaints, maladaptive substance use,

and cardiovascular disease, are catalyzed and/or exacerbated

by psychosocial stress (Fig. 4.1). However, additional

research is urgently needed to elucidate the biological

mechanisms that explain how minority stress “gets under

the skin” to affect the health and well-being of LGBT

individuals [23].

This chapter will outline the neurobiology linking chronic

stress to health outcomes, as well as recent research

developments applying biological approaches to describe

LGBT health disparities as they relate to minority stress

and trauma. Our focus will be on stress physiology and the

development of the allostatic load model used to describe

“wear and tear” on the brain and body caused by chronic

stress and unhealthy behaviors. We will also discuss how

healthcare providers can incorporate this knowledge to

deliver LGBT healthcare in a competent and sensitive man-

ner. The next section will begin with a brief introduction to

stress physiology and explain how initial adaptive

mechanisms can become maladaptive when chronically

activated under stressful circumstances.

Biological Stress

Stress is broadly defined as a real or interpreted threat to an

individual that results in biological and behavioral

responses. The stress-disease literature includes three broad

perspectives with regard to measurement of stress and

subsequent coping: environmental, psychological, and

biological. As a multidimensional construct, stress involves

interactions among inputs (environmental stressors), pro-

cesses (subjective psychological distress), and outputs
(objective biological stress responses). Though often

investigated separately [24, 25], these elements of stress

and coping are best studied in conjunction with one another,

as each dimension can impact the others. For example, the

release of stress hormones as part of the biological response

to environmental and psychological stress mobilizes energy

to promote adaptation (e.g., behaviors that function to

distance a person from an environmental stressor or damp

down maladaptive psychological processes).

Absolute stressors (e.g., natural disasters, sexual assault)

that threaten survival lead invariably to acute stress

responses and, potentially, to posttraumatic distress. By

comparison, relative stressors (e.g., negotiating traffic, pub-

lic speaking) threaten one’s well-being only if the person

deems them stressful. As is principally the case for relative

stressors, situations that are novel, unpredictable, threaten

self-preservation, and/or diminish one’s sense of control

contribute additively to biological stress responses

[26, 27]. Cumulative exposure to multiple relative stressors

can render an individual more susceptible to traumatic

symptoms (e.g., hypervigilance) in the face of an absolute

stressor or accumulated relative stressors that “break the

camel’s back,” so to speak. Based on the minority stress

model outlined earlier, chronic internal and external

stressors – and subsequent stress responses – may be more

pernicious and emotionally salient among LGBT

individuals.

Biological stress responses are activated whenever real or

interpreted threats are detected via neural systems. The inter-

pretation of a “threat” triggers the sympathetic-adrenal-med-
ullary (SAM) axis to release catecholamines (e.g., adrenalin)

within seconds from the adrenal medulla. This response sys-

tem is fast-acting and reflexive, preparing the body to respond

almost immediately to threat. Similarly, the neural interpreta-

tion of “threat” activates the paraventricular nucleus of the

hypothalamus to release corticotropin-releasing factor (CRF),

which in turn activates the hypothalamic-pituitary-adrenal

(HPA) axis. Specifically, CRF travels through a portal system

linking the hypothalamus to the pituitary gland, where it

signals the secretion of adrenocorticotropic hormone

(ACTH) from the capillary-rich environment of the anterior

pituitary. Systemic ACTH then travels to the adrenal glands,

where it precipitates cellular activities in the zona fasciculata

region of the adrenal cortex to produce the glucocorticoid

cortisol, which in turn is responsible for transforming fat into

sugar to fuel biobehavioral responses [28]. Compared to the

SAM axis, the HPA cascade is slower, occurring within

minutes after the perception of a threat. Thus, the SAM and

HPA axes synergistically mobilize energy necessary for adap-

tation; however, this comes at the cost of acute and/or chronic

recalibration ofmany biological functions that ensure health of

the whole organism [29] (Fig. 4.2).

The brain’s ultimate role during stress is to detect threat

and promote adaptation. In addition to the pituitary and

hypothalamic control of the HPA axis, there are three

major brain structures involved in the regulation of stress

responses: (i) the hippocampus, which is linked to memory

and cognition, in addition to being implicated in negative
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feedback regulation that shuts down the HPA axis; (ii) the

amygdala, which is responsible for threat perception and

emotional processing with outputs to SAM axis and neuro-

endocrine regulatory systems; and (iii) the frontal cortex,

which is involved in cognition and exerting top-down

control over subcortical structures and the development of

coping responses [30–35]. With regard to HPA-axis regula-

tion, the hippocampus is inhibitory, the amygdala is excit-

atory, and the frontal cortex can be both. Neural regulation

of allostatic mechanisms is further shaped by individual

differences in constitutional (genetics, development, experi-

ence), behavioral (coping and health habits), and historical

(trauma/abuse, major life events, stressful environments)

factors that ultimately determine one’s vulnerability and/or

resilience to stress.

Life Cycle Model of Stress

Lupien et al. [36] proposed that the consequences of chronic

stress and/or trauma depend on age of exposure and, accord-

ingly, brain development of specific regions regulating the

HPA axis. Environmental stress in the prenatal period affects

the development of the hippocampus, prefrontal cortex, and

amygdala, and shapes the neural development of these

regions. After birth, the effects of postnatal stress vary

according to environmental exposures: for instance, mater-

nal separation during childhood generally leads to increased

secretion of cortisol, whereas exposure to severe abuse is

associated with decreased levels of cortisol. It is important

to note that, from the prenatal period onward, all developing

brain areas are sensitive to the effects of stress hormones;

however, some areas undergo rapid growth during key criti-

cal windows. From birth to 2 years old, for example, the

developing hippocampus is most vulnerable to the effects of

stress. By contrast, exposure to stress that persists over a

longer duration between birth through late childhood can

lead to changes in volume of the amygdala, which continues

to develop until the late 20s.

During adolescence, the rapid development of the hippo-

campus slows down but continues to show marked plasticity

as evidenced by perpetual neurogenesis of the dentate gyrus

[37]. Other stress-regulatory regions, including the frontal

cortex, continue to mature into adulthood. Consequently,

stress exposure during the transition into emerging adult-

hood can have major effects on the frontal cortex. Studies

Fig. 4.1 Biological effects of

stress on the brain and body
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show that adolescents are highly vulnerable to stress because

of pubertal changes in gonadal hormones and sensitivities of

the HPA axis that can persist into adulthood. In adulthood

and into older age, the brain regions that undergo the most

rapid decline as a result of aging are once again highly

vulnerable to the effects of stress hormones, including the

manifestation of effects from earlier life [36].

Lifelong brain changes ultimately diminish a person’s
ability to adapt, leading to subtle recalibrations in stress

responsivity that could be used to detect disease trajectories

[38]. According to the life cycle model of stress and a

growing body of preclinical research, regional volumes of

these neurological structures in conjunction with biological

signatures (e.g., hypercortisolism vs. hypocortisolism) can

be used to predict differential risk profiles for specific

psychopathologies (e.g., depression vs. PTSD) in adulthood

as well as predict that traumatic experiences might have

occurred in early life [36]. From a clinical perspective,

however, direct measurement of central nervous system

substrates is costly and potentially invasive, while indirect

assessment using peripheral biomarkers routinely collected

in blood draws (e.g., glucose, cholesterol) could be compiled

with stress biomarkers (e.g., adrenalin, cortisol).

Life stressors resulting from stigma are believed to render

LGBT individuals more vulnerable to a variety of mental

health conditions [39]. We believe that specific

psychopathological trajectories can be demarcated by

distinct biological signatures related to stress hormones and

stress-related biomarkers. While extant literature on LGBT

health has focused on psychosocial questionnaires and pop-

ulation surveys, few interdisciplinary studies have assessed

physiological measures of biopsychosocial stress among

LGBT individuals [40]. Moreover, with the exception of

research focused on the HIV/AIDS pandemic among sexual

minority men [41–46], biological stress mechanisms have

not been extensively investigated among healthy LGBT

populations. The following sections will provide the reader

with emerging literature that applies measures of stress

biology to understanding health inequities experienced by

LGBT individuals.

Fig. 4.2 Hypothalamic-

pituitary-adrenal (HPA) axis

contributing to biological stress

response
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Reactive Cortisol

Stress responses are adaptive in the short term, while long-

term activations can result in physiological dysregulation.

The reactivity hypothesis [47] proposes that exaggerated

physiological and behavioral reactivity to stressors is a risk

factor for stress-related diseases such as cardiovascular dis-

ease, among others [48, 49]. Such pathophysiological reac-

tivity is potentially discernable by examining the magnitude

of physiological stress responses in controlled laboratory

settings.

Stress reactivity has traditionally been defined according

to increases in stress biomarkers from baseline and upon

stressor exposure; however, the prolongation and total dura-

tion of stress responses persisting after the stressor ceases are

also critical to consider [50, 51]. Indeed, the reactivity

hypothesis has been criticized for often ignoring or

dismissing physiological recovery, a period after exposure

that is characterized by much individual variability [52–54]

and that may have significant clinical implications for LGBT

individuals. For instance, rumination is associated with

delayed cortisol recovery [55] and evidence suggests that

sexual minorities may experience more ruminative pro-

cesses than heterosexuals [23, 56, 57].

Stress reactivity and recovery could also extend clinically

to treatments aimed at addressing psychological, emotional,

and physiological responses to minority stress (e.g., system-

atic desensitization, biofeedback, and ecological momentary

assessment (EMA)). EMA refers to methods that ask

participants to repeatedly self-report their affective, behav-

ioral, and cognitive states in naturalistic setting and has been

used, for example, to demonstrate a relationship between a

lifetime history of discrimination and current smoking status

among Black and Latino men living in the USA [58]. We

believe that using such tools to examine dynamic changes in

stress reactivity and related phenomena that occur in

response to gender and sexual minority stress processes

would significantly expand our understanding of the factors

that contribute to resilience and health among LGBT

individuals.

A body of emerging research is assessing stress reactivity

in LGBT populations. The first study on this topic was

conducted by Hatzenbuehler and McLaughlin [59], who

reported that LGB individuals growing up in less socially

tolerant states evidenced blunted cortisol reactivity and

hypothesized that this dampened HPA-axis pattern might

indicate a pathophysiological profile associated with trauma

and fatigue [60]. A novel study comparing LGB men and

women to heterosexual individuals of both sexes

demonstrated that sexual orientation modulates endocrine

stress reactivity [61]. Eighty-seven participants were

exposed to a psychosocial stressor involving public speech

and mental arithmetic. Results revealed that lesbian/bisexual

women demonstrated higher cortisol levels 40-min

poststressor than heterosexual women, while gay/bisexual

men demonstrated lower cortisol levels throughout testing

compared to heterosexual men who peaked 20-min

poststressor, as is usually observed [26].

The latter study showed that gay/bisexual men demon-

strate stress reactivity profiles more closely aligned with

those of heterosexual women, while lesbian/bisexual

women show patterns more akin to those of heterosexual

men. Although speculative, the delayed peak observed

among lesbian/bisexual women could be indicative of rumi-

native processes. This would be consistent with reports by

Hatzenbuehler and colleagues [23, 56, 57] who showed that

lesbians and gay men are more ruminative than

heterosexuals in response to stigma-related stressors. Impor-

tantly, rumination is associated with delayed poststressor

cortisol recovery [55]. While ruminative cognitive-

behavioral processes were not assessed, this approach

represents a promising avenue for future inquiry, especially

in the context of further understanding mental health.

In contrast to findings among women and consistent with

a gender-based reversal in male-typical HPA-axis hyper-

reactivity [62], lower overall cortisol concentrations were

observed throughout testing among gay/bisexual men rela-

tive to heterosexual men. From a sexual minority stress

perspective and in light of Hatzenbuehler and McLaughlin’s
[63] findings showing a blunted cortisol response among

young sexual minority adults exposed to high-structural

stigma environments as adolescents, this suggests that

gay/bisexual men may be displaying HPA-axis

downregulation. Indeed, an expanding literature is examin-

ing the relationship between hypocortisolism and severe

stressors early in development [64, 65] or in the face of

traumatic experiences [66], both of which are ubiquitous

among sexual minority men [1]. The functional significance

of this blunted cortisol stress reactivity to a psychosocial

stressor must be further delineated since it is not clear

whether this hormonal profile represents an adaptive or

maladaptive process among sexual minority men. As will

become evident in the following section, assessing circadian

variations in stress hormone levels may prove to be a valu-

able technique that can be used to discern an individual’s
level of vulnerability and/or resilience.

Diurnal Cortisol

Stress hormones can be measured diurnally to capture

naturalistic variation. For instance upon awakening, the corti-

sol awakening response (CAR) represents a normal surge in

cortisol levels reachingmaximalconcentrations approximately
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30 min after awakening [67]. This surge is followed by

gradually declining cortisol concentrations throughout the

day as pulsatile secretion decreases in amplitude and fre-

quency [68]. The nadir usually occurs around midnight,

after which cortisol levels start to rise again during the

early morning hours [69]. These dynamics are normal

mechanisms that help ensure adaptive functioning of

metabolism, cognition, and so on. Measuring diurnal corti-

sol can be complemented by ecological momentary assess-

ment of emotional and social processes occurring

throughout the day that can have clinical applications.

Like stress reactivity, diurnal HPA-axis functioning can

be used to identify disease vulnerabilities. A meta-analysis

of 62 studies concluded that while the CAR is positively

associated with workplace stress and general life stress, it is

negatively associated with symptoms of burnout, fatigue,

and exhaustion [70]. Hypocortisolism is a phenomenon

that occurs in approximately 20–25% of patients suffering

from stress-related diseases like chronic fatigue syndrome,

fibromyalgia, PTSD, burnout [71, 72], and atypical depres-

sion, to name a few [60]. By contrast, increased HPA-axis

functioning during the afternoon and evening has been

strongly associated with depressive symptoms [73, 74].

Figure 4.3 illustrates how psychopathological conditions

can be hypothetically conceptualized to differ in terms of

distinct biological signatures that we believe can one day be

applied in clinical practice to differentiate conditions with

otherwise overlapping symptomatologies.

Diurnal cortisol is beginning to be applied in LGBT

research with particular regard to stigma and “coming out.”
Benibgui [75] found that LGB emerging adults (ages 17–27)

from Montréal with low social support experienced

increased psychosocial stress that corresponded to increased

depressive symptoms and decreased self-esteem. While the

majority of the sample (77–88%) had disclosed their sexual

orientation to family members, LGB youth with increased

internalized homophobia had flatter cortisol profiles that

corresponded to an increased vulnerability to adverse mental

health conditions [75]. Another study showed that compared

to those who did not disclose their sexual orientation at

work, disclosure was unexpectedly associated with higher

cortisol levels and negative affect among LGB individuals

[40]. Shedding light on this nonintuitive finding is another

study showing that gay men who disclosed their sexual

orientation to supervisors reported significantly higher hos-

tility in their work environments, significantly lower per-

ceived promotion opportunities, and significantly higher

turnover intentions as evidenced by their desires to quit [76].

In contrast, disclosure of sexual orientation can also have

positive effects on diurnal cortisol and mental health

[77]. Using the same sample described earlier vis-à-vis stress

reactivity [61], LGB individuals who had completely

disclosed their sexual orientation to family and friends

demonstrated lower morning cortisol levels and fewer

symptoms of depression, anxiety, and burnout than those

who had not completed the disclosure process. Future

research would do well to also correlate disclosure to

persons outside one’s immediate interpersonal network.

Allostasis and Allostatic Load

Thus far, we have focused on stress hormones in a cortisol-

centric manner that does not consider other related

biological systems. As an inherently adaptive mechanism

in reactive and diurnal contexts, physiological dynamics in

Fig. 4.3 Hypothetical diurnal

cortisol profiles in normal and

psychopathological conditions
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stress hormone functions are examples of allostasis, defined
as adaptive biological processes that preserve “stability

through change” [78]. The neurobiologist Sterling and the

epidemiologist Eyer coined the term allostasis to describe

dynamic, multifaceted biological processes that maintain

physiological stability by recalibrating homeostatic

parameters and matching them appropriately to meet envi-

ronmental demands [78]. Analogous to our understanding of

resilient systems that have the capacity to dynamically

adjust and stabilize when faced with perturbations [79],

allostatic processes likewise alter metabolic functioning via

compensatory and anticipatory mechanisms in both reactive

and diurnal contexts. Compensatory alterations during acute

stress include, for example, decreased digestive and bodily

growth/repair processes that are adjusted to accommodate

increased neurological, cardiovascular, respiratory, and

immunological activities that are metabolically taxing.

Under these circumstances, allostasis becomes taxing and

differs from normal responsivity as an allostatic state.

Four potential pathophysiological profiles representing

allostatic states have been outlined [39]. First, repeatedly
activated responses refer to simply too much stress in the

form of repeated, novel events that cause cumulative

elevations of stress mediators over sustained periods of

time. Second, nonhabituating responses refer to failure to

habituate or adapt to the same stressor that leads to the

overuse of stress mediators because of the failure of the

body to dampen or eliminate the hormonal stress response

to a repeated event. Third, prolonged responses represent a

failure to shut off either the hormonal stress response or to

display the normal trough of the circadian patterns. Fourth,

inadequate responses represent hypoactive stress responses

that may involuntarily allow other systems, such as inflam-

mation, to become hyperactive. In essence, allostatic states

reflect response patterns in which physiological systems

become over or underactive, leading to multisystemic

physiological dysregulations.

The multisystemic strain attributable to chronic stress,

adversity, and trauma is referred to as allostatic load

[80]. Allostatic load (AL) is defined as the multisystemic

“wear and tear” the brain and the rest of the body experience
when repeated allostatic responses exact their noxious toll

when exposed to chronic stress. Under such conditions,

stress hormones like adrenaline and cortisol first become

misbalanced and induce an interconnected cascade of inter-

dependent biological processes that sequentially collapse as

individual biomarkers become dysregulated and lead to dis-

ease outcomes [81]. AL can be indexed using combinations

of stress-related biomarkers to represent physiological

dysregulation [82].

Validation using longitudinal data from the MacArthur

Studies of Successful Aging cohort led to a count-based AL

index representing the following ten biomarkers [82]: 12-h

urinary cortisol, adrenaline, and noradrenaline output; serum

dehydroepiandrosterone-sulfate (DHEA-S), high-density

lipoprotein (HDL), and HDL-to-total cholesterol ratio;

plasma glycosylated hemoglobin; aggregate systolic and

diastolic blood pressures; and waist-to-hip-ratio.

Participants’ values falling within high-risk quartiles (clini-

cal and preclinical ranges based on percentiles) with respect

to the sample’s biomarker distributions are dichotomized as

“1” and those within normal ranges as “0.” Once tabulated,
these are summed to yield an AL index ranging from a

possible 0 to 10 which can then be used to predict health

outcomes.

The thematic advantages of applying an elevated-risk-

zone system when scoring AL are fivefold as they represent

(1) early warning signals, since cutoffs are anchored at

subclinical thresholds; (2) multi-finality, in that similar AL

algorithms predict different tertiary outcomes; (3) flexibility,

since calculations are based on different biomarker

combinations; (4) synergism that captures the cumulative

interaction of numerous biomarkers; and finally

(5) antecedents that powerfully predict individual variation

in AL [83]. In sum, AL algorithms are objective reflections

of biological functioning that are intricately interconnected

with genetic, neurological, developmental, behavioral,

cognitive, and social factors.

Clinical Allostatic Load Index

The AL index is thus far a research measure that may

become useful as a clinical tool in the future; however, it is

not yet ready for prime time, as clinical norms have yet to be

established. In cases where medical professionals currently

measure other stress-related biomarkers in standard blood

tests (e.g., fibrinogen, cytokines, cortisol), attention is typi-

cally placed on values reaching clinically significant levels

based on population norms if these exist for any given novel

biomarker. For readers interested in knowing how to deter-

mine an AL index for clinical and research investigative

purposes, a simple formulation can be used to calculate the

index based on clinical reference ranges used in current

practice for diagnostic purposes. For each biomarker value

included, a subclinical cutoff can be easily calculated based

on normative clinical ranges. Note that for some emerging

biomarkers, like cortisol, clinical norms have yet to be

established.

For example, consider total cholesterol, with a normal

range between 3.3 and 5.2 nmol/L. First, to determine the

range, subtract the lower limit from the upper limit

(5.2 � 3.3 ¼ 1.9). Second, to determine the quartile, divide

the range by four (1.9/4 ¼ 0.475). Finally, to determine

the cutoff, either subtract the quartile from the upper limit

for the upper cutoff (5.2� 0.475¼ 4.725) or add the quartile
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to the lower limit for the lower cutoff (3.3 + 0.475 ¼ 3.775)

in the case of biomarkers such as HDL cholesterol, DHEA-

S, and albumin where lower levels may be associated with

health risk. Based on this example, a patient with total

cholesterol of 4.725 nmol/L or higher would receive a

score of “1,” while values below this cutoff would be scored

as “0.” A clinical AL index is therefore the sum of subclini-

cally dysregulated biomarkers for a given individual. Previ-

ous work demonstrated that a clinical AL index was

associated with increased subjective reports of chronic

stress, frequency of burnout symptoms, and hypo-

cortisolemic profiles characteristic of fatigue states [72].

A review by Juster et al. [84] of nearly 60 empirical

studies suggests that AL indices incorporating subclinical

ranges for numerous biomarkers (mean¼ 10; range¼ 4–17)

predict clinical outcomes better than traditional biomedical

methods that address only clinical thresholds for single

biomarkers. Importantly, AL inclusion of neuroendocrine

and/or immune biomarkers is stronger than metabolic syn-

drome parameters or systemic clusters in the prediction of

stress-related conditions like cardiovascular disease and psy-

chopathology. The most consistent causes of AL are

increased age, low socioeconomic status, non-white race/

ethnicity, workplace stress, and involvement in emotionally

taxing activities such as caregiving. In the context of LGBT

health, Fig. 4.4 illustrates how sexual minority stress relates

to stress physiology and AL that are in turn predictive of

both physical and mental health conditions.

Sexual orientation and developmental aspects related to

sexual identity formation are related to AL. In the same

study that assessed diurnal cortisol described above [77],

analyses examined 21 biomarkers related to neuroendocrine,

immune, metabolic, and cardiovascular functioning and

teased apart between-group (sexual orientation) and within-

group (disclosure processes) differences. Results showed no

between-group differences as a function of sexual orienta-

tion except that gay/bisexual men evidenced fewer depres-

sive symptoms and AL driven by lower triglycerides, BMI,

and cytokine levels than heterosexual men. While no overall

AL differences were found as a function of full disclosure, a

follow-up analysis found that retrospective coping strategies

during sexual identity formation were critical. Specifically,

retrospective avoidance coping strategies (e.g., trying to

forget everything, keeping one’s emotions to one’s self,

using medication to feel better) during sexual identity for-

mation and disclosure were associated with current

elevations in perceived stress, daily hassles, and AL

[85]. By contrast, seeking social support was associated

with less perceived stress. Taken together, these preliminary

findings suggest that the coping strategies enacted during

key developmental periods unique to LGBT individuals

could help protect against AL and poorer mental health.

Fig. 4.4 Conceptual model of sexual minority stress and allostatic load (Adapted from Refs. [6, 36])
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Psychosocial Implications and Clinical
Perspectives

While further research is needed to explore and delineate the

potential pathways to resilience for LGBT individuals, a

growing body of research points to the benefits of

establishing identity-related social support for LGBT

individuals [7, 86–87]. DiFulvio and colleagues [86] specif-

ically note the value of social connectedness for LGBT

youth, which refers to the perception of individuals that

they belong, are cared for, and can feel empowered within

a given context. In a qualitative study utilizing in-depth

interviews with 15 sexual minority youth, these authors

outlined a process of negotiating an identity seen as different

and defective with family and friends and, in the face of

rejection, developing the ability to reclaim this identity and

derive empowerment through connections with similar

peers.

The importance of having accepting others in one’s sup-
port network and the benefits conferred by eliminating

individuals who might be critical or unsupportive of one’s
sexual identity is also critical for older LGBT adults

[88]. Surprisingly, Snapp and colleagues did not find any

impact of community support on development of self-esteem

among LGBT young adults, whereas both family and peer

support were found to be strong predictors [87]. Perhaps

more worrisome, exposure to similar others increases sexual

risk-taking among LGBT young adults [89]. Thus,

healthcare providers must be sensitive to the fact that mere

exposure to similar others and including them in one’s sup-
port network does not guarantee positive effects on mental

health and health behaviors. The key feature is that support

network members be included because they are aware of the

individual’s sexual identity and can provide acceptance and

affirmation.

One vital way in which healthcare providers can provide

affirmation and acceptance for an LGBT person’s sexual

and/or gender identities is by identifying and normalizing

the impact of minority stress and trauma on the individual’s
lived experience. This normalization process involves

providing psychoeducation to LGBT individuals regarding

the multifaceted effects of family, societal, and peer rejec-

tion and violence, as well as assurance that it is common and

understandable to develop a plethora of thoughts, feelings,

physiological reactions (e.g., heart racing, sweating, etc.),

and behaviors in response to threats to one’s identity and

safety. Indeed, the hypervigilance that some individuals

develop in response to stigma-related stressors can in fact

be adaptive in encouraging avoidance of situations in which

safety might be compromised.

Normalizing these experiences can help provide LGBT

individuals with avenues to form more supportive

connections (particularly in a group-based context), and

derive empowerment by attributing their distress to stigma

rather than personal failings and recognizing that their emo-

tional, cognitive, and physiological responses make sense in

light of the hostility of their social environments

[90]. Psychoeducation can also include providing informa-

tion on the psychobiology of stress reactivity in the context

of stigma, as has been discussed by Fisher [91] in the context

of responding to past trauma. Specifically, Fisher [91]

suggests that providing psychoeducation on the psychobiol-

ogy of self-injurious behaviors in the midst of a traumatic

experience might help decrease an individual’s experience
of shame and encourage exploration of more adaptive

coping strategies [91]. Unfortunately, no published research

has examined the effect of psychoeducation on the psycho-

biology of response to identity-based stigma and trauma

or the psychological well-being and coping strategies of

LGBT individuals. While psychoeducation may be a thera-

peutically useful tool, providers must utilize this strategy

with caution and only when the individual has developed a

sense of security and trust in the relationship with the

provider.

It should be noted that we have, for the most part,

discussed responses to stress and treatment approaches as

uniform among LGBT individuals, perhaps inadvertently

reiterating the perceived monolithic nature of the LGBT

community. In actuality, it is important for researchers and

practitioners to note that experiences of sexual minority

stress can differ widely on the basis of an individual’s
gender, gender identity, and sexual orientation. These

experiences can also differ vastly when the intersections of

race, physical ability, age, and other identity categories are

taken into account. For example, the prejudicial experiences

directed at genderqueer individuals (i.e., those who do not

identify with the gender binary as male nor female or who

may view their identity as beyond gender or in-between)

may be significantly different from those directed toward

male-to-female or female-to-male transgender individuals

[21]. Therefore, responses demonstrated by individuals in

response to minority stressors must be examined within the

diversity of their identities and lived experiences.

In order to maximize the ability of an intervention to

foster resilience, psychoeducation may be most effective

when it includes opportunities to build supportive networks

and a strong emphasis on identifying an individual’s
strengths and positive coping strategies in response to both

past and ongoing stigma- and trauma-based stressors

[92]. Healthcare providers can demonstrate affirmation of

their LGBT individuals’ lived experiences by pointing out

that the very resources utilized to adapt to minority stress can

be the very same resources used during recovery from the

effects of enacted and felt stigma.
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Social Policy Implications

Knowledge generated in the stress-disease literature expands

our understanding of health inequalities that carry critical

conceptual implications for social policy. Social justice

focuses on the philosophy of equality of opportunity. For

example, gender relations refers to expectations related to

etiquette and understanding how we relate to each other,

while institutionalized gender refers to the ways that gender

is constructed within large social systems that dictate value

systems, social class, and hierarchies of privilege

[93]. Institutionalized stigma and heterosexism include, for

example, the denial of marriage rights, disadvantaged treat-

ment in schools and workplaces, and disenfranchisement of

sociocultural resources like religion and spirituality that

often dehumanize LGBT individuals and contribute to fur-

ther distress [1, 94]. These macro-level factors have impor-

tant conceptual implications for scientist-practitioners. For

example, the use of stress biomarkers could be used to

discern the existence of LGBT healthcare inequalities before

and after social policy changes trickle down into systems

more proximate to the individual.

Social inequalities have health consequences [95]. Com-

pelling research shows that LGBT Americans living in states

without policies that protect against hate crimes and employ-

ment discrimination experience significantly higher rates of

mental distress than those living in states with protective

policies [96]. Likewise, LGBT individuals living in states

with constitutional amendments banning same-sex marriage

experience increased rates of generalized anxiety disorder,

depressive disorders, and alcohol abuse. Geopolitical strata

with antigay prejudice are associated with increased rates of

all-cause mortality among sexual minorities [97]. By con-

trast, those living in states that recognize same-sex

marriages show no increased development of these

conditions [98].

Social policy changes can affect the health of sexual

minorities. A pioneering study documented significant

decreases in general medical and mental healthcare visits

and costs among gay men 12 months after Massachusetts

legalized same-sex marriage [99]. This study demonstrates

how changes in distal policies can progressively eliminate

institutionalized stigma and promote public health benefits

[99]. Given ongoing debate in the United States and world-

wide concerning, for example, same-sex marriage, a

fascinating social experiment would be to assess biological

stress indices as a function of American states with and

without protective policies over time to further understand

the relation between social policy and biological processes.

In theory, LGBT Americans exposed to less structural

stigma should evidence different biological signatures than

LGBT individuals from less progressive geo-political strata.

Structural stigma experienced by sexual and gender

diverse minorities is modifiable. North America is

undergoing geo-political changes that necessitate research

evidence to help inform, for instance, the remaining Ameri-

can states without protective legislations and many nations

worldwide that still criminalize homosexuality. This makes

the comprehensive measurement of stress biomarkers a cru-

cial endeavor, providing us with an objective biometric of

macro-level effects that can inform policy makers of the

pernicious effects of institutionalized gender and how to

improve the health of marginalized groups. The health and

well-being of sexual minorities is not a matter of political

debate but a matter of public health.

Practitioners can help LGBT clients identify their internal

strengths and foster resilience by creating support networks

and engaging in advocacy efforts for public policy change

and social reform. Thus, practitioners must become

informed about local resources in order to refer their clients

to advocacy groups, activist events, panel discussions, and

pride marches where it is possible to speak out against the

experiences of stigma and violence and receive community

support [86]. Commitment to and participation in such com-

munity engagement can, as DiFulvio eloquently states,

“serve as a way for [LGBT individuals] to make meaning

of an identity that has been silenced and allows them to

regain a sense of power over their lives” (p. 616). At the

same time, in light of the identity-based violence that has,

through pervasive societal stigma, become an inextricable

part of the social fabric of LGBT lived experience,

recommendations to engage in community advocacy efforts

must be made collaboratively with LGBT clients and fol-

lowing a thorough assessment of the extent of their support

network and safety.

Case Scenario

Ashlee is a 19-year-old White female who grew up in the

rural Midwest and is just completing her first year of college

(Fig. 4.5). She presents to the campus health clinic

complaining of significant fatigue, irritability, and recent

pain with urination. Ashlee reports that she has been

oversleeping, missing her classes, and generally feeling

“kinda blah.” During the visit, she indicates to you that this

is her first time at the campus health clinic and inquires

whether her parents might find out about the appointment

or have access to her records. She seems nervous about being

at the clinic and you notice her tendency to keep an eye on

the exit. During the intake, Ashlee looks surprised when you

ask her about recent sexual partners as part of the routine

intake process. She thanks you for not assuming her

partners’ genders and shares that during a recent visit to
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her family physician, she was asked “how many men” she

had been sexual with over the past year. Ashlee disclosed

that she has recently come out to herself and her college

friends that she is a lesbian. She is tearful in describing her

expectation that her family will “disown” her if they learn

about her sexual orientation. She also fears that her parents

may become physically violent towards her, as they have hit

her in the past when they didn’t like decisions she’d made.

Discussion Questions

1. How can healthcare agencies and institutions ensure

inclusivity of sexual and gender minorities when it

comes to forms/paperwork, screening questions, and rou-

tine intake procedures?

2. What additional information might you want or need to

gather from this patient? Why or how might that infor-

mation be useful in your assessment and treatment of

Ashlee?

3. How might the trauma of being rejected by one’s family

impact biomarkers and AL?

4. How can healthcare agencies and institutions communi-

cate that they are safe and affirming environments for

LGBT individuals?

5. What are a healthcare provider’s legal and ethical

responsibilities when a patient discloses feeling at risk

of violence?

Summary Practice Points

• Patients like Ashlee who have trauma histories com-

monly present with “garden variety,” stress-related

symptoms and concerns of somatic health. Arriving at

an accurate diagnosis can be challenging and necessitates

an integrated approach with diverse professionals.

• It is important to screen all patients for trauma, and

particularly those who, like Ashlee, appear to be triggered

when asked about sexual contact. Screening should

include specific questions about sexual assault, abuse,

coercion or harassment, and intimate partner violence.

• In addition to considering the contribution of Ashlee’s
sexual identity to her lived experience, it is important to

inquire about other, overlapping stigmatized identities

(e.g., rural background, history of sexual abuse, etc.), as

research suggests that multiple stressors can produce

additive effects.

Key issues to explore with patients like Ashlee include

sexual health, self-acceptance of sexual minority identity,

and disclosure, including a consideration of the differential

mental health impact of nondisclosure versus active conceal-

ment of identity. Additionally, it is important to learn more

about Ashlee’s current coping mechanisms (positive and

negative), particularly the presence or absence of supportive

interpersonal connections. As noted throughout this chapter,

enhancing one’s engagement with affirming and accepting

social networks is an important predictor of health and well-

being among LGBT populations.
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The Role of Resilience and Resilience
Characteristics in Health Promotion 5
Laura Erickson-Schroth and Elizabeth Glaeser

Introduction

Despite how commonly it is used, the term resilience is

surprisingly difficult to define. Is resilience a characteristic

of particularly adaptable people or an everyday trait that

unites many of us? Is it a process or an outcome? How do

we measure resilience? Does resilience-building require the

same steps for everyone? Resilience as a concept is of

particular interest among marginalized communities

because of the often repeated episodes of adversity that

these groups face. Defining and designing robust measures

of resilience would therefore be helpful in identifying factors

that contribute to resilience and in creating resilience-

building interventions. Although there is much still to be

learned, research to date has identified a number of strategies

that can be used by individual clinicians, in clinical practice

settings, and at the health policy level to promote resilience

development in lesbian, gay, bisexual, and transgender

(LGBT) people. These strategies often differ when taking

into account other aspects of LGBT individuals’ identity

(such as race, social class, or ability status). The best

outcomes result when organizations and providers work

with community members to provide spaces and systems

that support resilience, rather than attempting to fit commu-

nity members into existing models of care that do not take

their voices into account.

What Is Resilience and How Does It Develop?

Resilience is a concept that originated in developmental

psychology to help understand why some children and

adolescents who face adversity early in life go on to do

well when others do not. The American Psychological

Association defines resilience as “the process of adapting

well in the face of adversity, trauma, tragedy, threats or

significant sources of stress [1].” Resilience researcher Ann
Masten argues that resilience is ordinary and that it involves

behaviors, thoughts, and actions that can be learned and

developed in anyone. Similarly, researcher Froma Walsh

defines resilience as the ability to not only overcome or

survive adversity but to grow and flourish as a result of

one’s experience [2, 3]. Many scholars have attempted to

operationalize resilience in order to develop ways to mea-

sure and then promote resilience factors; however, there

remain various definitions of resilience and multiple ways

in which it can be operationalized.

Experts generally agree that the development of resil-

ience requires an interaction between an individual (e.g.,

intrapersonal factors such as genetic loading, personality

traits) and their environment (e.g., interpersonal and struc-

tural factors), but debate continues as to whether resilience

is an outcome or a process. Figure 5.1 presents an

oversimplified model for factors impacting the develop-

ment of resilience, each of which will be discussed in

detail.

Factors affecting the development of resilience may

include genetic, epigenetic, individual, interpersonal, and

environmental influences. Studies demonstrate that it is pos-

sible for vulnerability to posttraumatic stress disorder to be

passed from one generation to another [4]. Reduced cortisol

levels, which have been linked with vulnerability to post-

traumatic stress disorder (PTSD), were more likely in both

mothers who developed PTSD in response to the events of

September 11 and those who did not [4]; the reduced cortisol

levels were also noticed in infants born shortly after
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September 11 of the mothers with PTSD. Research also

illustrates the epigenetic aspects of resilience. Epigenetic

changes are those that alter gene expression rather than the

DNA sequence itself. Studies demonstrate that early life

adversity can cause epigenetic variability. For example,

intimate partner violence and parental stress pre- and post-

partum predict DNA methylation in offspring. In turn,

loving and nurturing behaviors have been found to lower

stress levels in young mice [5, 6]. These data not only

highlight the biologic effects of adverse experiences, they

suggest that behavior and environmental changes may be

instrumental in promoting adaptation and recovery from

adversity, although just how this may occur remains poorly

understood.

Studies conducted in the general population reveal a

number of individual, interpersonal, and environmental

factors that appear to contribute to resilience. For example,

in a seminal study looking at children of parents with mental

illness, approximately half of the children experienced posi-

tive developmental outcomes and did not become mentally

ill or exhibit maladaptive behaviors despite having been

raised in adverse conditions [7]. Resilience or relative suc-

cess later in life in these children was attributed to an

individual process involving multiple factors, including

school environments, sporting or musical achievement,

responsibility in school, having a relationship with a teacher,

and social success [7, 8]. Similarly, in a large-scale study

performed after the September 11 World Trade Center

attacks, resilience or lack of posttraumatic stress was

predicted by gender, age, race/ethnicity, education, level of

trauma exposure, income change, social support, frequency

of chronic disease, and recent and past life stressors. Resil-

ience was more likely in men than women, older people than

younger people, Asians than Caucasians, and those without a

college education [9]. These studies suggest that there are

some potentially mutable factors that can be targeted to

promote a patient’s successful adaptation to adversity.

Importantly, while some aspects of resilience are global,

others may apply to specific cultures and situations, making

research into LGBT-specific resilience an important next

step [10].

LGBT Resilience Research

Scholars and practitioners have long been working toward

putting theories of resilience into practice to improve the

lives of marginalized populations. While little is known

about the specific biological and epigenetic aspects of

resilience for this population, much of the prior work on

resilience can be adapted and applied to the LGBT popula-

tion [11]. For many individuals, an LGBT identity may be

only one aspect of marginalization and it is important to

consider each person’s path to overcoming adversity

individually.

Essential to an understanding of resilience in LGBT

populations is the minority stress model, formulated by

Meyer [12], who argues that “stigma, prejudice, and discrim-

ination create a hostile and stressful social environment that

causes mental health problems.” Since Meyer’s original

article, numerous researchers have investigated the ways in

which environmental factors affect mental health in LGBT

populations. Initially validated in gay men, the minority

stress model has now been studied in sexual minority

women [13] and in transgender populations [14]. The

model has also been expanded to include factors such as

shame, which can mediate between minority stressors and

distress [15].

Other researchers studying specific resilience factors in

LGBT populations have identified a number of factors that

may contribute to positive coping, greater life satisfaction,

and fewer maladaptive behaviors – outcomes defined as

resilience by the academic literature broadly. Factors that

correlate with these resilience outcomes include peer and

more general social support, family acceptance, and com-

munity connectedness [14, 16–21]. Specifically, in further

research into social support for youth, Hatzenbuehler and

Ryan, among others, have found that growing up in a sup-

portive environment is protective against suicide and

predicts later life satisfaction. Clinicians looking to use a

“treatment-as-prevention” approach should consider the

impact of supportive families and communities on later

resilience for LGBT individuals.

Fig. 5.1 Factors impacting the development of resilience among LGBT individuals
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Investigators have also found that LGBT people use both

internal and external resilience strategies to deal with dis-

crimination. For example, many LGBT people have devel-

oped internal coping strategies that include defining

themselves, embracing their self-worth, recognizing gender-

and race-based oppression, and taking pride in LGBT and

racial status. They also engage in health-promoting pro-

cesses such as facilitative coping with techniques like posi-

tive reframing, self-sufficiency, use of metaphors,

responsibility to others, spirituality, and enacting healthy

behavioral practices such as seeking social support, seeking

professional support, acting “as if,” engaging in hobbies,

using humor, and exercising agency when possible [16,

21–29]. Additional strategies demonstrated among youth

include: acceptance and resistance of stereotypes, connect-

edness with supportive adults, intentional self-care

behaviors, social activism, and cognitive and behavioral

flexibility [30]

In addition to looking for strength internally, LGBT peo-

ple also reach out to others in the broader social context,

seeking out connections to LGBT-affirming communities

and supportive non-LGBT friends and family members

[21, 23, 24]. They can also seek opportunities to provide

service to fellow community members as advisors and

mentors, helping both themselves and others in the process.

As subsequent chapters will explore, resilience can vary

based on age, gender identity, race, ethnicity, and other

demographic measures.

Research into LGBT resilience is beginning to focus on

the need to examine the effectiveness of specific

interventions in promoting resilience [24, 31, 32]. For exam-

ple, a pilot study at a high school gay-straight alliance

introduced students to a trauma-informed cognitive behav-

ioral therapy (CBT) curriculum that included identification

of minority and general stressors, discussion of coping

strategies, and then development of cognitive coping, affect

regulation, and problem-solving skills [33]. Although the

author did not test changes in resilience after the interven-

tion, he did emphasize the role that this type of program

could play in the development of resilience. Many other

researchers have developed interventions whose primary

goal is behavioral change or improvement in health

outcomes, but are likely to have impacted resilience as

well [34–38]. Many of these interventions target the systems

around individuals (families, teachers, schools, health-care

settings) rather than individuals themselves in order to

reduce isolation and marginalization and thus increase gen-

eral resilience by promoting acceptance and reducing minor-

ity stress.

Importantly, while the minority stress model provides a

framework to understand how health disparities develop in

LGBT populations, many LGBT individuals develop adap-

tive coping and resilience despite exposure to psychosocial

stressors. Stall et al. showed that even in the context of high

levels of sexual minority stress, the majority of men who

have sex with men did not participate in high-risk sexual

behaviors and were not HIV infected [39]. Those who were

diagnosed with HIV had more co-occurring psychosocial

risk factors. Switching from a deficit-based approach (i.e.,

implementing an intervention after individuals have suffered

adversity), many interventionists are now using a “treat-

ment-as-prevention” approach for LGBT individuals.

Examples of such interventions include focusing on the

uptake of pre-exposure prophylaxis (PrEP) to help

individuals like those in the Stall study prevent another

adverse event and/or increasing coping skills around an

HIV diagnosis [39].

LGBT Resilience in the Context
of Health Promotion

While there has been little formal research into interventions

that promote resilience in LGBT populations, clinics and

other health-care settings routinely employ interventions

believed to be effective in promoting resilience. Both indi-

vidual client encounters and clinic-wide programs can pro-

vide opportunities for resilience promotion. Due to a number

of built-in limitations, health-care settings tend to employ

certain types of strategies (individual sessions, therapy

groups) and not others (peer-based programming, family

interventions), despite the fact that these less common

types of approaches may be just as beneficial in promoting

resilience, if not more so [40–44].

On an individual level, there are a number of strategies

clinicians can use to encourage the development of resil-

ience in their patients (see Table 5.1). Most importantly,

providers should attempt to create a good rapport with

clients, promoting a sense of trust and establishing them-

selves as safe to seek out. Listening to clients and asking

open-ended questions, while respecting their identities,

helps to build a supportive relationship (see Chap. 17).

From there, providers can help clients to understand that

their experiences are part of a larger system of oppression

(see Box 5.1. Sample Script) and give them a sense of shared

community with others who are resilient within this system

(see Fig. 5.2).
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Box 5.1 Sample Script

Sample script for clinicians to discuss resilience with

LGBT clients:
Clinician You’ve told me about a number of diffi-

cult experiences you’ve had dealing with

discrimination. Often, you end up feeling

very alone.

Client Yes, I feel like I’m being targeted and like

no one understands.

Clinician Why do you think you, in particular, have

been targeted?

Client I don’t know. I’m ugly. I’m dumb. Maybe

they bother me because I dress girly.

Clinician Do you think they target other people who

dress the way you do?

Client Yeah, I guess. They don’t like people who
look different.

Clinician Why do you think that is?

Client They’re scared of difference. They don’t
like gay people or trans people.

Clinician What makes them feel uncomfortable?

Client I don’t know, maybe seeing a guy who’s
more feminine makes them feel vulnera-

ble, like they don’t know what it means to

be a man anymore.

(continued)

Box 5.1 (continued)

Clinician It sounds like it’s probably about their

own problems dealing with their internal

struggles.

Client Yeah, they take it out on us but really it’s
about them.

Clinician I wonder if other LGBT people talk about

similar things with their clinicians.

Client They must.

Clinician Do you think other people feel depressed

or lonely because they’re targeted?
Client Yeah, there are probably a lot of people

who feel like me.

Clinician Are there place where LGBT people can

talk to each other about discrimination?

Client Yeah, I’ve heard there are groups at the

LGBT Center. They probably work

together on ways to deal with things and

fight the system.

Clinician Have you ever been to one of those

groups?

Client No, but maybe I’ll try it. . .

Table 5.1 Clinic-wide strategies to promote client resilience

Create a safe physical space

Provide warmth in the reception area by assuring that reception staff are trained in LGBT-affirming practices

Ensure privacy in areas where it is needed

Have gender-neutral bathrooms

Adapt medical records to allow for appropriate names and pronouns

Create Human Resources policies that make staff feel safe

Provide resources for the whole person

Hire staff knowledgeable about community resources

Refer clients to non-medical resources (employment, housing, internships)

Facilitate insurance and prescription access

Embed mental health services (such as support groups) that focus on trauma and resilience

Hire providers with experience in trauma work

Make the clinic a part of the community and the community a part of the clinic

Hire from within the community

Involve community members as part of a patient and/or a community advisory board that meets regularly

Offer peer-run services

Encourage clients to take on leadership roles

Involve clients’ families and friends in their care

Host community events

Show up at community events run by other organizations

Send your providers to teach in the community

Send your providers to learn from the community (trainings)

Run staff trainings within your clinic focussed on learning about clients’ experiences (so clients do not have to educate providers)
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Within the context of a larger clinical practice, there are

also many ways to create an environment that promotes

resilience (see Table 5.1). Just as important as the physical

environment of clinics is their investment in involving

LGBT community members in the development of their

programs and policies, even in those clinics that are not

LGBT specific. Hiring from within LGBT communities

and encouraging staff to learn as much as they can about

these communities will build strength and resilience, as will

including LGBT people on boards and patient advisory

committees.

Conclusions

Resilience in LGBT populations remains a fertile field for

investigation, as many unknowns remain. Because resilience

itself is difficult to define, research into resilience, both

among LGBT and non-LGBT populations, is just beginning

to come into its stride. Within LGBT populations, research

to identify specific interventions that build resilience and

promote health is urgently needed. However, using the

wide variety of tools we have discussed above, resilience-

building strategies can begin to be implemented

intentionally in clinical practice settings and during individ-

ual client encounters.

References

1. Association AP. The road to resilience 2016. Available from: http://

www.apa.org/helpcenter/road-resilience.aspx.

2. Walsh F. Family resilience: a framework for clinical practice. Fam

Process. 2003;42(1):1–18.

3. Masten AS. Ordinary magic: resilience processes in development.

Am Psychol. 2001;56(3):227.

4. Yehuda R, Engel SM, Brand SR, Seckl J, Marcus SM, Berkowitz

GS. Transgenerational effects of posttraumatic stress disorder in

babies of mothers exposed to theWorld Trade Center attacks during

pregnancy. J Clin Endocrinol Metab. 2005;90(7):4115–8.

5. Radtke KM, Ruf M, Gunter HM, Dohrmann K, Schauer M,

Meyer A, et al. Transgenerational impact of intimate partner vio-

lence on methylation in the promoter of the glucocorticoid receptor.

Transl Psychiatry. 2011;1(7):e21.

6. Mueller BR, Bale TL. Sex-specific programming of offspring emo-

tionality after stress early in pregnancy. J Neurosci. 2008;28

(36):9055–65.

7. Rutter M. Protective factors in children’s responses to stress and

disadvantage. In: Rolf MWKJE, editor. Primary prevention in psy-

chopathology: social competence in children. Hanover: University

Press of New England; 1979.

8. Rutter M. Resilience in the face of adversity. Protective factors and

resistance to psychiatric disorder. Br J Psychiatry.

1985;147:598–611.

9. Bonanno GA, Galea S, Bucciarelli A, Vlahov D. What predicts

psychological resilience after disaster? The role of demographics,

resources, and life stress. J Consult Clin Psychol. 2007;75(5):671.

10. Ungar M. Nurturing hidden resilience in at-risk youth in different

cultures. J Can Acad Child Adolesc Psychiatry. 2006;15(2):53.

Fig. 5.2 Strategies promoting client resilience

5 The Role of Resilience and Resilience Characteristics in Health Promotion 55

http://www.apa.org/helpcenter/road-resilience.aspx
http://www.apa.org/helpcenter/road-resilience.aspx


11. Herrick AL, Lim SH, Wei C, Smith H, Guadamuz T, Friedman MS,

et al. Resilience as an untapped resource in behavioral intervention

design for gay men. AIDS Behav. 2011;15(Suppl 1):S25–9.

12. Meyer IH. Prejudice, social stress, and mental health in lesbian,

gay, and bisexual populations: conceptual issues and research evi-

dence. Psychol Bull. 2003;129(5):674.

13. Kaysen D, Kulesza M, Balsam KF, Rhew IC, Blayney JA,

Lehavot K, et al. Coping as a mediator of internalized homophobia

and psychological distress among young adult sexual minority

women. Psychol Sex Orientat Gend Divers. 2014;1(3):225–33.

14. Bockting WO, Miner MH, Swinburne Romine RE, Hamilton A,

Coleman E. Stigma, mental health, and resilience in an online

sample of the US transgender population. Am J Public Health.

2013;103(5):943–51.

15. Mereish E, Poteat VP. Effects of heterosexuals’ direct and extended
friendships with sexual minorities on their attitudes and behaviors:

intergroup anxiety and attitude strength as mediators and

moderators. J Appl Soc Psychol. 2015;45(3):147–57.

16. Budge SL, Katz-Wise SL, Tebbe EN, Howard KA, Schneider CL,

Rodriguez A. Transgender emotional and coping processes facilita-

tive and avoidant coping throughout gender transitioning. Couns

Psychol. 2013;41(4):601–47.

17. Grant J, Mottet L, Tanis JE, Harrison J, Herman J, Keisling

M. Injustice at every turn: a report of the national transgender

discrimination survey. Washington, DC: National Center for Trans-

gender Equality : National Gay and Lesbian Task Force; 2011.

18. Koken JA, Bimbi DS, Parsons JT. Experiences of familial

acceptance–rejection among transwomen of color. J Fam Psychol.

2009;23(6):853.

19. Mizock L, Lewis TK. Trauma in transgender populations: risk,

resilience, and clinical care. J Emot Abus. 2008;8(3):335–54.

20. Ryan C, Russell ST, Huebner D, Diaz R, Sanchez J. Family accep-

tance in adolescence and the health of LGBT young adults. J Child

Adolesc Psychiatr Nurs. 2010;23(4):205–13.

21. Singh AA, Hays DG, Watson LS. Strength in the face of adversity:

resilience strategies of transgender individuals. J Couns Dev.

2011;89(1):20–7.

22. Eyre SL, de Guzman R, Donovan AA, Boissiere C. ‘Hormones is

not magic wands’ ethnography of a transgender scene in Oakland,

California. Ethnography. 2004;5(2):147–72.

23. Gray NN, Mendelsohn DM, Omoto AM. Community connected-

ness, challenges, and resilience among gay Latino immigrants. Am

J Community Psychol. 2015;55(1–2):202–14.

24. Harper A, Singh A. Supporting ally development with families of

trans and gender nonconforming (TGNC) youth. J LGBT Issues

Couns. 2014;8(4):376–88.

25. McFadden SH, Frankowski S, Flick H, Witten TM. Resilience and

multiple stigmatized identities: lessons from transgender persons’
reflections on aging. In: Positive Psychology. New York: Springer;

2013. p. 247–67.

26. Reisner SL, Gamarel KE, Dunham E, Hopwood R, Hwahng

S. Female-to-male transmasculine adult health: a mixed-methods

community-based needs assessment. J Am Psychiatr Nurses Assoc.

2013;19(5):293–303.

27. Bradford J, Reisner SL, Honnold JA, Xavier J. Experiences of

transgender-related discrimination and implications for health:

results from the Virginia transgender health initiative study. Am J

Public Health. 2012;103(10):1820–9.

28. Singh A. “Just getting out of bed is a revolutionary act”: the

resilience of transgender people of color who have survived trau-

matic life events. Traumatology. 2010.

29. Singh AA, Meng S, Hansen A. “It’s already hard enough being a

student”: developing affirming college environments for trans

youth. J LGBT Youth. 2013;10(3):208–23.

30. Meichenbaum D. Ways to bolster resilience in LGBTQ youth The

Melissa Institute for Violence Prevention and Treatment Confer-

ence; Miami, 2015.

31. Herrick AL, Lim SH, Wei C, Smith H, Guadamuz T, Friedman MS,

et al. Resilience as an untapped resource in behavioral intervention

design for gay men. AIDS Behav. 2011;15(1):25–9.

32. McElroy J, Wintemberg J, Haller K. Advancing health care for

lesbian, gay, bisexual, and transgender patients in Missouri. Mo

Med. 2015;112(4):262.

33. Heck NC. The potential to promote resilience: piloting a minority

stress-informed, GSA-based, mental health promotion program

for LGBTQ youth. Psychol Sex Orientation Gend Divers. 2015;

2(3):225.

34. Collier KL, Colarossi LG, Hazel DS, Watson K, Wyatt GE. Healing

our women for transgender women: adaptation, acceptability, and

pilot testing. AIDS Educ Prev. 2015;27(5):418–31.

35. Hergenrather KC, Geishecker S, Clark G, Rhodes SD. A pilot test

of the HOPE intervention to explore employment and mental health

among African American gay men living with HIV/AIDS: results

from a CBPR study. AIDS Educ Prev. 2013;25(5):405.

36. Logie CH, Lacombe-Duncan A, Weaver J, Navia D, Este D. A pilot

study of a group-based HIV and STI prevention intervention for

lesbian, bisexual, queer, and other women who have sex with

women in Canada. AIDS Patient Care STDs. 2015;29(6):321–8.

37. Nyamathi A, Reback CJ, Shoptaw S, Salem BE, Zhang S, Yadav

K. Impact of tailored interventions to reduce drug use and sexual

risk behaviors among homeless gay and bisexual men. Am J Mens

Health. 2015. pii: 1557988315590837.

38. Pachankis JE, Hatzenbuehler ML, Rendina HJ, Safren SA, Parsons

JT. LGB-affirmative cognitive-behavioral therapy for young adult

gay and bisexual men: a randomized controlled trial of a

transdiagnostic minority stress approach. 2015.

39. Stall R, Mills TC, Williamson J, Hart T, Greenwood G, Paul J, et al.

Association of co-occurring psychosocial health problems and

increased vulnerability to HIV/AIDS among urban men who have

sex with men. Am J Public Health. 2003;93(6):939–42.

40. Goodman LA, Pugach M, Skolnik A, Smith L. Poverty and mental

health practice: within and beyond the 50-minute hour. J Clin

Psychol. 2013;69(2):182–90.

41. Williams AR, McDougall JC, Bruggeman SK, Erwin PJ, Kroshus

ME, Naessens JM. Estimation of unreimbursed patient education

costs at a large group practice. J Contin Educ Heal Prof. 2004;24

(1):12–9.

42. Brindis CD, Klein J, Schlitt J, Santelli J, Juszczak L, Nystrom

RJ. School-based health centers: accessibility and accountability.

J Adolesc Health. 2003;32(6):98–107.

43. Senderowitz J. Involving youth in reproductive health projects.

Washington, DC: FOCUS on young adults; 1998.

44. South J, Bagnall A-M, Hulme C, Woodall J, Longo R, Dixey R,

et al. Findings of the review of effectiveness: what are the effects of

peer-based interventions on prisoner health? (review question 1).

2014.

56 L. Erickson-Schroth and E. Glaeser



Childhood and Adolescence 6
Shelley L. Craig and Ashley Austin

Epidemiology and Healthcare Needs

Diverse Sexual Orientations in Childhood
and Adolescence

The healthcare needs of sexually diverse (SD) children and

adolescents (or all those who are not heterosexual) exist in a

developmental context of emergent and shifting identities.

Although population approximations vary widely, an

estimated 2–11% of all adolescents are sexual orientation

minorities [1, 2]. While awareness of gender identity [one’s
internal sense of identity (e.g., male, female, or something

else)] emerges in early childhood, adolescence is the devel-

opmental stage during which sexual orientation (romantic or

sexual attraction to people of a specific gender) plays an

increasingly important role [3]. It should be noted that the

average ages of (1) awareness of an SD identity

(or nonheterosexual identity) and (2) disclosure of that SD

identity to others are decreasing, having recently been

assessed at ages 12 and 18, respectively [4]. Definitions of

sexual orientation typically include three facets: sexual

attraction, sexual behavior, and sexual identity (e.g., hetero-

sexual, bisexual, lesbian/gay) [5]. These three components

exist on continuums that can evolve or change across the

lifespan [6–8]. The terms used to describe sexual orientation

identities are continuously changing, ranging from more

traditional labels such as gay, lesbian, and bisexual, to

more contemporary labels such as pansexual, graysexual,

and queer1 [9]. During the marked identity development of

adolescence, sexual orientation can be conceptualized as

complex and somewhat dynamic. For varying reasons,

some adolescents prefer not to adopt SD labels, yet engage

in SD behavior, experience same-sex attraction, or identify

with a variety of SD communities [10]. Such identity devel-

opment is considered normative [11] and is reflective of the

diversity of sexual identities among adolescents.

Diverse Gender Identities in Childhood
and Adolescence

The healthcare needs of gender diverse (GD) children and

adolescents (e.g., transgender, gender variant, gender

nonconforming, a gender identity or expression that does

not conform exactly to biological sex or societal

expectations) may vary considerably based on many factors.

Biological sex refers to biological and physical anatomy and

is used to assign gender at birth. Gender refers to the

attitudes, feelings, and behaviors that are associated with

an individual’s biological sex. Behavior that is compatible

with cultural expectations is referred to as gender-normative,

while behavior viewed as incompatible with these

expectations is perceived as gender nonconforming.

A clear understanding of gender identity development and

the range of gender experiences among children and

adolescents, as well as the associated terminology, is a

prerequisite for all discussions of gender identity-specific

healthcare needs and potential interventions.
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It is increasingly clear that experiences of gender are not

binary (either male or female); rather, gender identity

comprises a multidimensional spectrum of experiences

[12]. Contemporary gender identities beyond the male/

female binary include, but are certainly not limited to,

bigender, genderqueer, gender creative, gender fluid, gender

expansive, gender neutral, and transgender. Terms such as

gender fluid, genderqueer, and gender creative convey a

broad, flexible range of gender expression, with interests

and behaviors that are not limited by restrictive boundaries

of stereotypical expectations of girls or boys. Moreover,

gender fluidity may suggest that adolescents experience

themselves as both a boy and a girl at the same time, that

their gender identity varies from day to day or across

circumstances, or that neither the term boy or girl describes

them accurately [5]. While the term transgender (often

abbreviated as trans*) is frequently used as an umbrella

term to encompass the full range of GD identities, it is

most often applied more specifically to adolescents whose

experiences of gender dysphoria (i.e., emotional distress

associated with a gender identity that is not aligned with

biological sex) and cross-gender play, activities, and appear-

ance are insistent, persistent, and consistent [13]. Awareness

of gender identity occurs relatively young, as children can

typically identify themselves as boys or girls by age 3 and

gender identity is generally stable by age 4 [10, 14].

Of children who present to health professionals with

gender nonconforming behaviors, self-expression, or

identities, research suggests that a transgender, gender

nonconforming, or GD identity does not persist for the

majority into adolescence [10, 15]. Yet, there is increasing

speculation that these percentages may be underestimated as

a result of skewed research processes, as well as the possi-

bility that participants, as a result of the implicit and explicit

pressure to conform to gender-normative behavioral

expectations associated with biological sex, are reluctant to

share persisting experiences of gender dysphoria [16].

To date, the correlates of persisting or desisting gender

nonconformity remain unknown [10], but emerging research

suggests that it is likely the result of a complex interplay

between biological, environmental, and psychological

factors [17]. It appears that dysphoria that arises during

childhood and intensifies during adolescence is very unlikely

to abate, and gender identification during puberty (10–12 for

natal females and 12–14 for natal males) is likely to remain

stable throughout the lifespan [15, 18, 19]. However, the

presentation and expression of gender presentation

associated with one’s gender identity may continue to

develop over time (Fig. 6.1).

As the emergence and stability of GD identities vary

across the developmental lifespan of children and

adolescents, the healthcare needs of these adolescents

also vary. For example, reversible pubertal suppression

(i.e., hormone blockers) for GD adolescents is identified as

an important and often critical medical intervention for

children during but not prior to onset of puberty [18, 20]. Sim-

ilarly, for adolescents interested in transitioning physically,

hormone therapy to regulate pubertal development of the

desired gender can be initiated during adolescence, but never

prior to puberty onset. The recommended age for hormone

initiation is 16 years old [21, 22]; however, this may vary

between providers.

The Context of Healthcare for Sexual
and Gender Diverse Children and Adolescents:
An Affirmative Trauma-Informed Perspective

Health Risks and Vulnerabilities

Sexual and gender diverse (SGD) children and adolescents

experience significant health disparities that may have

severe and enduring consequences [23]. The Centers for

Disease Control (CDC) reports that compared to students

who are not SD, “a disproportionate number of. . .
[SD] students engage in a wide range of health risk

behaviors” [24 p. 49]. Another recent study found SGD

adolescents are at increased risk in multiple areas beyond

sexual health; SGD adolescents experience additional risk in

an average of nine areas such as school/family environment,

behavioral health, and mental health [25], which may have

daunting consequences on well-being.

A meta-analysis determined that the risk for increased

suicidality (thoughts and behavior) was three times greater

among SD adolescents than heterosexual adolescents, with

greatest risk among bisexual adolescents [26]. General risk

Fig. 6.1 Ways for individuals to express aspects of their gender
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factors such as depression and substance use, as well as

identity-based risks such as homophobic discrimination,

are associated with high rates of suicidal behavior [5]. SD

adolescents have higher rates of suicidal “ideation, planning

and attempts” [27] at 22.8%, compared to 6.6% for non-SD

adolescents. Risks may be particularly exacerbated among

certain subgroups of SGD adolescents. For example, White

Latino and American Native/Pacific Islander SD adolescents

have been found to have a higher prevalence of suicide

attempts compared to Black and Asian SD adolescents,

often attributed to negative cultural views of suicide in the

latter groups [27]. However, other studies of SGM youth

have not found differences in suicidality by race or ethnicity

[28]. Research suggests that GD adolescents have an excep-

tionally high risk of suicidality [29–31]; among transgender

young adult respondents (18–24) to the National Transgen-

der Discrimination Survey, 45% reported having attempted

suicide [29].

SGD adolescents also experience elevated rates of

depression compared to their non-SGD counterparts

[26, 32, 33]. One large-scale community-based study of

SGD adolescents found that 30% reported clinical levels of

psychosocial distress and 15% met criteria for major depres-

sive disorder [28]. Depressive disorders are particularly

troubling, with some research suggesting SGD adolescents

may be four times more likely than non-SGD adolescents to

meet diagnostic criteria for major depressive disorder

[34]. While gender differences among SGD children and

adolescents remain understudied, females have been found

to have higher rates of depression at younger ages [35, 36].

SGD adolescents have conspicuously high rates of sexual

risk behaviors resulting in disproportionate rates of sexually

transmitted infections (STIs), such as HIV, and unintended

pregnancy. Young SGD males comprise 72% of new HIV

infections among all young people (ages 13–24) in the

United States, and new infections increased by 22% for

this group between 2008 and 2010 [37]. Young ethnic and

racial minority SGD were at particular risk, with African

Americans comprising 55% of new infections among young

SGD males [38]. Transgender adolescents, particularly

racial and ethnic minorities, also account for a troubling

proportion of new HIV infections [24]. Transfeminine (i.e.,

transgender individuals with a male biological sex who

identify with femininity to a greater extent than masculinity)

adolescents are especially vulnerable, with HIV seropreva-

lence as high as one in four among this subgroup [39]. While

few studies have assessed female SGD adolescents,

emerging research suggests that this hidden population

experiences higher rates of sexual risk behaviors than

non-SGD peers, including sex with multiple partners, unpro-

tected vaginal intercourse, and substance use [40, 41]. SGD

adolescents are 2–10 times more likely to become pregnant

or cause a pregnancy than their non-SGD peers [42–44].

In contrast to misperceptions that female SGD adolescents

have few risks for HIV and other STI’s, some female SGD

adolescents may actually face greater risks than both male

SGD and non-SGD adolescents [45].

According to studies based on the Youth Risk Behavior

Survey (YRBS), substance use and related risks are higher

among SGD adolescents [46]. A meta-analysis [47, 48]

found that SGD adolescents report earlier onset and height-

ened rates of substance use nearly twice those of their

non-SGD peers and determined that certain subgroups expe-

rience even greater disparities. For example, bisexual

adolescents demonstrate rates of substance use three times

higher than heterosexual adolescents. Ziyadeh and

colleagues [49] found that compared to girls who described

themselves as “heterosexual,” girls describing themselves as

“mostly heterosexual” or “lesbian/bisexual” evidenced

greater rates of alcohol risk behaviors, including number of

alcoholic drinks in the past month, incidents of binge drink-

ing in the past year, and consuming alcohol prior to age 12. It

appears that a significant proportion of SGD adolescents are

on a high-risk substance use trajectory that extends into

adulthood beginning at an early age [50]. While research

focused on substance use risk specifically among GD

adolescents is sparse, existing studies suggest elevated

rates of substance use, particularly among those who have

experienced bullying [51], family rejection, victimization,

and homelessness [52]. SGD adolescents residing in rural

areas may have exceptionally high rates of substance use

compared to those in urban locales [53].

SGD children and adolescents comprise a disproportion-

ate number of the adolescent homeless population, with

estimates ranging from 9 to 45% [54–57]; a few studies

have found that GD or racial/ethnic minority SGD

adolescents are particularly overrepresented in this popula-

tion [54]. Using data from the Massachusetts YRBS, Corliss

et al. [58] found that SGD students experienced home-

lessness 4–13 times more often than their non-SGD

counterparts, even when controlling for other demographic

factors. Conflict with parents and victimization (e.g., sexual

or physical abuse) contribute to the increased likelihood of

SGD youth homelessness [52, 55, 59].

SGD children and adolescents are also overrepresented in

the child welfare and foster care systems, often due to the

disproportionate rates of sexual and physical victimization

experienced by SGD youth [60]. In Los Angeles County,

which has the largest population of foster care adolescents in

the United States, approximately one in five foster care

adolescents are SGD identified. Certain subgroups are par-

ticularly overrepresented; 86% of SGD children and

adolescents in foster care are Latino, Black, or Asian/Pacific

Islander, and nearly 6% are transgender [61]. SGD

adolescents are twice as likely to experience less stable and

more frequent foster care or residential group home
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placements than their non-SGD counterparts [61, 62]. SGD

adolescents in child welfare and foster care experience high

levels of harassment, isolation, and rejection [63–65], and

worry about providers violating their confidentiality – spe-

cifically the disclosure of their SGD identities without con-

sent [66]. Such violations increase risk for discrimination

and rejection by foster families, including increased risk of

adolescents being kicked out of foster homes or becoming

homeless. SGD adolescents are significantly more likely to

state that they were not treated well by the foster care

system. Many (18%) report identity-based discrimination,

with almost 14% requiring inpatient care for emotional

reasons, compared to only 4% for non-SGD

adolescents [61].

Identity-Based Stigma, Discrimination,
and Victimization

SGD adolescents are disproportionately exposed to stigma,

discrimination, and victimization. Research consistently

demonstrates that SGD adolescents are significantly more

likely to experience multiple forms of victimization (e.g.,

verbal, physical, sexual), as well as endure pervasive stigma

and marginalization (e.g., isolation, ostracization,

pathologization), than their non-SGD peers [7, 29, 67–

69]. While schools are the settings for staggering amounts

of SGD-based bullying and mistreatment, the victimization

of SGD children and adolescents is not limited to “any

particular social context as it pervades their school, family,

religious, and community environments” [70 p. 228]. In a

sample of SGM adolescents (n ¼ 350; ages 14–21),

Dragowski et al. [70] found that nearly three quarters were

verbally victimized (72%), and many had objects thrown at

them (13%), and/or were physically attacked (11%) because

of their SGD status. These findings support D’Augelli and
colleagues’ earlier work [71], which found that victimization

was pervasive in a sample of SGD adolescents (n ¼ 528),

with 80% reporting verbal harassment, 11% reporting phys-

ical harassment, and nearly 9% reporting sexual harassment.

SGD adolescents are often victimized in public places, as

well as in their own families. Victimization by family

members often begins in childhood for SGD, particularly

when children exhibit gender nonconformity at an early

age [71].

Research from lifetime victimization studies finds that

childhood abuse and maltreatment by parents/guardians are

more frequent in SGD populations than among their

non-SGD counterparts [72]. Burgeoning research with

SGD adolescents suggests that they experience disparate

rates of physical and sexual victimization by parents or

caretakers [73, 74]. A meta-analysis of 37 studies conducted

by Friedman and colleagues [73] determined that SGD

adolescents were 3.8 times more likely to experience

childhood sexual abuse and 1.2 times more likely to be

physically abused by a parent or caretaker compared to

non-SGD peers. Subgroup analysis revealed that physical

abuse was higher for bisexual adolescents compared to les-

bian or gay adolescents, and males experienced greater rates

of sexual victimization than their female counterparts.

Research indicates that GD adolescents are at higher risk

for all forms of victimization (i.e., physical, sexual, verbal,

and psychological abuse) by family members [71, 75] than

adolescents whose presentation and behavior are more

gender-normative. Importantly, these increased risks have

not been found to contribute to increased SGD identification.

Mounting research demonstrates the onslaught of

SGD-based bullying experienced by SGD adolescents in

schools. The 2011 National School Climate Survey [76]

explored feelings of safety and experiences of school-based

victimization among 8534 SGD students (ages 13–20). An

overwhelming majority experienced verbal harassment as a

result of SD (82%) or GD (64%). Over half (55.2%) were

cyberbullied or victimized through online formats (e.g., text

messages, postings on social media). Moreover, a disturbing

number were physically harassed (38.3%) or physically

assaulted (18.3%) at school based on their SGD status

[76]. These experiences may have devastating

consequences. Goldblum et al. [69] demonstrated that adults

who had experienced identity-based discrimination in school

were four times more likely to have a history of suicide

attempts than those who had not. School victimization

appears to be even more severe among SGD adolescents

who transgress gender norms. Individuals who were gender

nonconforming experienced alarming rates of harassment

(78%), physical assault (35%), and sexual violence (12%)

in schools [29]. In a sample of 290 GD young adults, 44.9%

reported experiencing in-school gender-based violence dur-

ing their adolescent years [69].

In addition to experiencing a disproportionate risk for

violence and victimization, SGD adolescents are also

exposed to incessant homophobic and transphobic stigma

and microaggressions which exist across multiple life

domains and may manifest as family rejection, lack of inclu-

sive legal protections, absence of safe and inclusive school

and community spaces, and discrimination by school per-

sonnel, religious institutions, and healthcare providers

[29, 77–80]. Microaggressions are “brief and commonplace

daily verbal, behavioral, or environmental indignities,

whether intentional or unintentional, that communicate hos-

tile, derogatory, or negative slights and insults toward

members of oppressed groups” [81 p. 23]. SGD individuals

experience multiple types of microaggressions, such as an

assumption of sexual pathology or abnormality, discomfort

with SGD, invisibility of SGD identities and experiences,

denial or minimization of experiences of SGD-based
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discrimination and stigma, the absence of safety and

inclusivity in contemporary societal social institutions, and

the use of homophobic and transphobic language [78–80]

across a variety of social contexts (e.g., media, schools,

religious institutions). Research has begun to demonstrate

that exposure to microaggressions (whether intentional or

not) may have detrimental impacts on the health and well-

being of the minority groups subjected to them [82, 83].

It is argued that persistent experiences of homophobic

and transphobic microaggressions and enacted stigma (e.g.,

actual experiences of discrimination) contribute to

internalized homophobic/transphobic stigma [84–86].

Internalized stigma refers to the personal acceptance of the

stigmatization of one’s own identity as part of one’s own

value system, and the adaptation of one’s self-concept to be

congruent with such societal stigma [87]. Emerging studies

suggest experiences of external or public stigma such as

discrimination, victimization, and rejection from others

appear to result in the internalization of homophobic and

transphobic stigma [84, 88, 89]. SGD adolescents are at risk

of internalizing implicit and explicit messages of

homophobic and transphobic hate experienced on a daily

basis. This is of notable concern as internalized homophobia

and transphobia have been linked with poor health

outcomes, such as suicide [88, 90, 91].

Etiology of Health Risk: A Trauma-Informed
Approach

Given the severity and enduring nature of victimization and

stigmatization experienced by SGD adolescents, health

disparities among this population must be understood through

a minority stress lens [92–94] that acknowledges the impact of

minority identity-based trauma on subsequent well-being.

Minority stress theory (MST) provides a framework to

describe and explain the impact of stress associated with the

persistent and pervasive devaluation, marginalization, and

pathologization of one’s minority identity [92, 94]. An elabo-

ration of stress and coping theory [95], MST proposes that

individuals from marginalized populations experience a

unique form of stress due to conflict between their internal

sense of self and their experiences of majority social norms

and expectations [96]. As SGD children and adolescents

generally do not share SGD stigma with their families, they

do not learn identity-specific coping strategies as adolescents

in many other minority communities do [67, 97], leaving them

more vulnerable to health andmental health threats [98] and at

increased likelihood of engaging in risky behaviors [99].

A manifestation of minority stress, internalized homophobia

is associated with serious health consequences, including

high-risk sexual behaviors [100], depression [35], and

substance use in SD adolescents.

Originally developed to aid in understanding and

explaining the stress experiences of SD populations,

research increasingly supports the notion that the MST

model also applies to GD individuals [101, 102]. A recent

study of cross-sectional data from a large (n ¼ 1093) and

diverse online sample of transgender persons in the United

States found that psychological distress was associated with

enacted (i.e., actual experiences of rejection and discrimina-

tion) and felt (i.e., perceived rejection and expectations of

being stereotyped or discriminated against) transphobic

stigma [103]. Existing studies suggest higher levels of

internalized stigma are associated with poorer coping skills

[88] and greater psychological distress [90] in GD

adolescents.

For SGD adolescents the often daily exposure to

homophobic and transphobic stereotypes, experiences of

identity-based stigma and rejection, discriminatory treat-

ment, and exposure to victimization result in pervasive

minority stress that may contribute to the development of

mental, emotional, and behavioral health issues during ado-

lescence and adulthood. An informed, affirmative clinical

approach recognizes the disproportionate exposure to trau-

matic identity-based stressors among SGD adolescents and

assesses health and corresponding healthcare needs of SGD

adolescents through the lens of the MST model.

Healthcare for Sexual and Gender Diverse
Children and Adolescents

While safe and affirming clinical services can be pivotal in

supporting the long-term health and well-being of SGD

adolescents, historically these adolescents face notable

barriers to effective healthcare. SGD adolescents are less

likely to have regular sources of healthcare [104] and,

when they are able to access healthcare, some SGD

adolescents report provider discrimination or unmet health

and mental health needs [105]. This may be due to (1) an

overt bias in refusal of services, (2) a lack of provider

knowledge regarding SGD-specific recommendations,

and/or (3) structural oppression toward SGD clients in

healthcare systems (e.g., policies that do not cover

SGD-specific healthcare, sex-segregated services, or

practices that are heteronormative). Barriers to healthcare

may be particularly salient for GD adolescents. Research

indicates that transgender individuals routinely experience

discrimination, as well as a lack of competent and affirma-

tive care in healthcare settings [29, 106]. The National

Transgender Discrimination Survey found that 19% of trans-

gender individuals were denied medical care due to their

transgender identity [29]. Children and adolescents with

nonconforming experiences of gender are often

pathologized and stigmatized, receiving treatments which
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reject their experience or expression of gender, discourage

them from living in a manner consistent with their gender

identity when different from their sex assigned at birth, and

coerce them into presenting and behaving within binary

gender norms. Nevertheless, the utilization of pathologizing

“reparative” approaches is perpetuated by some of the most

well-known and widely cited professionals working with

GD children and adolescents [107]. Further, the paucity of

clinical evidence to guide treatment approaches may con-

tribute to care that is not fully inclusive of patients’ and

families’ needs and perspectives, relying on a provider-

centered approach to care rather than a patient-centered

approach.

Despite a recommendation by the American Medical

Association [108] that providers nonjudgmentally recognize

diverse sexual orientations and behaviors, many do not apply

this in practice. Kitts [3] found that physicians (n ¼ 184) do

not routinely discuss sexual orientation, sexual attraction, or

gender identity with adolescents, even when adolescents are

sexually active. Most physicians do not inquire about sexual

orientation even if an adolescent reports depression or

suicidality [3]. Suicide attempts often occur prior to volun-

tary disclosure of sexual orientation [109], yet only 57% of

providers recognize that SGD adolescents have increased

mental health risks [3]. An early study by Allen and

colleagues [110] found that a majority of SGD adolescents

(approximately 75%) did not disclose their sexual orienta-

tion to their providers because they were not asked any

psychosocial questions. Providers can play a crucial role in

encouraging disclosure by asking direct questions about

SGD identities [111]. A study of SGD adolescents ages

13–21 (n ¼ 733) found that adolescents desire a competent

provider with some knowledge of SGD issues; moreover,

provider interpersonal and communication skills, respect for

the adolescent, and ability to discuss preventative healthcare

and wellness, nutrition, safe sex, and family are critical

[105]. Therefore, emerging approaches to comprehensive

healthcare delivery for SGD adolescents recommend that

providers acknowledge and affirm adolescent identities,

screen for health risks, and communicate effectively.

Cultivating Resilience

Understanding Factors that Support Resilience

Although the majority of SGD children and adolescents

make it to adulthood without significant disability, the per-

sistent disproportionate health burden faced by SGD adults

combined with the adversity encountered by SGD

adolescents necessitates a focus on the factors that support

development of resilience at a young age [112]. Resilience,

defined as the ability to adapt constructively to risk

exposure [113], includes minimization of perceived threats

to well-being [114], as well as creating meaning out of

challenges [115]. Resilience and healthy coping skills are

associated with better overall health, healthy decision-

making, and lower likelihood of risky behaviors in adoles-

cence [10, 116]. For SGD children and adolescents, factors

that enhance resilience include individual, interpersonal, and

environmental factors – such as family connectedness, car-

ing adults and role models, and positive school environments

[113, 117–121].

Family support and acceptance are considered particu-

larly critical in protecting SGD children and adolescents

against adverse health consequences, and are associated

with positive outcomes related to self-esteem, social support,

and general health [67, 97, 122]. Needham and Austin [123]

found that (1) SGD young adults experience lower levels of

parental support than their non-SGD counterparts; (2) paren-

tal support is inversely related to health outcomes including

depression, substance use, and suicidal thoughts; and

(3) parental support partially mediates associations between

sexual orientation and marijuana and/or hard drug use

among young lesbian women. Similarly, in a sample of

transgender adolescents (ages 12–24) receiving care

associated with medically transitioning, parental support

was correlated with greater life satisfaction and less

depression [122].

Social support, feeling cared for, social connectedness,

and a feeling of belonging [124] are significant predictors of

well-being for SGD children and adolescents [125] and have

been found to positively influence self-esteem and decrease

mental health symptoms [126, 127]. Grossman and Kerner

[128] found that high self-esteem and social support may

moderate SGD-related stressors, while Mustanksi,

Newcomb, and Garofalo [113] found that high levels of

social support contribute to better mental health but do not

moderate the negative impact of victimization. In addition to

these critical elements, emerging factors that have the poten-

tial to promote resilience among SGD children and

adolescents include information and communication

technologies (ICTs), affirmative programs and interventions,

and affirmative healthcare.

Information and Communication Technologies

Due to their rapid uptake and wide accessibility, information

and communication technologies (ICTs; e.g., internet, social

media, smartphones and related apps) have the potential to

promote resilience among SGD children and adolescents.

Emerging research has found that adolescents in crisis turn

to ICTs for support before clinical interventions or social

services [129]. The impact of resilience enhancers such as

ICTs may be disproportionately greater for SGD adolescents
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faced with multiple minority stressors due to the potential to

reach adolescents that may be geographically or socially

excluded, such as those in rural areas or without access to

affirmative families, resources, or healthcare providers

[130]. Individuals who utilize self-guided support apps

(e.g., for diet, mood, stress management) are essentially

using ICTs to solve their problems faster and at lower cost

than is feasible with traditional behavioral interventions

[131]. SGD children and adolescents commonly report

barriers in offline contexts to accessing identity-specific

information and support [110]. ICTs facilitate resilience by

providing opportunities for SGD children and adolescents to

form community, build individualized support networks,

develop coping skills, engage in identity development

activities, increase perceived support, and seek information

in an environment that is notably safer and more accessible

than their daily lives [132]. Further, both online peer support

[133] and structured online programs [134] are effective

ways to use in-home technology in conjunction with

in-person support to bolster resilience.

As a result of the dearth of competent and affirmative

healthcare providers and organizations for GD populations,

social media and accessibility to online health information

and resources represent particularly critical avenues for sup-

port and well-being for GD individuals and their families

[135]. The internet may be utilized to gain education,

explore identity, freely share feelings, socialize with others

who are coping with similar situations, obtain mutual aid

(for parents and adolescents), and locate affirmative

providers with expertise in adolescent-specific GD issues

[132]. Affirmative practices may include linking patients

with online resources and virtual communities (e.g., trans-

specific YouTube channels, transgender social networking

groups) relevant to gender diversity [135]. Given emerging

research suggesting that seeing and engaging with other GD

individuals is an important aspect of positive gender identity

development [102, 136], ICTs may be particularly valuable

resources for GD adolescents and their families who have

logistical barriers to accessing resources in their

communities.

Affirmative Interventions and Programs

Affirmative approaches to care for SGD adolescents have

markedly different outcomes than damaging and unethical

practices that attempt to change sexual orientation and/or

gender identity. Harms associated with “reparative” or “con-
version” therapies are well documented [137]. Accordingly,

recent Substance Abuse and Mental Health Services Admin-

istration (SAMHSA) [16] guidelines eschew these practices

with SGD adolescents; such therapies should not be a part of

provider practice or referral mechanisms. An accumulating

evidence base suggests that affirmative interventions, which

support and validate the identities, strengths, and

experiences of SGD individuals, are effective in promoting

health and well-being [138]. Specific examples of such

interventions include: AFFIRM, a brief, affirmative group

cognitive-behavioral coping (CBT) skills training for SGD

adolescents to reduce depression and enhance stress

appraisal and coping [139]; Strengths First, an

individualized strengths-based case management program

for SGD adolescents at risk of homelessness or needing a

personalized approach to accessing services and resources

[140, 141]; and ASSET, an affirmative school-based discus-

sion-based group (not CBT) for increasing resilience and

decreasing risk among SGD youth [142, 143].

Affirmative Healthcare for SGD Children
and Adolescents: An Emerging Framework

Articulate Affirmation

The Society for Adolescent Health and Medicine (SAHM)

[11] recommends that healthcare providers affirm the multi-

ple dimensions of SGD identities. Such affirmation includes

both acknowledging and countering the oppressive contexts

in which patients may have previously experienced care by

creating a welcoming and supportive environment at the

onset of the clinical relationship [144]. A first step is to

help children and adolescents overcome reticence or distrust

by clearly articulating an affirmative and inclusive perspec-

tive of SGD identities. For example, the provider might say:

“Welcome, I want to let you know that we accept all patients

here, including people with all gender identities, sexual

orientations, and experiences. What do you feel is important

that I know about you?” Despite the dynamic nature of SD

and GD identities for many individuals throughout the

lifespan, it is important that providers avoid suggesting that

SGD adolescent experiences are “just a phase,” as such

statements presume that the “provider knows best” and

undercut patient/provider trust. Assurance should be

provided to questioning adolescents regarding the validity

and value of SGD identities along with reassuring and sup-

portive statements [145] such as: “Every person I meet with

is different. Some are gay, some are bisexual, or straight, or

transgender, or combinations of the above, and I enjoy

learning about how wonderful and unique each person

is. When I learn about what makes you special it helps me

understand you so I can help you better.” Providers can

provide environmental confirmation of their affirmative

approach by having posters or handouts that embrace SGD

identities and intake forms that affirm identities by including

a wide range of possible SD and GD identities and a write-in

section [10].
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Particular Considerations for Gender Diverse
Children and Adolescents

Affirmative approaches to healthcare for GD adolescents

recognize the importance of facilitating “the child’s authen-
tic gender journey” [146 p. 339] and allowing the child to

drive the process in a manner that is consistent with their

developmental stage (early childhood, prepuberty, adoles-

cence). For example, when working with children, Edwards-

Leeper and Spack [21] encourage family recognition and

acceptance of a child’s emerging gender expression and

identity while simultaneously emphasizing the importance

of remaining open to the fluidity and evolution of gender

identity. Affirmative best practices for GD pubertal

adolescents (with consistent and persistent gender dyspho-

ria) include prescription of hormone blockers to suppress

puberty, often in conjunction with living in the social role

consistent with one’s identified gender [21, 147]. Postpone-

ment of puberty with accompanying unwanted physical

changes is often critically important to the well-being of

GD adolescents, by reducing feelings of gender dysphoria

and associated psychological trauma, and facilitating devel-

opment of a positive sense of self [21, 147].

Despite differences in the desire for specific interventions

that may be elected to accomplish medical transitioning, it is

important to recognize that the healthcare provider may be

the first point of contact for adolescents and their families as

they attempt to identify and understand GD identities. GD

adolescents may often see many medical providers and

having at least one affirmative provider as a support to

process more challenging visits, multiple visits, etc. can be

beneficial. As illustrated in Table 6.1, it is recommended that

providers adopt an affirming clinical position that

acknowledges all experiences of gender as equally healthy

and valuable [148]. This affirmative approach is consistent

with SAMHSA [16] guidelines that condemn as unethical

and harmful any practices that coerce or support coercion of

gender conformity among GD children and adolescents.

These guidelines are consistent with years of practice-

based knowledge about the importance of affirmative

approaches, as illustrated by the following quote:

“Repeatedly, the children I work with tell me, in words

and actions, that when allowed to express their gender as

they feel it rather than as others dictate it, they become

enlivened and engaged; when prohibited from that expres-

sion, they show symptoms of anxiety, stress, distress, anger,

and depression” [146 p. 338].

In sum, unconditional positive regard for all SGD

identities and expressions is fundamental to affirmative prac-

tice with SGD children and adolescents.

Consider Language

Affirmative care includes explicitly eliciting and discussing

sexual orientation, attraction, and gender identity [3].

However, adolescents are unlikely to voluntarily disclose

their SGD identities on their own, so providers should ask

direct questions about these identities [111, 149, 150]. As the

range and terminology describing SGD identities is ever

expanding and evolving within adolescent cultures,

providers should ask adolescents how they self-identify

rather than making assumptions and/or imposing labels that

may be inaccurate or that may change over time [10, 11].

Table 6.1 Particular considerations for gender diverse children and adolescents

Affirmative Providers Should Suggested phrasing

Help facilitate gender authenticity and allow the child to articulate this

journey

Many children I see feel like they are not the same as other kids their age

who are boys or girls. Do you have any examples of this in your

life. . .school, etc.?

Encourage family recognition and acceptance of a child’s emerging

gender expression and identity

Like many children, your child is still coming to an understanding of

their own identities around gender. It is best to remain open to these

explorations and evolution

For GD pubertal adolescents (with consistent and persistent gender

dysphoria) prescribe hormone blockers to suppress puberty and

suggest socially transitioning to living as their identified gender

We would like to help your child adjust to their identity as a (insert

gender identity) and recommend blocking their hormones (fully explain

this process) and ensuring they live as (insert gender identity) with

clothes, shoes and hair, etc. This is how it has worked for some other

families. How do you think this might work in your family?

Recognize that the healthcare provider may be the first point of contact

for adolescents and their families as they attempt to understand GD

identities. GD adolescents may often see many medical providers and

having at least one affirmative provider as a support to process more

challenging visits, multiple visits, etc. can be beneficial

I understand that you might be nervous to talk to me as a (insert doctor or

other health professional) and you might have to talk to different people

during the course of your care, but I want you to know that you can talk

to me about anything, even about how it goes with the other providers

Adopt an affirming clinical position that acknowledges all experiences

of gender as equally healthy and valuable (Austin and Craig 2015).

SAMHSA (2015) guidelines that condemn as unethical and harmful

practices that coerce gender conformity

I want you to know we believe that gender is different for many youth

and any way that you experience gender is valuable and important. We

will not pressure you to act in any way that is not comfortable to you
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As some adolescents may not identify with a particular

sexual orientation, asking questions about sexual attraction

may be more easily understood [6, 23]. For example, a

provider could ask the broad question: “What type of person

are you attracted to?” Sometimes the more concrete ques-

tion: “Have you ever been attracted to girls or boys, both,

none, or a trans or gender nonconforming person?” may be

required to ascertain the desired information. These can be

followed by: “Are you attracted to anyone now?” in order

initiate discussion of current relationships. Engaging in

direct, open, inclusive, and nonjudgmental assessment of

the romantic and sexual health experiences of SGD

adolescents may facilitate an affirming and trustworthy

relationship between the adolescents and the provider, lead-

ing to open and honest communication and ultimately better

health outcomes.

Providers should be careful to use gender-neutral

language and/or language that reflects the patient’s preferred
terminology [151]. This can be accomplished by introducing

oneself by name and preferred gender pronoun. For exam-

ple: “My name is Beth and I go by she or her. Tell me a bit

about you.” Avoid heteronormatively biased language

throughout all interactions to facilitate SGD child and ado-

lescent safety and comfort, and explore romantic and sexual

interests in gender-neutral terms that eliminate the potential

of heteronormative bias. For example, one might ask “Are

you attracted to or dating anyone?” rather than “Do you have
a girlfriend?” Similarly, “What have you and your partner

(s) done sexually?” might be used instead of “Have you had

intercourse?” and “In what ways do you protect your sexual

health when sexually active?” in place of “Does your boy-

friend wear a condom?” This latter question can be impor-

tant for youth that may be sexually active but not in a

relationship. Providers should be available to answer

questions, correct misinformation, and normalize SGD

identities and experiences.

Orient to the Setting and Process

Clearly explaining the setting, the provider’s role, the roles

of other members of the interdisciplinary team, and the

treatment process can empower SGD children and

adolescents and increase engagement. Providers should dis-

cuss their roles as advocates for the health of SGD

adolescents and provide assurance that youth voices and

choices are important. Explanations should utilize terms

familiar to children and adolescents so they can make

informed choices about their treatment [152].

Despite the frequent presence of family members at pro-

vider visits, in order to build trust between the SGD patient

and the provider, it is critical to speak one-to-one, ensuring

that the adolescent is seen alone for most of the visit and

always present when reviewing the psychosocial and health

history with parents or caregivers. With adolescent patients

in particular, confidentiality is key and should be fully

explained, with ample opportunity provided for the

adolescents to ask questions (e.g., “Everything you tell me

is confidential and stays between us. I will not share anything

with your parents or anyone else without your permission

unless you tell me that you want to seriously harm yourself

or anyone else. Do you have any questions about that?”).
Trust is also developed when providers use nonjudgmental

and sensitive approaches and active listening [153].

Comprehensively Assess for Discrimination
and Coping Strategies

Assessment clarifies the patient’s needs and informs the

direction of treatment. Providers should assess for discrimi-

nation in the lives of SGD children and adolescents and

consider its impact on well-being [135, 154, 155]. Instead

of waiting for SGD adolescents to disclose victimization,

providers should routinely screen for bullying and victimi-

zation as part of the assessment (e.g., “Some patients tell me

about other kids or adults who bully or pick on them. Is this

something that has ever happened to you?”) [11]. Part of
affirmative care is validating the patients’ self-reported

experiences of discrimination. For example, when a child

or adolescent reports an incident of discrimination, the pro-

vider should not automatically universalize it (e.g., “all kids

have a hard time getting along with their classmates”) or
search for alternative reasons for the bully’s behavior (e.g.,
“doesn’t he call everyone those names?”). Instead, an

affirming and validating provider might say: “It sounds like

he picks on you.” It is important to not dismiss the discrimi-

nation or accept it when one is different. Attempts to explain

the abuse may be perceived by SGD adolescents as

minimizing, dismissive, or a subtle form of bias, thereby

undermining the provider-patient relationship. Further, this

will prevent discussion of coping strategies and perceived

resilience, a key part of the medical encounter.

Acknowledging the biological effects of discrimination

may allow for a more cogent understanding of the ways in

which these issues contribute to SGD patients’ healthcare
needs. This is particularly important for adolescents who

may struggle with situations outside of their control (e.g.,

bullying, family rejection). Above all, it is important to

express that you are sorry the victimization happened, and

that it is not the adolescent’s fault.
Considering that many patterned thoughts and behaviors

are developed in adolescence, providers should assess for

adaptive and maladaptive coping strategies developed in

response to discrimination, exploring the benefits and

harms of each one and the patient’s motivation to engage
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or disengage in these behaviors. Given the serious health and

mental health consequences experienced by SGD

adolescents, screening for common SGD health risks is

insufficient. If serious mental or behavioral health issues

such as substance use, depression, or suicidality are

identified, the provider can follow up with a brief interven-

tion (e.g., motivational interviewing) or referral to an affir-

mative treatment program (e.g., CBT or coping skills

training). For GD adolescents, appropriate interventions

might include psychoeducation regarding the World Profes-

sional Association for Transgender Health (WPATH)

Standards of Care [20], discussing options and processes

associated with various gender-affirming strategies

(e.g., changing hair or dress, legal name changes) or medical

interventions (e.g., puberty blockers, hormone therapy), and

referral to knowledgeable and GD-sensitive clinicians or

other healthcare professionals, when appropriate. Although

more detail falls outside the scope of this chapter, additional

resources can be found at: http://www.trans-health.com/

clinics and http://www.transequality.org/know-your-rights/

healthcare. Local resource guides are also available, such

as: http://www.eqfl.org/news/TransResourceGuide.

When discussing a mutually identified health behavior

change, it is important to clarify the patient’s goals, potential
barriers, and strategies for success and monitoring. Effective

assessment should involve exploration of the utility of

“risky” coping behaviors and their utility for the SGD ado-

lescent even when simultaneously causing harm. For exam-

ple: “So describe how you deal with discriminatory

experiences? How does (insert behavior) help you? How is

(insert behavior) less helpful to you?” Understanding inter-

personal and environmental supports should include

questions about the patient’s family of origin as well as

family of choice (e.g., partner’s family, best friend’s family),

informal supports (e.g., friends, partners) and formal peer

supports (e.g., gay-straight alliances), community groups

(e.g., SGD support or social action groups), and participation

in events that help celebrate SGD identities (e.g., pride

festivals). To assess the strengths and resilience of SGD

adolescents, providers should ask patients to list positive

feelings about identifying with SGD identities. Providers

should reflect on the initial assessment with children and

adolescents to examine the extent to which they

demonstrated affirmation of the patient’s SGD identity and

how this impacts the healthcare visit. Increasingly, recogni-

tion of affirmative care is being provided in health profes-

sional school curricula as a means of enhancing care for

SGD adolescents. For example, the Association of American

Medical Colleges [156] resource for medical educators has

guidelines to promote effective care.

Support and Educate Family

Although family support is a protective factor, not all

adolescents have disclosed their SGD identities to their

families. When appropriate, providers should work with

families to better accept and understand their children

[11]. Family support and education include providing infor-

mation about SGD-specific issues and needs, the impact of

family acceptance and support on health outcomes, and

helping parents become more supportive and affirming of

their adolescents’ needs. Exploring parents’ inevitable

feelings of guilt, fear, and/or anger about their child’s
identities and correcting any misconceptions are also impor-

tant tasks for providers. Reinforcing with parents that their

SGD child or adolescent is the same child despite disclosure

of SGD status can reduce family conflict [145].

Providers should also be aware of local and national

resources. Connecting with the national advocacy and sup-

port organization, Parents Families and Friends of Lesbians

and Gays (PFLAG) and Trans Youth Family Allies can

enable family members to learn from others how to better

support their child. Encouraging families to find online

information and support may also be beneficial, such as

directing parents of GD children and adolescents to

YouTube channels that document the lives and experiences

of transgender individuals who fall within various stages of

the transition process (e.g., prehormone replacement ther-

apy, changes related to hormone usage, postsurgery, family

reactions). There are also transgender-specific social net-

working websites (Genderspectrum.org) and conferences

(www.genderodysseyfamily.org) that specifically provide

support to family members of GD adolescents.

Strengthen Organizational Capacity

Organizational-level efforts such as advocacy, education,

and policy change are important elements of affirmative

care. Advocacy can include sustained involvement of

providers in encouraging the interprofessional team to con-

sider the specific needs of the SGD adolescent, leading

efforts aimed at adopting SGD affirmative policies at the

organizational level, as well as championing professional

development opportunities aimed at promoting SGD compe-

tency in clinical care. Adopting affirmative organizational

policies that prohibit identity-based discrimination against

patients and staff creates a context and organizational cul-

ture that values and supports affirmative care [11]. Commit-

ting to educational interventions, such as trainings in

affirmative practices for SGD populations, is often a critical
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first step [157]. Trainings need to be tailored to the specific

needs and knowledge levels of providers. There is often a

need for knowledge and training on the range of SGD

identities, a nonbinary understanding of gender, and the

important distinctions between sexual orientation and gen-

der identity/expression. Encouragingly, Kitts [3] found that

providers would like to build skills to work with SGD

children and adolescents, particularly with regard to

discussing sensitive issues such as SGD identities. These

strategies for creating a competent and affirming organiza-

tional context can have a tremendous impact on the delivery

of SGD affirmative care to youth.

Case Scenario

Case Description and Presenting Issues

Jordan is an 8-year-old Hispanic child in the third grade

being raised by a single, working-class mother in a relatively

large suburban area outside of a major US city (Fig. 6.2).

Jordan is a biological male who is gender nonconforming in

many ways: Jordan generally likes wearing dresses and

skirts that are pink, purple, and sparkly; Jordan prefers

wearing his hair long with bows or headbands; and Jordan

primarily enjoys playing dolls, Barbies, stuffed animals,

gymnastics, and soccer. Since preschool, Jordan has had

several friends, mostly girls but also some boys, both at

school and in the neighborhood. Over the last 2 years, how-

ever, it seems Jordan has had trouble forming new

friendships, and some of Jordan’s old friends, particularly

the boys, have disappeared from his social circle. Jordan is

brought to the clinic by his mother for gender identity

concerns and is described by his mother as being “transgen-

der.” Jordan’s mother indicates that she loves her child but is

uncomfortable with Jordan’s gender nonconformity and

would prefer if he would pick a side – boy or girl. She is

seeking help from the clinic because she wonders if Jordan

needs to begin to fully transition (e.g., socially, medically,

and legally) as soon as possible in order to prevent possible

social, mental health, or behavioral health issues during

adolescence or young adulthood. She is also hoping that if

Jordan transitions early, it will prevent ongoing ostracization

by peers and family members who have started to become

more verbal about their discomfort with Jordan’s gender

fluidity.

Clinical Considerations

There are several factors to attend to when striving to engage

in competent and affirmative clinical care with GD

adolescents and their families. When assessing a young

GD patient’s clinical needs, it is important to consider the

patient’s age and developmental stage, as well as the persis-

tence and consistence of experiences of gender nonconfor-

mity within a framework that acknowledges and affirms

nonbinary experiences of gender. In this case, Jordan is

only 8 years old and because research suggests that gender

nonconformity prior to puberty is not necessarily indicative

of a transgender identity in adolescence or adulthood, it is

most appropriate to support (and help the family support) the

child’s current and potentially evolving experiences of gen-

der. Moreover, given that puberty is not rapidly approaching

for Jordan, medical interventions associated with

transitioning (e.g., hormone blockers) are premature and

generally not appropriate at this developmental stage.

In this case, an in-depth gender assessment reveals that

Jordan has preferred wearing gender nonconforming cloth-

ing (e.g., clothing more typical of biological female chil-

dren) since a relatively young age (3 years old), although

recently there have been an increasing number of days where

Jordan likes to wear more gender-neutral clothing (e.g.,

basketball shorts and a plain t-shirt), even at home alone.

From a young age, Jordan always cried about getting

haircuts, and has had long hair since kindergarten, but

often wears it in a low pony tail with a baseball cap, because

it “always gets in the way.”While Jordan generally prefers a

physical gender presentation that is more typical of a young

girl (e.g., long hair, dresses, the colors pink and purple),

unlike some transgender children Jordan has never stated

or affirmed that he is a girl and he appears to have little

dysphoria associated with sex organs (e.g., he has never

expressed distress about the existence of his penis). When
Fig. 6.2 Jordan is an 8-year-old Hispanic child in the third grade being

raised by a single, working-class mother
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Jordan is asked about gender identity (e.g., “how do the

words boy or girl fit for you?”), Jordan describes it as

follows: “I am not really a boy, but I am not really a

girl. . .there’s no name for it, I am just me.” Jordan has

never been bothered by male pronouns (which are used at

school and at home), but is also comfortable being referred

to with female pronouns (which often happens in public

places). Because Jordan does not explicitly reject his male

identity or exclusively claim a female identity, feels little

gender dysphoria associated with his body, and demonstrates

some gender fluidity, Jordan’s experience of gender appears
to be nonbinary and potentially one that will further evolve

as he approaches puberty. Thus, the specific healthcare

strategies necessary to support Jordan may be different

than those used to support a transgender child or adolescent

whose experience of gender is binary and includes a social

transition from male to female or female to male, as well as

the possibility of gender confirming medical interventions in

later adolescence or adulthood (e.g., hormone therapy,

surgeries). Jordan and his family may benefit most from

educational and advocacy-oriented resources aimed at

improving his own, as well as his family’s, friends’, schools’,
and community’s understanding of and support for nonbi-

nary experiences of gender.

Affirmative Care Approaches

Because GD issues remain invisible and marginalized in

society, there is a critical need for psychoeducation aimed

at both broadening and deepening understanding of the

range of GD experiences and needs, as well as the various

strategies for supporting GD adolescents. In Jordan’s case, it
is important to validate and support his mother’s efforts to
get him the care and services he needs, while simultaneously

educating her about (1) nonbinary experiences of gender,

(2) considerations associated with consistent and persistent

feelings of gender dysphoria, and (3) age/developmentally

appropriate intervention strategies that may or may not

include “transitioning.” In addition to psychoeducational

interventions, supportive interventions may be important

for adolescents and family members dealing with

stigmatizing experiences associated with GD identities. For

instance, Jordan may benefit from supportive individual or

group counseling if he is teased or ostracized at school,

while his mother may need support from a provider when

working to help family and friends understand that Jordan is

not “confused” about his gender identity, but rather that his
sense of gender is more fluid or diverse than some. Finally, a

provider may want to provide Jordan’s family with various

advocacy-oriented resources aimed at ensuring that Jordan is

supported in school. Such resources might include linkages

with community-based care coordination services that

support SGD students in school [140, 141]; published

materials that help parents advocate for their children on

their own [158]; or local, regional, or national legal support

aimed at creating safe school climates for SGD children and

adolescents (e.g., Lambda Legal, National Center for Trans-

gender Equality).

Questions for Learner Discussion

1. How might psychoeducation be an important intervention

for this family?

2. What strategies might be shared with Jordan’s mother for

supporting Jordan’s gender identity?
3. Why is it important that the family and the provider

support Jordan’s gender fluidity?
4. What would be important to know about this family as a

healthcare provider?

5. What kinds of advocacy might Jordan need in his com-

munity and school?

Specific Bulleted Take Home Points

• GD identity usually becomes evident in early childhood

while SD identity tends to emerge during adolescence.

• SGD children and adolescents experience pervasive

identity-based stigma, discrimination, and victimization

that lead to minority stress.

• As a result of minority stress, SGD children and

adolescents face a range of risks to health and mental

health. Affirmative care refers to an approach to health

assessment and treatment in which SGD identities and

identity-based stressors are acknowledged, validated, and

considered in all aspects of care.
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Resilience Across the Life Span: Adulthood 7
Nathan Grant Smith

Resilience has been defined as successful adaption to

adverse circumstances, including recovery from adversity

and the ability to sustain well-being while facing adversity

[1]. While it may seem reasonable to assume that trauma,

discrimination, loss, and other adverse events will result in

negative outcomes, resilience in the face of these stressors is

commonly observed [1]. Such is the case with lesbian, gay,

bisexual, and transgender (LGBT) individuals, who face

similar adversities as people in the general population (e.g.,

adverse childhood experiences, employment insecurity,

financial stress) as well as adversities that are more specific

or unique to LGBT communities (e.g., anti-LGBT discrimi-

nation, coming out) [2, 3].

An important process in adapting resiliently to adversity

is coping. In their cognitive theory of stress and coping,

Lazarus and Folkman [4] stated that stress results when an

environmental challenge exceeds a person’s capacity to cope
successfully. When an individual encounters such a chal-

lenge, they1 engage in a process of primary cognitive

appraisal in which the impact of the challenge on well-

being is evaluated. If the encounter is deemed to be threat-

ening, then the individual engages in a secondary appraisal

process to identify coping strategies to mitigate the threat to

well-being. One or more coping strategies may be selected;

these strategies may be emotion focused, aimed at changing

the way one feels about the challenge (such as minimizing

the importance of the stressor or identifying positive aspects

of the stressor), or problem focused, aimed at changing the

challenge itself (such as engaging in problem solving or

taking behavioral steps to address the stressor). In general,

emotion-focused coping is more adaptive for stressors that

are unchangeable, whereas problem-focused coping is more

adaptive for stressors that are changeable. A coping strategy

is deemed to be adaptive if it reduces the negative impact of

an environmental encounter on an individual’s well-being

(see Fig. 7.1).

Resilience Resulting from Minority Stressors

Stress and coping theory is a useful framework to understand

the impact of anti-LGBT stigma and discrimination on the

well-being of LGBT adults. Studies comparing LGBT to

heterosexual adults have revealed a number of health

disparities, including increased risk for depressive and anxi-

ety disorders; behavioral health problems such as tobacco,

alcohol, and illicit drug use; suicidal ideation and attempts;

non-suicidal self-injury; and access to healthcare [6]. How-

ever, the health professions have long noted that there is

nothing inherently pathological about identifying as lesbian,

gay, bisexual, or transgender. Indeed, homosexuality was

declassified as a mental illness by the American Psychiatric

Association in 1973. Further, in 1975, the American Psycho-

logical Association stated that “homosexuality, per se,

implies no impairment in judgment, stability, reliability, or

general social and vocational capabilities” [7] (p633).

Rather, the heightened risk of poor health outcomes among

LGBT populations is attributed to the stress of living in a

society that stigmatizes nonheterosexual sexual orientations

and gender identities that do not conform to binary and

stereotypical notions of the concordance of sex and gender.

The stress of living in a stigmatizing society has been

termed minority stress. Meyer [8] operationalized minority

stress into five separate components: (a) prejudice events,

(b) expectations of stigma/rejection, (c) internalized

homonegativity (subsequent authors have expanded this

component to include internalized binegativity and
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internalized transnegativity for bisexual and transgender

persons, respectively), (d) sexual orientation concealment,

and (e) ameliorative coping processes. Meyer [2] further

noted that minority stress is (a) unique to sexual/gender

minorities and thus additive to the stress experienced by all

people, (b) chronic, and (c) socially based, meaning that the

stress is due to social, institutional, and structural processes

rather than due to any factors inherent in the LGBT person

experiencing the stress.

While Meyer’s [8] minority stress model focuses predom-

inantly on the processes resulting from stigma and the nega-

tive outcomes of those processes, the fifth component of his

model—compensatory coping, which includes social sup-

port and community affiliation—is of particular importance

in understanding resilience among LGBT adults. As noted

previously, when faced with a stressor, individuals respond

by engaging in coping behaviors to mitigate the threat of the

stressor; [4] this is also the case with LGBT adults faced with

minority stressors. Indeed, Allport [9] noted the resilience of

minority group members in engaging in coping strategies to

deal with prejudice.

Research on coping in LGBT adults has predominately

focused on maladaptive coping processes and the ways in

which minority stress activates maladaptive coping (e.g.,

substance use), in turn increasing negative health outcomes.

Indeed, Hatzenbuehler’s [10] psychological mediation

framework posits that minority stressors (including distal

stressors, such as discrimination and violence, and proximal

stressors, such as internalized homonegativity) lead to cop-

ing, emotion dysregulation, social isolation, and negative

cognitive processes. These coping processes, in turn, lead

to such outcomes as substance use, depression, and anxiety

(see Fig. 7.2). This view of the relations between stress,

coping, and outcomes is consistent with Lazarus and

Folkman’s [4] cognitive theory of stress and coping, which

states that maladaptive coping strategies will increase risk

for negative outcomes. However, stress and coping theory

also states that effective coping strategies are likely to result

in resilience. For example, in a qualitative study of 40 gay

and lesbian couples, Rostosky et al. [11] found that couples

engaged in four types of coping to deal with minority stress.

These coping strategies included reframing negative

experiences, concealing the relationship to avoid rejection

from others, accessing social support, and affirming the self

and the couple. Moreover, the couples viewed these coping

strategies as instrumental in allowing them to overcome

adversity. However, despite viewing concealment of the

relationship as a helpful survival technique, it caused addi-

tional stress for couples where differences existed in the

level of outness between the partners. In another quantitative

study, Lehavot [12] examined almost 1400 lesbian and

bisexual women and found that adaptive coping strategies

(i.e., active coping, planning, positive reframing, accep-

tance, humor, religion, and using emotional and instrumental

social support) were negatively associated with depression,

mental health concerns, and physical health concerns. Simi-

larly, in a sample of Latinx lesbian women and gay men,

active coping was negatively associated with depression and

positively associated with self-esteem [13].

By engaging in adaptive coping strategies, LGBT adults

are able to experience stress-related growth (SRG), a term

from positive psychology that explains the occurrence of

favorable outcomes following stress [14]. Vaughan and

Rodriguez noted that the “link between SRG and psycho-

logical wellbeing indicate that SRG may serve as an impor-

tant pathway by which other strengths develop. In this

context, these strengths may go on to serve as protective

factors that buffer future experiences of minority stress”
[15] (p328).

General Strengths Using a Positive Psychology
Framework

With the rise of the positive psychology movement, scholars

have recently begun to explore the positive aspects of, or

strengths associated with, being LGBT. Positive psychology

as a discipline focuses on the strengths of human beings and

includes positive individual traits (e.g., forgiveness), posi-

tive subjective experiences (e.g., sense of well-being), civic

virtues (e.g., altruism), and institutional factors (e.g.,

workplaces that promote employee growth) that help

individuals reach their potential [16]. Vaughan and

colleagues [3] recently examined the published literature to

identify positive psychology topics explored in LGBT

research. The positive psychology themes identified in

Fig. 7.1 The general stress and coping model (Adapted from Folkman et al. [5] with permission from Springer)
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their review included creativity in creating one’s identity and
in redefining ideas of family; self-acceptance and living

honestly, in regard to being authentic both to self and to

others; positive affect; love and support in the context of

interpersonal relationships; community building and advo-

cacy that is inclusive of a range of marginalized groups (e.g.,

people of color); connection to community; self-regulation;

spirituality; and positive adaptation in the face of adversity.

Despite the importance of these topics, the authors found

that only one in six LGBT-focused articles included positive

psychology themes, pointing to the need for additional

research examining strengths in LGBT samples.

Many of these broad positive psychology themes

identified in the literature also emerged in the first empirical

study to directly ask participants about the positive aspects

of being lesbian or gay. Riggle and colleagues [17] asked

553 lesbians and gay men (this study did not examine posi-

tive aspects of being bisexual or transgender) to identify the

positive aspects of being LG. Only 1% of the sample

reported that there were no positive aspects to being

LG. Of the remaining 99% who identified positive aspects,

their responses fell into three broad categories: disclosure

and social support, insights into and empathy for self and

others, and freedom from societal definitions. In the disclo-

sure and social support category, positive aspects of being

LG included community belongingness, the ability to create

families of choice, deeper connections with others, and

being a positive role model. Within the insights into and

empathy for self and others domain, participants identified a

number of positive aspects of being LG. These included

authenticity and honesty with self and others, a deeper

sense of self, increased empathy for other people who are

oppressed, more cultural sensitivity, and the promotion of

social justice and activism. Finally, the freedom from socie-

tal definitions theme included ideas such as not being bound

by rigid gender role stereotypes, the ability to explore sexu-

ality and ways of being in intimate relationships, and having

more egalitarian relationships.

A number of these factors have been identified in qualita-

tive and quantitative research. For example, Russell and

Richards [18] found five resilience factors among LGB adults

facing anti-LGB stressors: social support, connection with the

LGB community, emotional coping, coming out/self-

acceptance, and positive reframing. Other strengths identified

in the literature include hope and optimism [19], emotional

expression [20], and having a positive LGB identity [21].

All of these factors have been shown to be related to positive

mental health outcomes among LGB adults. Moreover, while

research examining positive psychology constructs specifi-

cally in LGBT samples remains scarce, a number of authors

(e.g., Hill and Gunderson [22]) have suggested that the

strengths predictive of resilience in the general population,

such as coping styles and personality traits, should be similarly

adaptive among sexual and gender minorities.

Fig. 7.2 Hatzenbuehler’s psychological mediation framework [10]
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Coming Out Growth

As noted in minority stress theory, LGBT individuals have

unique stressors. In addition to needing to engage in adaptive

coping to successfully overcome these stressors, there is

evidence that LGBT-specific stressors can provide

opportunities for SRG. Thus, resilience in the face of minor-

ity stress may encompass both successful adaptation to

adversity and growth as a result of adversity—growth that

might not have occurred in the absence of adversity. One

such example of LGBT-specific SRG is growth related to

coming out. The idea that adopting an LGBT identity and

coming out to self and others is adaptive has been discussed

in the literature for decades. Indeed, early authors noted that

sexual minorities have “our own special, life-affirming gay

growth track” [23] (p12). For example, lesbian and bisexual

women who completed a measure of SRG regarding the

growth they experienced as a result of “coming to terms

with [their] sexual identity” (p10) on average scored

between 38 (for lesbian women) and 34 (for bisexual

women), which approached the maximum for the scale of

45 [24]. Moreover, sexual-orientation-related SRG was pos-

itively associated with participants’ connectedness to the

LGB community and their feelings of generativity (i.e.,

efforts to promote the next generation). In addition, the

original version of the SRG scale was positively associated

with optimism, positive affect, and social support in a col-

lege sample [14].

Vaughan and Waehler [25] identified five domains of

coming out growth in the theoretical and empirical litera-

ture: gains in honesty and authenticity, growth in social and

personal identity, increases in mental health and well-being,

better social and relational functioning, and development of

advocacy efforts (see Fig. 7.3). They developed a scale to

measure the growth associated with coming out as LG. Their

scale included individualistic growth—including gains in

mental health, self-acceptance, and social support/relation-

ship satisfaction—and collectivistic growth, including gains

in advocating for self and the LG community, community

connection, and positive views of the LG community. Both

individualistic and collectivistic growth were positively

associated with optimism, involvement with the LGBT com-

munity, and outness. Moreover, they found a positive rela-

tionship between coming out growth and time since

beginning the coming out process, where those who had

been out longer reported more growth.

The finding that coming out growth increased commensu-

rate with more time elapsed since beginning the coming out

process highlights the iterative nature of the coming out pro-

cess. Coming out to others is a continual process, with each

new interpersonal situation (e.g., family/friend interactions,

new job) representing a new opportunity to come out; those

who have navigated multiple different iterations of coming

out may attain the greatest benefits from this process. This

explanation is consistent with research indicating that LGB

adolescents and young adults evidence greater health

disparities than older LGB adults [26, 27]. Thus, LGB adults

and those who have had more time to progress through the

coming out process may fare better in terms of health

outcomes and the growth associated with coming out,

although a direct link between the duration of outness and

long-term health outcomes has not been studied.

While there is evidence that coming out results in growth,

it is important to note that disclosure of a nonheterosexual

orientation is not always associated with positive outcomes.

While most studies have demonstrated positive associations

between outness and health [28], some found no significant

relationships [29]. In addition, McGarrity and Huebner [28]

found worse physical health outcomes related to outness

among gay and bisexual men of lower socioeconomic status

(SES). While outness among high SES GB men was

associated with fewer physician visits and less perceived

stress, levels of outness were associated with more nonpre-

scription drug use, physical symptoms, and perceived stress

among low SES GB men. Thus, the benefits of sexual orien-

tation disclosure may not be applicable for those of lower

SES, although the degree to which the challenges associated

with coming out and disclosure of sexual orientation are

related to SRG in lower SES adults is unknown. Moreover,

a population-based study of California adults revealed sex

differences in the relationship between outness and mental

health, with women who were out being less depressed than

those who were closeted but men who were out being more

depressed than those who were closeted [30]. Thus, it will be

important for researchers and care providers to be cognizant

of the complex interplay of outness, SRG, resilience, and

demographic characteristics such as SES and sex among

LGBT adults.

Fig. 7.3 Five broad domains of coming out growth identified in the theoretical and empirical literature by Vaughan and Waehler [25]
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Possible explanations for the equivocal findings regarding

the adaptiveness of outness include the risk of experiencing

discrimination as a result of coming out and subsequent fears

of rejection. An early empirical study examining the impact

of anti-LGB discrimination on psychological well-being

found that individuals who were more out in their workplace

were more likely to experience overt or blatant experiences

of discrimination [31]. More recent research has examined

outness, rejection, and fears of rejection based on sexual

orientation. A study of gay men asked participants to indicate

whether they had come out to their parents and, if so, how

accepting their parents are of their sexual orientation.

Participants also completed a measure of gay-related rejec-

tion sensitivity by responding to a number of ambiguous

hypothetical situations (e.g., not being invited to a party,

being seated in a remote part of a restaurant) as to how

concerned they were that the situation was a result of their

sexual orientation. Those with more rejecting parents had

more gay-related rejection sensitivity (i.e., they were more

likely to attribute potential rejection to their sexual orienta-

tion). Moreover, parental rejection was related to more

internalized homonegativity, which mediated the relation-

ship between parental rejection and gay-related rejection

sensitivity [32]. Similar findings were observed in a sample

of lesbian women and gay men: Experiences of discrimina-

tion were related to more LG-related rejection sensitivity and

more internalized homonegativity [33]. It appears that

experiences of rejection or discrimination may contribute to

the development of cognitive distortions and faulty schemas.

However, clinicians can work to address these distorted

schemas. As the authors of the study focusing on gay men’s
rejection sensitivity note: “Although gay men’s expectations
of rejection may not always be inaccurate, rejection-sensitive

gay clients may benefit from therapeutic techniques that have

proven effective for promoting schema revision, especially if

internalized homophobia drives their rejection sensitivity”
[32] (p313). Thus, while outness can be resilience promoting,

being out also puts one at risk for being rejected or

experiencing discrimination, which increases negative

feelings about one’s sexual orientation and increases the

potential for cognitive distortions. Healthcare providers are

in a unique position to help sexual minority patients navigate

both the risks and rewards of coming out.

Interpersonal Factors Implicated in Resilience

Social support has been studied extensively and shown to be

associated with well-being [34]. Research on LGBT adults

has explored the role of social support in resilience and well-

being via studies examining LGBT individuals’ engagement

with and connection to the LGBT community, family of

origin, and couple/family of choice.

In general, connection to one’s community helps to

satisfy humans’ powerful need to belong and is associated

with positive outcomes [35]. LGBT adults who feel

connected to an LGBT community are able to compare

themselves positively to others in their ingroup, as opposed

to comparing themselves negatively to heterosexuals in their

outgroup. Positive community connection is believed to be

protective against the negative impact of minority stress on

health [8]. Frost and Meyer [36] noted that community

connection has been linked in a variety of studies to mental

health and well-being, increased safer sex practices and

decreased sexual risk, and medication adherence and effec-

tive coping among HIV-positive individuals. In addition,

they found that community connection was positively

associated with psychological well-being and negatively

associated with internalized homonegativity. Moreover,

individuals who were active members of LGBT clubs,

organizations, gyms, and/or religious congregations felt

more strongly connected to the LGBT community. Connect-

edness to the transgender community has been shown to be

related to less depression and anxiety for transwomen,

though a similar relationship was not observed for transmen.

However, both transmen and transwomen benefit from gen-

eral social support, with greater general social support

(regardless of the gender identity of the members of the

support network) related to less depression and anxiety

[37]. For lesbian women, sense of belonging to the lesbian

community was a protective factor that reduced the strength

of the relationship between body image dissatisfaction and

depression [38]. Among gay and bisexual men, engagement

in the LGBT community has been conceptualized as a pro-

tective factor against HIV risk behaviors. Ramirez-Valles

[39], based on a review of the literature, proposed a frame-

work in which LGBT community involvement (a) lessens

the impact of poverty, homophobia, and racism on HIV risk

behaviors and (b) increases positive peer norms, self-

efficacy, and positive self-identity, which all lead to

reductions in sexual risk behaviors among GB men.

While engagement with and feeling connected to an

LGBT community have been shown to promote resilience

in LGBT adults, engagement with and connection to one’s
family of origin can serve both as a resource and as a source

of stress. Whereas LGBT adults can and often do create

families of choice [40] made up of supportive individuals

who may or may not be biologically related, they cannot

choose their families of origin. As such, reactions of family

members to the disclosure of an LGBT identity can vary

greatly, from distancing of an LGBT person from their

family of origin when the reactions are negative, or deepen-

ing family cohesion when the reactions are positive

[41]. Families that are supportive of their LGBT family

members may engage in a number of processes to promote

resilience. Oswald [42] categorized these processes into
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intentionality and redefinition. Intentionality refers to efforts

of LGBT persons and their families (of origin and chosen) to

engage in strategies that legitimize and support LGBT

identities, in the absence of larger societal support for these

identities. These intentional behavioral efforts include

integrating LGBT and heterosexual family members,

providing social support, engaging in the LGBT and ally

communities (e.g., PFLAG [Parents, Families, and Friends

of Lesbians and Gays] provides resources and education to

family members of LGBT individuals), and taking part in

supportive rituals (e.g., family members attending pride

events or same-sex weddings). Redefinition refers to

meaning-making processes that create affirming linguistic

and symbolic structures. Such processes include understand-

ing the broader context of heterosexism and transphobia that

impact LGBT people’s lives, developing and using inclusive
language (e.g., family members calling co-mothers by their

chosen names, such as one mother being called “mommy”
and the other being called “mama”), integrating LGBT

identities into other cultural identities, and re-envisioning

ideas of what it means to be family.

In addition to supportive families of origin, LGBT adults

create families of choice. These include friends, partners,

and “gay families.” Whereas tight-knit groups of friends

become families of choice for a variety of LGBT adults

[40], “gay families” or “houses” have emerged in

communities of color, predominately among African Amer-

ican and Latino LGBT-identified individuals. Both gay

families and houses tend to have family structures that

often consist of a gay man or transwoman who is regarded

as a role model serving as the parent, with younger gay men

and transwomen (and to a lesser degree lesbian women and

transmen) as the children. Houses tend to have a perfor-

mance focus, as is the case in the ballroom community

(which was depicted in the 1990 film Paris Is Burning),

whereas gay families may not have a performance focus

[43]. Research has found that houses and gay families

serve as important sources of resilience by providing social

support, strategies to cope with hetero/cissexism and racism,

and tools for safer sex [43, 44].

Creation of families of choice in the LGBT community

has redefined the meaning of family in the United States. In

addition, rapid political change at the beginning of the

twenty-first century has resulted in the increased legitimiza-

tion of LGBT families. In June 2015, the US Supreme Court

ruled in Obergefell v. Hodges [45] that all states must recog-

nize marriage between two same-sex individuals, thus

allowing for same-sex marriage nationwide. This decision

allowed same-sex couples access to federal and state

benefits, including employer-sponsored spousal health insur-

ance (United States v. Windsor [46] provided some of these

benefits, but not necessarily nationwide). Research into the

impact of Obergefell on same-sex couples is needed to

determine if these changes will translate into increased resil-

iency. However, Perone [47] reviewed the research showing

the negative health impacts of denying same-sex couples

access to marriage and concluded that Obergefell “moves

LGBT persons one step closer to better health by affirming

marriage equality and thus the dignity of LGBT couples to

have equal rights as their opposite-sexed peers in this legal

arena” (p197).
Legalization of same-sex marriage and increasing public

recognition of LGBT families notwithstanding, Patterson’s
2000 review of the literature on same-sex couples and their

children “yield[ed] a picture of families thriving, even in the

midst of discrimination and oppression. Certainly, [the

research] provide[s] no evidence that psychological adjust-

ment among lesbians, gay men, their children, or other

family members is impaired in any significant way” [48]

(p1064). Indeed, research to date suggests that lesbian and

gay couples fare just as well, and in some cases better, than

heterosexual couples. A 5-year longitudinal study

demonstrated no differences between married heterosexual

couples and cohabitating lesbian and gay couples in relation-

ship satisfaction both at initial assessment and over time. In

addition, lesbian couples reported more intimacy, autonomy,

and equality than heterosexual couples. Gay male couples

reported more autonomy than heterosexual couples; levels of

intimacy and equality were also greater, though not signifi-

cantly different. Moreover, lesbian and gay couples were

both similar to heterosexual couples in using constructive

problem solving to address conflict resolution [49]. Thus,

despite additional minority stress and a long history of lack

of recognition of their relationships, lesbian and gay families

demonstrate resilience.

Individual Difference Factors Implicated
in Resilience

A number of individual difference factors that predict resil-

ience in LGBT adults have been explored in the literature.

These include, but are not limited to, faith, religion, and

spirituality; personality-related factors; and cultural factors.

Religious traditions vary in their attitudes toward LGBT

persons, with some viewing sexual and gender minorities

as abnormal and sinful and others viewing them as normal

and/or morally neutral [50, 51]. For example, Unitarian-

Universalist, Unity, United Church of Christ, Episcopalian,

and Metropolitan Community churches, among others,

adopt an affirming view of LGBT issues [52]. As such,

faith and religion may be sources of stress or of strength

for LGBT adults. When viewed through a resilience lens,

faith and religion can offer social support, adaptive coping

strategies, and meaning for some LGBT persons. For exam-

ple, Bowleg et al. [53] found that Black lesbian adults
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viewed spirituality as a resilience-strengthening factor. Sim-

ilarly, among Black LGB young adults, for those with high

levels of internalized homonegativity, religious faith was

associated with more resilience [54]. Among White LGB

adults, personal spirituality was positively associated with

psychological health. In addition, spirituality mediated the

relationship between affirming faith experiences (e.g., feel-

ing welcomed by a religious community, belonging to an

LGB-affirming faith community) and psychological well-

being. Likewise, affirming faith experiences decreased

internalized homonegativity, which was a risk factor for

poor psychological health [55]. A qualitative study of trans-

gender female Christian adults revealed a number of posi-

tive, as well as negative, experiences with organized religion

and spirituality [56]. One participant said, “I go to a very

evangelical church ... where I transitioned. I am accepted by

the people, and indeed was baptized by immersion there

several years ago as my new self” (p27). Other participants
discussed the ways in which their faith provided support as

they struggled with their gender identity and grew stronger

as a result of identifying as transgender. Thus, spirituality

and religious engagement, especially engagement with

LGBT-affirming religious communities, may be sources of

resilience for LGBT adults.

A number of personality-related factors have been exam-

ined to explain resilience in LGBT adults. For example,

Carter and colleagues [57] found that locus of control

moderated the relationship between workplace-based het-

erosexist discrimination and psychological distress among

LGB adults (see Fig. 7.4). For those with a stronger internal

locus of control (i.e., the belief that outcomes of one’s
behavior are determined by internal factors, such as one’s
own actions), workplace discrimination was not significantly

correlated with distress, while for those with a stronger

external locus of control (i.e., the belief that outcomes of

one’s behavior are determined by external factors, such as

the actions of others), there was a significant and positive

relationship between discrimination and distress, such that

more discrimination was related to more distress. Thus, it

appears that an internal locus of control can buffer the effects

of heterosexist discrimination on psychological function

among LGB adults. As noted previously, hope, optimism,

and emotion regulation have also been examined among

LGBT adults. Kwon [20] developed a research-based theo-

retical model that included emotional openness and hope and

optimism (collectively referred to as future orientation) as

predictors of psychological health. Specifically, this model

posited that emotional openness and future orientation both

lead to lower emotional reactivity to anti-LGB prejudice,

which in turn lead to better psychological health outcomes.

Additional research is needed to fully test Kwon’s model;

however, existing data support a role for future orientation in

explaining individual variation in LGB resilience.

Finally, the impact of cultural factors on LGBT resilience

has also been investigated. Moradi et al. [58] noted that in

both theoretical and empirical literature, LGB people of

color have been conceptualized as having both more risk

and more resilience than White LGB people. The assump-

tion is that communities of color are more heterosexist and,

as a result, LGB persons of color are exposed to more

Fig. 7.4 The moderating role of

locus of control in the relationship

between workplace-based

prejudice events and

psychological distress among

LGB adults, as presented in

Carter et al. [57]

7 Resilience Across the Life Span: Adulthood 81



heterosexism, thus placing them at greater risk. In addition,

LGB individuals of color are assumed to have greater resil-

ience because of strong faith traditions in communities of

color, increased skill in coping with racism translating into

skill in coping with heterosexism, and greater flexibility in

terms of outness and disclosure. To test these assumptions,

Moradi and colleagues directly assessed whether LGB

persons of color had more risk and resilience than White

LGB persons. There were no group differences between

participants of color and White participants on perceived

heterosexist stigma, internalized homonegativity, or level

of comfort with sexual orientation disclosure; however,

White participants were more out than participants of

color. The authors suggested that concealment of sexual

orientation may be a “reasonable self-protective strategy in

the face of widespread heterosexist stigma” (p413) that may

be reflective of role flexibility. In addition, the relationship

between perceived heterosexist stigma and internalized

homonegativity was nonsignificant for persons of color but

was significant and positive for White persons. Thus,

participants of color appear to be fairly equal in terms of

risk, but do show some evidence of heightened resilience in

response to heterosexist stigma. Similar results were found

in a sample of racially diverse young (18–25) lesbian and

bisexual women: there were no racial differences in sexual-

orientation-based victimization, depression, anxiety, or

heavy drinking [59].

While these studies suggest that there are more

similarities than differences between LGB adults of color

and White LGB adults in terms of risk and resilience, quali-

tative studies have revealed specific resilience factors in

various LGB racial communities. For example, Sung and

colleagues [60] examined resilience factors in Asian Ameri-

can lesbian and bisexual women. Their qualitative results

identified a number of coping strategies participants used to

deal with challenges associated with being Asian American

and lesbian/bisexual (i.e., having multiple minority

identities and experiencing heterosexism), including

engaging in activism and seeking social support. Participants

also identified a number of positive aspects to being Asian

American lesbian/bisexual women, such as belonging to

multiple (Asian American, LGBT, Asian American les-

bian/bisexual female) communities, as well as using Asian

cultural values as sources of strength and increased empathy

for others. Increased empathy with minority status was also

seen in a sample of White gay and bisexual men, who

reported more racial empathy toward people of color and

more positive racial attitudes than White heterosexual men;

moreover, experiences of heterosexist discrimination led to

increased empathy, which in turn led to more positive racial

attitudes [61]. Similar to findings among Asian American

lesbian/bisexual women, a qualitative study of Black

lesbians revealed several resilience themes including

confronting oppression, engaging in social support, finding

strength in the Black community, and using internal

strengths such as humor and spirituality [53].

Resilience Against Suicidality

One outcome of minority stress is an increased risk for

suicidal ideation and behavior. Indeed, in a systematic

review of the literature, King and colleagues [62] found

that the 12-month prevalence of suicide attempts was 2.5

times greater among LGB persons than among

heterosexuals. Likewise, lifetime suicidal ideation was

twice as common among LGB individuals compared to

heterosexuals. A convenience sample of LGB adults in

New York City found that 8.7% of LGB adults aged

18–29, 5.9% of LGB adults aged 30–44, and 15.6% of

LGB adults aged 45–59 had made a serious suicide attempt

[63]. A population-based study in California found that

bisexual women were almost six times as likely as hetero-

sexual women to have attempted suicide; bisexual men were

almost three times as likely as heterosexual men to have

attempted suicide [64]. Rates of suicidality are even more

alarming among transgender adults, with studies reporting

suicide attempt rates between 23 and 32% [65–67]. In addi-

tion, a recent national survey of 6450 transgender adults

found a lifetime suicide attempt rate of 41% [68].

In the face of these high rates of suicidal ideation and

attempts, it is heartening that protective factors against

suicidality have been identified. These factors include social

support [69], cognitive reappraisal of suicidal thoughts (i.e.,

the ability to regulate suicidal thoughts and not act on them)

[70], problem solving/coping [69], and identifying reasons

for living (i.e., responsibility to others) [71], among others.

Most research examining suicide protective factors in LGB

samples has focused on youth, described in detail in Chap. 6.

While research on suicide resilience in LGB adults is

lacking, recent research has explored suicide resilience

among transgender adults. In a quantitative study, Moody

and Smith [72] found that social support from family, emo-

tional stability, and concern related to one’s children (i.e.,

concern for the effect one’s death would have on one’s
children) were all negatively associated with risk for suicidal

behavior in a sample of Canadian transgender adults.

Though social support from family was protective against

suicidal behavior, the authors found that the amount of

perceived social support from family was significantly less

than the amount of perceived social support from friends.

Thus, interventions aimed at fostering support and accep-

tance among family members of transgender adults may be

lifesaving.

Social support was also an important suicide protective

factor in a qualitative study of Canadian transgender adults,
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in which participants who had experienced suicidal ideation

were asked why they had not acted on those thoughts

[73]. The authors analyzed participants’ answers and

grouped their responses into five broad categories:

(a) social support, (b) transition-related factors,

(c) individual difference factors, (d) reasons for living, and

(e) gender identity-related factors. Social support from

friends and family, as well as from mental health and com-

munity service workers, was viewed by transgender adults as

protective. For those participants who wished to transition,

disclosing one’s gender identity, hope of being able to tran-

sition, and actually transitioning were all seen as protective.

Next, a number of individual difference factors were protec-

tive against suicidal behavior, including coping and problem

solving, optimism, and the capacity to withstand suicidal

ideation without acting upon it. Reasons for living included

feelings of responsibility to others, including children; reli-

gious, spiritual, or personal objections to suicide; fear of

suicide; desire to keep living; and wanting to be a positive

role model to other transgender persons. Finally, a number of

gender identity-related factors emerged as protective.

Realizing oneself to be transgender eased the pain and con-

fusion related to questioning one’s gender identity, thereby
reducing suicidality. Establishing a stable sense of one’s
transgender identity, gaining self-acceptance of one’s iden-
tity, and having the opportunity to live authentically were

also protective against suicide. In regard to self-acceptance,

participants discussed a process of moving from distress and

discomfort to feeling comfortable with themselves.

Participants reported feelings of distress prior to identifying

as transgender; however, once they began to express their

gender identity and identify themselves as transgender, they

were able to better accept themselves for who they are.

Subsequently, their feelings of distress decreased. Taken

together, these results suggest numerous ways to reduce

suicide risk among transgender adults (e.g., improve access

to transition-related care and encourage patients to seek

social connection and identify reasons for living). More

research is needed to continue to identify suicide protective

factors in both transgender and LGB adults.

Emerging Data

As discussed in Chap. 4, emerging data examining stress

biomarkers, such as cortisol, show promise for the explora-

tion of resilience among LGB adults. Cortisol is the stress

hormone produced as a result of hypothalamic-pituitary-

adrenal (HPA) axis activation in response to stress. Cortisol

production in response to an acute stressor mobilizes the

body for “fight or flight,” but continued exposure to stress

and the resulting HPA axis activation cause wear and tear on

the body, known as allostatic load. Researchers in Montreal,

QC, Canada [74], found that gay and bisexual men had lower

cortisol concentrations than heterosexual men in response to

a laboratory-induced stressor (i.e., a mock job interview and

engaging in mental arithmetic in front of a one-way mirror).

While it is unclear whether this blunted cortisol response is

adaptive or maladaptive, the same researchers found that gay

and bisexual men had lower allostatic load and less depres-

sion than heterosexual men [75]. In addition, in a US-based

sample of young LGB adults, those who had grown up in

more LGB-accepting environments showed a less blunted

acute cortisol response to a laboratory-induced stressor than

those who had grown up in more stigmatizing environments

[76]. While more research is needed to fully explore the

clinical implications of cortisol responses on stress reactivity

and resilience in LGBT adults, these emerging data suggest

that resilience may be evident in biological markers of stress.

Emerging data regarding LGB-affirmative treatment

approaches have shown promise for integrating resilience-

fostering strategies into clinical treatment. Pachankis and

colleagues [77] developed a cognitive-behavioral therapy

for young adult gay and bisexual men that focused on

providing participants with skills to manage the impact of

minority stress on cognitive, affective, and behavioral pro-

cesses (e.g., development of emotion regulation skills, asser-

tive communication skills, and cognitive restructuring

skills). A total of 63 participants were randomized to the

treatment or to a waitlist control group. Results indicated

that those in the treatment group had reduced depression,

alcohol use problems, sexual compulsivity, and condomless

sex. My colleagues and I [78] developed a similar interven-

tion focused on helping young adult gay and bisexual men

develop effective coping strategies for dealing with minority

stress. We presented three case studies that each

demonstrated reductions in condomless sex at 3-month fol-

low-up. In addition, we found reductions in alcohol use,

number of sex partners, loneliness, and internalized

homonegativity, combined with increases in self-esteem

[79]. These new affirmative treatment models offer specific

guidelines for promoting resilience in gay and bisexual men.

Additional affirmative interventions with LGBT clients have

been discussed in the literature, but few studies have actually

examined the efficacy of specific treatment approaches. For

a recent overview of the state of LGB-affirmative psycho-

therapy, see Johnson’s [80] 2012 review of existing meta-

analyses and systematic reviews.

Resilience Promotion in Patient/Provider
Relationships

Because of experiences or fears of discrimination by

healthcare workers, some LGBT patients are concerned

about receiving poor care and thus may not disclose their
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sexual orientation or gender identity to providers [81].

However, like all patients, LGBT individuals want and

deserve competent and effective healthcare. For example, a

study of lesbian women found that participants wanted, but

did not always receive, healthcare that is comprehensive,

person centered, free from discrimination, and integrative of

their lesbian identities [82]. Moreover, when patients are

provided with this type of healthcare, they are more likely

to be open about their sexual orientation and gender identity

with healthcare providers and to engage more actively in

seeking and utilizing healthcare. A study of Canadian les-

bian adults found that women who were more open about

their sexual orientation were more likely to disclose to their

healthcare providers, which in turn was related to greater

healthcare utilization. In addition, those who were more

comfortable with their healthcare providers were more likely

to seek routine preventive care [83]. In order to promote

resilience in LGBT adult patients, healthcare providers must

be knowledgeable about LGBT issues and create a welcom-

ing healthcare environment. Indeed, establishing an

accepting and supportive provider-patient relationship can

provide the cornerstone for the development of additional

social connections in the future, and the guidance of a

knowledgeable provider can help direct patients toward

community supports and affirmative coping practices.

A number of professional organizations have developed

guidelines or standards for working effectively with LGBT

patients; provider knowledge and healthcare environment

are central to these guidelines. For example, the American

Psychological Association has published guidelines for psy-

chological practice with both LGB [84] and transgender [85]

patients. Though focused on psychologists, these guidelines

are applicable to a variety of healthcare providers as they

provide a frame of reference and basic information for

working with LGBT patients. Similarly, the Association of

American Medical Colleges (AAMC) Advisory Committee

on Sexual Orientation, Gender Identity, and Sex Develop-

ment developed competencies that all physicians should be

able to demonstrate when working with LGBT patients

[86]. The guidelines direct healthcare providers to be knowl-

edgeable about the issues facing LGBT patients, including

issues of stigma, family and partner issues, workplace issues,

cultural diversity, and unique issues facing bisexual and

transgender patients. The guidelines also discuss the impor-

tant role that provider attitudes and knowledge have in the

care they provide to LGBT patients. Provider bias and lack

of knowledge can negatively impact the care they provide

and subsequent patient outcome.

The Gay, Lesbian, Bisexual and Transgender Health

Access Project [87] produced standards for the provision of

healthcare services to LGBT patients. The standards include

administrative and service delivery components, including

personnel, patient rights, intake and assessment, service

planning and delivery, confidentiality, and community out-

reach and health promotion. The standards focus on the

knowledge base of providers and agency staff, nondiscrimi-

natory treatment of patients and agency employees, and

culturally appropriate intake and assessment procedures, as

well as other foci including methods of health promotion and

outreach.

GLMA: Health Professionals Advancing LGBT Equality

[88] published guidelines for care of LGBT patients, which

include suggestions for creating a welcoming environment

for LGBT patients, ways to make paperwork and patient-

provider interactions more inclusive, staff training

suggestions, and specific considerations when working

with lesbian and bisexual women and when working with

gay and bisexual men. Suggestions for creating a more

welcoming climate include having visible displays of

LGBT-inclusive materials in offices, such as brochures

about LGBT health, posters that include LGBT people, and

nondiscrimination statements that include sexual orientation

and gender identity; avoiding using heterosexist language in

intake forms or in in-person assessments, such as using

gender-neutral language such as “partner” rather than “hus-

band/wife”; avoiding asking transgender persons unneces-

sary questions; mirroring patients’ language; avoiding

making assumptions; and having at least one gender-

inclusive restroom that is not labeled as “men” or

“women.” The guidelines also provide some basic informa-

tion about health issues facing LGBT persons, such as

minority stress issues; tobacco, alcohol, and drug use; safer

sex and sexually transmitted infections; and violence.

Finally, the guidelines contain specific recommendations

for working with sexual minority women, such as pap

screening, and sexual minority men, such as hepatitis

immunization.

Summary

LGBT adults show remarkable resilience in the face of soci-

etally based adversity. Sources of resilience include effective

coping strategies; focusing on positive aspects of being

LGBT; growth resulting from stress; support from family,

community, and partners; and individual strengths. Health-

care providers wishing to help promote the resilience of their

LGBT adult patients need to be knowledgeable about the

issues facing their patients and to create a welcoming

environment in which to see their patients. LGBT-affirmative

healthcare practice can help to promote resilience in sexual

and gender minority patients and facilitate better healthcare

utilization and health-promoting behaviors.

While LGBT adults have the capacity for resilience,

focusing solely on individual resilience ignores the impor-

tant role that policies and institutions have in reducing the
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stigma and discrimination faced by people with diverse

sexual orientations and gender identities. If LGBT people

lived in a more affirming social context, they would not need

to expend as many resources on developing and maintaining

their resilience. Thus, healthcare providers are encouraged

to foster the resilience of their LGBT patients while simul-

taneously working to accomplish structural changes to alle-

viate the pathogenic social environment that causes health

disparities in the first place [89]. As Meyer [8] (p691) noted

in laying out his minority stress theory:

As researchers are urged to represent the minority person as a

resilient actor rather than a victim of oppression, they are at risk

of shifting their view of prejudice, seeing it as a subjective

stressor—an adversity to cope with and overcome—rather than

as an objective evil to be abolished.

Given their important role in society at large, healthcare

providers are well situated to advocate for LGBT patients

and to work to abolish the evils LGBT people face.

Case Scenario

Wanda is a 40-year-old Black female who presents for her

yearly physical. During initial discussion, she reveals that she

has been feeling more stress than usual at work and as a result

has been drinking alcohol and smoking cigarettes more often

(Fig. 7.5). She perceives that alcohol and tobacco use are

relaxing and help her to cope with the stress of her job. She is

concerned about her weight and knows that the alcohol is

contributing to her weight gain, but also notes that the

cigarettes help to decrease her appetite. When you inquire

about the stress at work, she states that coworkers have been

“targeting” her and describes a colleague who has been cold

to her and gives her “funny looks” ever since Wanda men-

tioned her girlfriend of several years. She was initially

hesitant to come out at work given the prior negative reaction

of her mother to her identifying as a same-gender-loving

woman, but wanted to participate in office discussions

regarding families and children. In addition, she complains

of low energy and often not wanting to get out of bed.

Discussion Questions

1. What adaptive and maladaptive coping strategies are

more frequently observed among LGBT adults in

response to discrimination and rejection?

2. How does minority stress impact the mental and physical

health of LGBT adults? How does this vary by race,

ethnicity, and religion?

3. What interpersonal and individual resilience strategies

support improved health among LGBT adults?

4. How do affirmative treatments help to foster resilience

development in LGBT adults?

5. What strategies can health professionals utilize to pro-

mote resilience and positive health outcomes among

LGBT adults?

Summary Practice Points

• Maladaptive coping strategies in response to interper-

sonal rejection and/or discrimination observed among

LGBT adults include behaviors (such as tobacco, alcohol,

and/or substance use, higher-risk sexual practices, self-

injury, or suicide attempts) or thought processes includ-

ing suicidal ideation, rumination, or internalization of

rejection.

• Anti-LGBT stigma and rejection are associated with

depression, anxiety, and physical health sequelae of mal-

adaptive behaviors including STIs, hepatitis, certain

cancers, and chronic obstructive pulmonary disease.

• Bias and discrimination can affect LGBT adults across

the life span; for example, 38% of LGB and 78% of

transgender adults report LGBT-related workplace

discrimination.

• Adaptive coping and resilience-enhancing strategies used

by LGBT adults include engaging family and/or chosen

social support networks, cognitive reappraisal of rejec-

tion or suicidal thoughts, strengthening self-acceptance,

positioning an internal locus of control, and forward

thinking.

• Health professionals can accept and affirm the

experiences of LGBT adults, explore and strengthen

adaptive coping strategies with patients, and openly dis-

cuss treatment options for addressing maladaptive coping

strategies that individuals are motivated to change.
Fig. 7.5 Wanda is a 40-year-old Black female who presents for her

yearly physical
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Resources

1. Resources from the Gay and Lesbian Medical Asso-

ciation at http://www.glma.org/index.cfm?fuseaction¼
Page.viewPage&pageId¼534.

2. Gay and Lesbian Medical Association. Guidelines for care

of lesbian, gay, bisexual and transgender patients. San

Francisco, CA: Gay and Lesbian Medical Association;

2006. Available from: http://glma.org/_data/n_0001/

resources/live/GLMA%20guidelines%202006%20FINAL.

pdf.

3. LGBT resources from the American Medical Association

at http://www.ama-assn.org/ama/pub/about-ama/our-peo

ple/member-groups-sections/glbt-advisory-committee/

glbt-resources.page.

4. LGBT resources from the American Psychological Asso-

ciation at http://www.apa.org/pi/lgbt/.
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Older Adults 8
Charles P. Hoy-Ellis

According to the US Census Bureau, the number of

Americans aged 50 and older will exceed 134 million by

2030 and 172 million by 2060 [1]. Although lesbian, gay,

bisexual, and transgender (LGBT) older adults are an

increasingly visible segment of the aging US population,

accurate assessments of their true numbers are exceedingly

difficult to come by. According to a 2012 Gallup poll, 2.6%

of Americans aged 50 to 64 years and 1.9% of those aged

65 and older self-identify as LGBT, compared to 3.4% of the

overall adult population [2]. This is probably a conservative

underestimate. Many older adults who engage in same-sex

behavior or report same-sex attraction may not endorse a

lesbian, gay, or bisexual identity; gender nonconforming

older adults may not identify as transgender, although others

(e.g., researchers, healthcare providers) might characterize

them as such. Historical trauma and continued discrimina-

tion are among the factors that contribute to older adults

being less likely than younger adults to self-identify as

LGBT. Cohorts are also shaped by generational influences

that change over time.

There are three cohorts of LGBT older adults living

today: those born between 1901 and 1924 (Greatest Genera-

tion), 1925 and 1945 (Silent Generation), and 1946 and 1964

(Baby Boom Generation) [3]. The Greatest Generation came

of age in the years preceding World War II and is lauded as

the heroic generation that fought “the greatest war.”
Members of the Silent Generation were just coming of age

during the waning years of World War II and are typically

unacknowledged as a discrete cohort (i.e., silent), eclipsed

by both the Greatest and post-World War II Baby Boom

generations. World War II is a unifying theme that connects

these cohorts, yet the political, cultural, and social contexts

within which this momentous event was situated and the

consequent fallout that ensued challenged the lived

experiences and generational identities of these cohorts in

differing ways (see Table 8.1 for an overview of historical

events according to cohort and chronological age). An

awareness of the common and unique lived histories of

today’s LGBT older adults is crucial to understanding how

different generational cohorts collectively and individually

conceptualize and approach healthcare today. These

histories lead to complexities and nuances in perceptions

and behaviors that often play out in dramatic, sometimes

seemingly counterintuitive ways. For example, results from

the Caring and Aging with Pride Project (CAP), a national,

community-based sample of 2,650 self-identified LGBT

adults aged 50 to 95 years old, found that 40% of transgender

older adults feared accessing mainstream healthcare

services, in contrast to only 13% of their nontransgender,

lesbian, gay, and bisexual (LGB) peers [13]. On the other

hand, LGBT Baby Boomers in this study were significantly

more likely to fear accessing mainstream healthcare services

than their older counterparts of the Greatest and Silent

Generations [13].
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Understanding the Context and Impact
of Trauma

Cultural, political, and social contexts are constituent forces

of dominant discourses that foster discrimination, victimiza-

tion, and marginalization; these contexts are also shaped by

the very discourses they create [14]. Primary constituents of

discourse include both language and practice; dominant

discourses are “an institutionalized way of talking that

regulates and reinforces action and thereby exerts power”

[15]. Central to this conceptualization are language (i.e.,

“way of talking”) and power. Dominant discourses are

situated within particular historical moments that profoundly

influence public spheres and private domains of lived expe-

rience, which may vary significantly by cohort. The socially

constructed self is constituted by language and sustained

through discourse [16]. Heterosexism is a dominant dis-

course that has constructed heterosexuality as “normal and

natural” and same-sex desires and gender-variant

expressions deviant and abnormal. During the early and

mid-twentieth century, medical, legal, and military

Table 8.1 LGBT midlife and older adults and historic events by cohort [3]

Cohorts

Historical event

Year of

event

Greatest Generation

(born 1901–1924)

Silent Generation

(born 1925–1945)

Baby Boom Generation

(born 1946–1964)

Cohort ages in years when experienced

Emergence of medical discourse of “sexual inversion” as
illness [4]

~1860s

First known use of term “homosexual” in English

language [5]

1892

First of Greatest Generation cohort (born 1901–1924) 1901 0

First of Silent Generation cohort (born 1925–1945) 1925 1–24 0

Great Depression begins 1929 5–28 0–4

World War II begins 1939 15–38 0–14

World War II ends 1945 21–44 0–20

First of Baby Boom Generation cohort (born 1946–1964) 1946 22–45 1–21 0

Lavender Scare, a witch-hunt against homosexuals

begins [6]

1950 26–49 5–25 0–4

Homosexuality designated as mental illness in DSM-I [6] 1952 28–51 7–27 0–6

Mandated firing of federal and civilian homosexual

employees [6]

1953 29–52 8–28 0–7

McCarthy hearings broadcast on television [7] 1954 30–53 9–29 0–8

Illinois becomes first state to decriminalize sodomy [8] 1962 38–61 17–37 0–16

Civil Rights Act 1964 40–63 19–39 0–18

Stonewall riots [8] 1969 45–68 24–44 5–23

Homosexuality as pathology removed from DSM-II-R [4] 1973 49–72 28–48 9–27

Gender identity differentiated from homosexuality in DSM-
III [4]

1980 56–79 35–55 16–34

159 cases reported of what would come to be known as

HIV/AIDS [10]

1981 57–80 36–56 17–35

Total US AIDS cases reported: 733,374; died: 429,825 [10] 1989 65–88 44–64 25–43

“Don’t Ask, Don’t Tell” military policy enacted [9] 1994 70–93 49–69 30–48

1st protease inhibitors approved; HIV/AIDS soon becomes

chronic [10]

1995 71–94 50–70 31–49

Defense of Marriage Act (DOMA) enacted [9] 1996 72–95 51–71 32–50

US Supreme Court rules sodomy laws unconstitutional [9] 2003 79–102 58–78 39–57

Massachusetts first state to legalize same-sex marriage [4] 2004 80–103 59–79 40–58

First Baby Boomers turn 65 years old

“Don’t Ask, Don’t Tell” military policy ends [9]

2011 87–110 66–86 47–65

Supreme Court strikes down Section III of DOMA [11]

Gender identity disorder becomes gender dysphoria

in DSM-5 [40]

2013 89–112 68–88 49–67

Supreme Court rules bans on same-sex marriage

unconstitutional; full marriage equality state and federal [12]

2015 91–114 70–90 51–69

Reprinted from Fredriksen-Goldsen and Hoy-Ellis [3] with permission from Baywood Publishing Company
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institutions produced language that defined nonhetero-

sexuality as “sickness and perversion” and recast unnatural

behaviors into aberrant identities. The social and psycholog-

ical consequences for many LGBT people were devastating

and traumatic.

During the waning years of WWII and the beginnings of

the McCarthy Era, the dominant discourse around homosex-

uality underwent a subtle but important shift from behavior

to identity. Although Western medical and legal character-

izations of “sexual inversion” (i.e., homosexuality, gender-

variant expression/identity) can be traced back to the mid- to

late nineteenth century [4], homosexuality was formally

described as a “sociopathic personality disturbance” by the

American Psychiatric Association (APA) in the first edition

of the Diagnostic and Statistical Manual of Mental
Disorders (DSM) in 1952 [17]. It was not until 1973 that

the APA voted to remove homosexuality as a mental disor-

der per se [17]; gender identity was not differentiated from

sexual orientation until 1980 in the DSM-III [18]. Prior to

this time, LGBT people were considered mentally ill by

definition and were subjected to involuntary institutionaliza-

tion and “curative” invasive medical treatments, including

but not limited to electroshock therapy, castration, and lobot-

omy [4]. Legal and political discourses characterized same-

sex desire and gender variance as “perversion.”
Beginning in the late 1940s and extending into the 1950s,

persecution against LGBT people was fueled in large part by

an offshoot of the Red Scare fear of a communist takeover –

the Lavender Scare [6] – that cast LGBT people as either

sympathetic to communism or vulnerable to blackmail by

communists. LGBT individuals were barred from military

and federal employment [19], and the Veterans Administra-

tion ruled that service members discharged for “homosexual

acts or tendencies” were ineligible for GI-related employ-

ment services and educational benefits [6]. A keystone of

both the Red and Lavender Scares were the McCarthy

Hearings of the 1950s, now commonly characterized as

“witch trials” [6], because they reinvoked the hysteria that

surrounded the Salem witch trials in the late 1600s. These

hearings coincided with the birth of and widespread access

among Americans to television [20]. For the first time,

“sexual perversion” [6] (i.e., homosexuality) became an

open and vociferous topic of discussion in living rooms,

neighborhoods, and newspapers across the USA. In response

to this series of events, LGBT people congregated increas-

ingly in what came to be known by the mainstream as

“notorious” venues—gathering places that on the one hand

provided opportunities for community-building and connec-

tion, while at the same time increasing the vulnerability of

community members to institutional victimization and

discrimination [21].

Bars and nightclubs that served as safe havens for LGBT

people were routinely raided by police, while newspapers

routinely published the names of those apprehended and

arrested on “moral charges,” which typically led to being

fired from jobs and finding new employment more difficult

to secure [19]. In June of 1969, LGBT patrons of the Stone-

wall Inn in New York City fought back against a typical

routine police raid, sparking the Stonewall Riots; an histori-

cal event that is now memorialized annually by Pride

celebrations around the world. Although a handful of groups

had quietly begun organizing to reframe medical, legal, and

social perspectives of nonheterosexuality and gender vari-

ance in a more positive light in the 1950s, it was Stonewall

that marked the birth of the modern and very public gay

rights movement that flowered during the 1970s. This move-

ment focused on gay and lesbian individuals, largely omit-

ting bisexual and transgender individuals. Countering the

hitherto dominant discourse of sickness and perversion,

this movement spawned a resistance discourse of “pride

and liberation.” However, two momentous events would all

too quickly create yet another dominant discourse portraying

LGBT people as sick and perverse, albeit in a somewhat

different light.

In reaction to advancing civil rights for gay and lesbian-

identified people during the latter part of the 1970s, political

and religious conservatives began to coalesce under the

banner of a “moral majority,” promulgating an amalgam of

putative Christian and American values [9]. Nearly simulta-

neously in the early 1980s, what would eventually become

known as the acquired immuno-deficiency syndrome

(AIDS) pandemic in America began to surface. An emergent

dominant discourse reformulated AIDS as disease, in juxta-

position to the historic sickness of psychiatric disorder, and
subsequent death the result of divine retribution for pur-

ported sin, in contrast to previous characterizations of

LGBT people as perverse. Gay and bisexual men in particu-

lar were disproportionately impacted by initial character-

izations of AIDS as the “gay plague,” and numerous

medical care providers refused to treat those who were

infected [22]. Politicians publicly debated legislation that

would mandate that gay and bisexual men be quarantined

en masse in order to curtail the spread of AIDS in the USA

[4]. The majority argument in the 1986 Supreme Court

ruling Bowers v. Hardwick upheld the right of states to

criminalize same-sex behavior; this opinion was couched

primarily in terms of morality – Judeo-Christian values –

[8] and influenced by public and private fear of the spread of

AIDS [4]. Actions and responses of medical, political, legal,

and religious institutions have been significant contributors

to heterosexist dominant discourses that have marginalized

LGBT older adults.
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Sources of External Trauma

The impact of ongoing, day-to-day stigmatization experi-

enced by members of marginalized social groups has been

described as insidious trauma [23, 24]. Political, legislative,

and social discrimination continue to deprive LGBT older

adults of important resources, one of the hallmarks of

stigma. For example, despite national recognition of mar-

riage equality, discrimination in employment and public

accommodations based on sexual orientation and gender

identity is still legal in at least half of the states [25]. Such

institutionalized discrimination has a major impact on the

economic security of older LGBT adults. The majority of

economic resources in the USA flow from employment

[26]. Direct benefits accrue income through wages and

benefits, such as insurance and pension plans, which can

have profound consequences when LGBT individuals can

arbitrarily and legally be fired or denied promotions. Indi-

rectly, 90% of older Americans receive retirement benefits

through Social Security, which are directly based on earlier

individual and/or spousal employment histories [27]. As a

result of ongoing discrimination, LGBT older adults typi-

cally accrue lower lifetime earnings and have less access to

pension plans and employer-sponsored health insurance

[28]. In addition, spousal benefits only recently became

available to LGBT older adults when the US Supreme

Court ruled in favor of full marriage quality in June of

2015 [12]; older individuals who had partners who died

before same-sex marriage was legalized will never receive

spousal benefits. It is no wonder then that there are

disparities in poverty rates upon turning 65 years old, with

poverty rates for married lesbian and gay male couples rising

to 9.1% and 4.9%, respectively, compared to a poverty rate

for heterosexual married couples of 4.6% [28].

The effects of anti-LGBT legislation on economic secu-

rity are in many ways easier to discern than the psychological

risk. Nonetheless, the deleterious effects of discriminatory

anti-LGBT legislation on mental health have been

established by prospective, longitudinal, state-level popula-

tion-based studies [29, 30]. Regardless of outcome, the polit-

ical rhetoric and public debate associated with attempts to

legislate LGBT lives is such that the heated debates over

LGBT topics including same-sex marriage, access to gender

affirming care, etc. that occur during election season can be a

subtle reminder of ongoing insidious trauma [31]. Arguably

more subtle yet inarguably as traumatic are findings from the

General Social Survey (GSS) linked with the National Death

Index (NDI). Compared to their counterparts living in

communities with low levels of bias against sexual

minorities, LGB adults living in in communities with high

levels of such bias have significantly higher rates of prema-

ture mortality and cardiovascular disease [32], which is

strongly associated with chronic stress [33].

Sources of Internal Trauma

In addition to discriminatory conditions and events external

to the individual, Meyer’s minority stress model describes

expectations of rejection, concealment of minority identity,

and internalized heterosexism, a term used to explain the

internalization of stigmatized attitudes toward nonhetero-

sexual identities and gender variance, which then become

internal stressors in the lives of lesbian, gay, bisexual [34],

and transgender people [35]. Expectations of rejection are

understandable, as they are rooted in historic heterosexist

discourses that fostered a social atmosphere wherein

biological family members, particularly children and

parents, as well as friends, neighbors, and employers actu-

ally did reject today’s older LGBT adults. Seeking to protect

themselves from possible rejection and being targeted for

discrimination, some LGBT older adults continue to conceal

their identities, which may increase their risk for chronic

stress-related disease and depression [36]. Internalized het-

erosexism and cisgenderism are insidious minority stressors

[34], contributing to a devalued sense of self and concomi-

tant shame [37], the long-term effects of which can nega-

tively impact mental, physical, and social well-being

[34, 38]. Hate crimes motivated by sexual orientation and

gender identity are an assault on one’s personhood; the

resulting trauma is more likely than non-biased victimiza-

tion to result in significant psychological disruption, includ-

ing posttraumatic stress disorder (PTSD) and other mood

and anxiety disorders [39]. Although not meeting DSM-5

Criteria A of “exposure to actual or threatened death, serious

injury, or sexual violence. . .” [40, p. 271], past-year

experiences of heterosexist rejection and harassment were

found to be associated with PTSD symptoms in an Internet

sample of 247 lesbians who were on average 41 years old

(SD¼ 11) [24]. Such experiences occur all too frequently: in

the national, community-based CAP survey, 81% of LGBT

adults aged 50 and older reported at least one experience of

discrimination or victimization (e.g., physical assault, verbal

threats, being hassled or ignored by police) in their lifetimes;

64% indicated three or more such experiences [13]. Data

from this same study suggest that both internalized stigma

and lifetime experiences of discrimination and victimization

are associated with depression and disability among LGB

[41] and transgender older adults [42].

Pooled data from the Washington State Behavioral Risk

Factor Surveillance System (BRFSS) of nearly 100,000

adults aged 50 and older found that compared to

heterosexuals aged 50 and older, LGB older adults are at

significantly greater risk for both excessive drinking and

smoking [43]. The risk for transgender older adults is likely

to be at least as great [42]. While clearly a major health

concern, these disparities in health aversive behaviors can be

understood as a synergistic effect resulting from a
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confluence and interactions of trauma-response and other

social, historical, cultural, economic, political, and psycho-

logical factors. As we previously discussed, overt social and

political hostility, coupled with de facto legal discrimination

and victimization by police, led to bars and nightclubs

becoming underground safe havens for LGBT people during

the middle decades of the twentieth century [19]. Alcohol –

in addition to a space to socialize – was and continues to be

the primary product of such establishments; while tobacco

use in such venues has become increasingly challenged in

recent years, smoking was also part and parcel of social life

in the past. Coupled with ready access to these substances,

both smoking and drinking are common behavioral

responses used to cope with general stress [44], which is

compounded by the layering minority stressors observed

among LGBT people [34]. Furthermore, LGBT

communities have been recognized as a niche market by

purveyors of alcohol [45] and tobacco [46], leading to

targeted marketing of LGBT communities and sponsorship

of events, such as annual Pride celebrations.

LGBT older adults are also at increased risk for elder

abuse, neglect, and consequent trauma. Domestic elder

abuse refers to intentional mistreatment of a vulnerable

older adult by someone in a trusting relationship, such as a

friend, family member, partner, and/or caregiver [47].

Definitions of elder abuse and neglect vary by state but are

commonly categorized as (a) physical abuse – threatening to

or causing physical harm; (b) emotional abuse – verbally or

non-verbally causing psychological distress and emotional

pain; (c) sexual abuse – being coerced in any manner to

participate in or witness any form of nonconsensual sexual

activity; (d) exploitation – the misappropriation or misuse of

financial assets; (e) neglect – failing to provide for basic

needs or failing to protect a vulnerable older adult from

abuse or neglect by someone else; and (f) abandonment –

being deserted by an individual who has custodial care

[47]. A national probability sample of Americans aged

60 and older found that previously experiencing traumatic

events increases the risk of elder abuse and neglect [48]. In a

New York State sample of 3,500 LGBT adults aged 55 and

older, between 8% and 9% had been abused, neglected,

blackmailed, or otherwise financially exploited by

caregivers due to their sexual orientation or gender identity

[49]. Five percent of a community sample of 616 LGBT

adults aged 60 and older in a San Francisco reported being

abused [50]. The majority of LGBT elder abuse victims do

not report their experiences, many because of an

understandable lack of trust in authorities [51]. Nearly a

quarter (23%) of LGBT CAP participants reported that

they had been threatened with being outed [13], which may

increase their vulnerability to abuse and neglect.

LGBT older adults also continue to be impacted by histor-

ical trauma stemming from the US AIDS pandemic of the

1980s and early 1990s. A number of researchers have

characterized that epochal experience as being akin to a

natural disaster, with death on vast scale, and destruction of

social and community fabric [4]. Individuals initially

responded with shock, but as the death toll from AIDS

continued to mount into the tens of thousands, their

emotional response gave way to a sense of numbness and

depletion. Coexistent with this individual trauma was the

collective trauma of loss of community, which led commu-

nity members to question their sense of the LGBT commu-

nity as a part of a meaningful and coherent world [4]. To date,

more than 650,000 Americans have died from AIDS, a

majority of them gay and bisexual men [52], an entire gener-

ation lost. Many older gay and bisexual continue to experi-

ence “survivor’s guilt,” another form of ongoing trauma.

Although providers’ attitudes toward sexual and gender

minorities have become increasingly positive in recent

decades, prior experiences of trauma remain a significant

contributor to LGBT older adults’ fear of accessing and

utilizing healthcare and related services. A literature review

of 66 studies found that discrimination seriously and nega-

tively impacts LGBT older adults’ access to healthcare, the

quality of care received, and utilization of healthcare, hous-

ing, and social services [53]. Many LGBT older adults are

fearful of accessing other community support systems, such

as senior centers, assisted living facilities, and skilled

nursing facilities [54]. In addition to expectations of discrim-

ination from both staff and other consumers in such

facilities, many LGBT older adults fear institutional abuse

and neglect from staff, and isolation from other service

users. Experiences of stigma and fear may create significant

barriers to accessing healthcare, and provider bias may

influence the quality of care [55].

Transgender older adults share many of the same

challenges as nontransgender LGB older adults; they also

have unique experiences. Many have faced closets within

closets – concealing their gender identities in both dominant

and lesbian and gay male cultures due to transphobia (more

accurately the gendered aspect of heterosexist discourses) in

both. This stems in part from the reality that gender identity

was not widely differentiated from sexual orientation until

the 1980s. With no preexistent public language from which

to constitute “nonnormative” gender identities, some older

transgender and gender nonconforming individuals are only

now constructing congruent and authentic selves. Emergent

themes from a small (n ¼ 22) qualitative study that exam-

ined the experiences of individuals who did not seriously

contemplate or start gender transition until they were 50 or

older provide compelling insights. Having lived a significant

portion of their lives within the deeply entrenched enforce-

ment of “traditional” gender expressions and expectations,

participants described this period as “time-served” [56].

In a recent qualitative study, a major theme highlighting
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the process of finally embracing one’s gender and expressing
one’s true self at an older age was highlighted by Fabbre

(2015) as: “fraught with emotional anguish and anger, which

took a toll on . . . mental health . . . [but resulted in] the sheer

peace of accepting oneself and feeling comfortable in one’s
own skin” (p. 149). Emotions of shame and anger were

balanced with great fortitude and a sense of joy and libera-

tion for most participants [56].

Among other reasons, transgender individuals may

choose to delay disclosing their gender identity and

transitioning because of family concerns. It is extremely

common for children who learn that a parent is transgender

to experience grief at the loss of either a “mother” or a

“father” [57]. Although most of these children eventually

reconcile to the change in parental role and expression of

gender identity, many do not, choosing rather to treat the

transgender parent as truly dead [57]. This may explain why

40% of children of transgender adults aged 55 and older in

the National Transgender Discrimination Survey (NTDS)

have no communication whatsoever with the transgender

parent [58]. Transgender older adults experience a similar

conundrum when considering accessing healthcare. Disclo-

sure of gender identity and choosing to pursue transition may

provide psychological relief [35] and increase appropriate

care planning [59]; however, it can also make one a more

visible target for discrimination [34].

In the national, community-based CAP survey, transgen-

der participants had significantly higher rates of being

denied or provided inferior healthcare (40%) than

nontransgender LGB participants (11%), even after

controlling for age, income, and education [13]. In an ongo-

ing needs assessment of LGBT older adults (64–88 years

old) utilizing the LGBT Elders Needs Assessment Scale,

42% of 1,100 respondents to date report being treated in an

aversive manner in the healthcare system [60]. One CAP

participant stated, “I was advised by my primary care doctor

(at my HMO) to not get tested there, but rather do it anony-

mously, because he knew they were discriminating”
(57, S42). Discrimination in healthcare settings leads many

LGBT older adults to put off or even do without needed

healthcare [61]. Fearing discrimination, many do not dis-

close their sexual orientation or gender identity to their

primary care provider [62]. In a recent survey conducted

by Harris Polling on behalf of SAGE (Services and Advo-

cacy for GLBT Elders), 36% of 1,857 LGBT adults aged

45 to 75 years old had not disclosed their sexual orientation

to their primary care physician; 44% believed that disclosing

their sexual orientation or gender identity to staff in

healthcare settings would be detrimental to their

relationships with these providers [63]. In addition to subop-

timal healthcare, nondisclosure may also contribute to poor

mental health outcomes, in part by exacerbating internalized

heterosexism [36].

Supporting Resilience When Working
with LGBT Older Adults

In the face of such adversity, LGBT older adults demonstrate

amazing resilience. The interaction of background

characteristics and numerous risk and protective factors can

either support competent engagement of resources or under-

mine adaptation and resilience among older adults in the

general population. These include mobility, physical activ-

ity, self-reliance, not abusing substances, social support, and

positive self-identity [64, 65]. Drawing on Resilience Theory

[66], Fredriksen-Goldsen and colleagues [41, 42]

conceptualized a resilience framework that highlights the

ways in which these factors also apply to resilience among

LGBT older adults, although resources that support resil-

ience development in this population may be more difficult

to access. For example, physical activity promotes mental

and physical health and is protective against mobility loss

[67]; however, programs that target physical activity among

older adults are often provided through community aging

programs such as senior centers that may be unsafe for

LGBT older adults. Historically, bars and nightclubs

provided safe havens where LGBT people could congregate;

however, such venues also provided ready access to alcohol,

tobacco, and other substance use. Adding insult to injury,

programs designed to reduce substance misuse among older

adults typically do not target LGBT elders, while companies

that produce and distribute alcohol have disproportionately

targeted LGBT communities [45]. Similarly, LGBT agencies

and programs that promote health are typically geared toward

younger LGBT people. Understanding how these dynamic

forces interact with multiple psychological and social

characteristics is instrumental in supporting resilience when

working with LGBT older adults.

Exposure to pervasive marginalization, discrimination,

and trauma may also provide opportunities for development

of heightened resilience. For example, in a sample of

141 transgender adults aged 61 plus in the online Trans
Metropolitan Life Survey, 71% indicated that they had

“aged successfully” [68]. The MetLife Survey of 1,201

LGBT Baby Boomers aged 45–64 found that while half of

respondents indicated that being LGBT made aging more

challenging, most (about 75%) reported that it made them

better prepared for aging [69]. The idea that successfully

navigating a lifetime of heterosexist discrimination and vic-

timization could better prepare LGBT people for the

vicissitudes of aging through crisis competence was first

put forth in the latter part of the twentieth century

[70, 71]. The gay character Arnold in the 1988 movie

Torch Song Trilogy is emblematic of the notion of crisis

competence in the context of a lifetime of marginalization

when he announces: “There’s one more thing you better

understand. I have taught myself to sew, cook, fix plumbing,
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build furniture – I can even pat myself on the back when

necessary – all so I don’t have to ask anyone for anything.

There’s nothing I need from anyone except for love and

respect and anyone who can’t give me those two things has

no place in my life” [72].
Cultivating crisis competence may be challenging for

some LGBT older adults, considering the overwhelmingly

negative dominant discourses of LGBT sickness, perversion,

and sin that permeated so much of the American landscape

when they were growing up, coming of age and forming

their identities. Conversely, because LGBT older adults’
identities as sexual and gender minorities were typically

constructed and integrated in such a hostile social climate,

such adversity may actually promote resilience and positive

identity – in the words of Nietzsche “that which does not

destroy, strengthens.” The experience of trauma can shatter

one’s expectations of the world as predictable and orderly.

The process of reconstructing that world, making sense of

the incomprehensible, can contribute to resilience through

posttraumatic growth, providing a new appreciation of inter-

nal strengths and interpersonal relationships [73]. In her

explication of positive marginality, Unger [74] argues that

minority individuals can reappraise their experiences of

marginalization as meaningful influences that provide impe-

tus for recasting previously stigmatized attributes (e.g., sex-

ual orientation, gender identity) as essential aspects of a

valued, agentic, resilient self. The reappraisal of discrimina-

tion and victimization as a “challenge” rather than a “threat”
engages responses that support resilience rather than hope-

lessness and helplessness [75]. This process can also be

bolstered by personal spirituality, one of the resilience

repertoires articulated by transgender older adults as being

key to positive aging [68]. Beyond individual level factors –

the exercise of agency, creation of meaning from adversity,

and increasing self-acceptance – caring interpersonal

relationships and social and political action are additional

repertoires that support resilience [68].

In tandem with broader community and social exclusion,

many LGBT older adults have been rejected by their

biological families; they are less likely than heterosexual

older adults to have children of their own. Families-of-

choice, also characterized by Maupin as “logical kin” in

juxtaposition to “biological kin,” [76] are typically com-

posed of friends, neighbors, and often former partners. The

majority of LGBT older adults indicate that they have such

families [69], which they describe in terms of “trust, shared

values, acceptance, compatibility, and care” [77]. In addition
to being foundational to the caring interpersonal

relationships of LGBT older adults, these families can pro-

vide an anchor for positive identities that support resilience.

Unfortunately, members of families-of-choice are generally

not accorded automatic legal standing [78], which may be a

barrier to LGBT older adults’ ability to “age in place.”

Overwhelmingly, regardless of sexual orientation or gen-

der identity, most older adults would prefer to age in or close

to their communities (i.e., “place”) and their formal and

informal supports [60]. Research also provides evidence

that moving from community living to institutional living

typically results in life expectancy compression, significantly
reducing remaining life expectancy [79]. LGBT older adults

are less likely to have children, an important resource for

aging in place. Nearly 31% of LGBT older adults in the CAP

study reported annual household incomes at or below 200%

of the Federal Poverty Level [13], further restricting access

to important community support. Fearing discrimination

makes it less likely that they will access mainstream

community-based supports, such as senior centers and the

social health-promoting programming they offer. In an

ouroboros-type fashion, this can contribute to social isola-

tion that is associated with increased risk for premature

morbidity and consequent institutionalization. With the

exception of very few states, the Family Medical Leave

Act (FMLA) does not recognize or provide protections to

such families-of-choice. However, the National Family

Caregiver Support Program (NFCSP) has extended its defi-

nition of family constitutions beyond legally related family

members to include “other caregivers” [80]. Armed with this

knowledge, providers can assist LGBT older adults and their

families-of-choice in accessing programs funded under the

NFCSP to support aging in place.

The tempestuous years of the height of the AIDS pan-

demic in the USA offers not only posttraumatic growth but

also positive marginality, reflective of the incredible resil-

ience of LGBT older adults. In the face of overt hostility and

discrimination at the hands of governmental and healthcare

institutions, today’s LGBT older adults were in the vanguard

of political action responding to the “violence, ignorance,

and stigma with which they were confronted by educating

themselves and others” [77]. The models and programs they

created to care for their dying loved ones and their

communities have been recreated and implemented across

the globe [77]. By recognizing and acknowledging these

profound contributions when working with LGBT older

adults, providers can further reinforce resilience.

Health Promotion

The cornerstones of competency are awareness, attitudes,

knowledge, and skills, which are necessary to promote equi-

table access to healthcare for LGBT older adults and

communities. Implicit biases of healthcare providers can

have a major impact on quality of care; in fact past exposure

to such biases may even drive an LGBT individual’s decision
as to whether to seek future care at all [62]. Healthcare

providers can and must play an active role in addressing

8 Older Adults 95



elder abuse and neglect as mandatory reporters. If the danger

to an older adult is immediate and serious, call 911 or your

local police. If the situation is not imminently hazardous, the

Administration on Aging and the National Center on Elder

Abuse operate a State Resources website that provides

easy access to reporting agencies, laws, and other

resources (http://ncea.aoa.gov/Stop_Abuse/Get_Help/State/

index.aspx). Most violence recovery programs (VRPs) in

LGBT communities do not specifically target older adults.

However, the programs that do exist, such as Fenway Health

Center’s VRP (http://fenwayhealth.org/care/behavioral-

health/vrp/), provide services that encompass the multiple

forms of violence that LGBT people experience, from inti-

mate partner violence to hate crimes. An overview of this

program is covered in an archived webinar that addresses

particular issues in same-sex intimate relationships, includ-

ing healthcare access, sponsored by the National LGBT

Health Education Center at the Fenway Institute

[52]. While explicit bias on the part of healthcare providers

has diminished in recent decades, implicit bias continues to

impact the health and healthcare of LGBT older adults. A

nonprobability international sample (n ¼ 247, 030) of

healthcare and associated workers’ implicit and explicit

attitudes regarding sexual orientation found that heterosexual

providers across the board had an implicit bias in favor of

heterosexuality [81]. Interestingly, heterosexual nurses had

the highest levels of such bias [81], an important consider-

ation as they generally have more contact with those seeking

healthcare services. Because of their long history of discrim-

ination and marginalization, LGBT older adults are likely to

be acutely aware of implicit bias on the part of healthcare

providers. Such bias may impede open communication and

could potentially influence treatment recommendations [81],

further contributing to health disparities among LGBT older

adults [62, 81]. Utilizing Hays ADDRESSING (age, devel-

opment/disability, religion, ethnicity/race, social status, sex-
ual orientation, indigenous heritage, nationality, gender/

gender identity-expression/sex) framework [82], healthcare

providers can increase their awareness by understanding how

power dynamics inherent in implicit bias can impact

interactions with LGBT older adults. This framework calls

for individuals to explore how their own and their clients’
various social identities locate and modulate interpersonal

communications and professional decision-making.

Fredriksen-Goldsen and colleagues’ health equity promo-

tion model [83] can be invaluable in aiding healthcare

providers to expand their knowledge, facilitating resilience

among older LGBT adults (see Fig. 8.1). This model situates

LGBT health and well-being within a lifecourse perspective,

recognizes the potential and actual negative impact of social

structures and institutions, and the central roles of agency

and resilience on health outcomes. This framework

“highlights (a) heterogeneity and intersectionality within

LGBT communities; (b) the influence of structural and envi-

ronmental contexts; and (c) both health-promoting and

adverse pathways that encompass behavioral, social, psy-

chological, and biological processes” [83].
Healthcare providers can also foster resilience among

LGBT older adults through the development and utilization

of specific competencies and strategies. These skills and

knowledge offer a guide for best practice [84]. Some of

these have already been discussed, such as incorporating

the ADDRESSING framework to increase awareness of

implicit biases and how these biases inform all decision-

making processes, including ethical dilemmas. The

ADDRESSING framework can also be applied on a systems

level to raise awareness of the ways that services, programs,

and agencies may unwittingly contribute to ongoing margin-

alization. It is important to become cognizant of the ways in

which historical and current social contexts, including dis-

criminatory policies and laws, deleteriously and differen-

tially have impacted and continue to affect the

development, life transitions, and health and well-being of

LGBT older adults [84], as this information is crucial to a

thorough biopsychosocial assessment. Effective and sensi-

tive treatment planning is only possible when one recognizes

the heterogeneity of LGBT subgroups (i.e., unique

experiences of people who are bisexual and transgender)

and considers the impact of intersectionality (i.e., different

life experiences that result from exposure to multiple

intersecting identities in addition to sexual orientation and

gender identities). Providers should explore with clients the

language they favor and use this language to demonstrate

respect and understanding [84]. For example, as a result of

historic discourses, older lesbians may consider themselves

to be “gay”, while older gay men may prefer the term

“homosexual.” Similarly, although often well-meaning, the

term “sexual preference” as opposed to “sexual orientation”
or “sexual identity” implies choice, which is rarely the case.

The American Psychological Association’s (APA) Publica-
tion Manual (6th edition) offers additional guidance on

appropriate terminology [85].

Healthcare professionals also have unique opportunities

to empower LGBT older adults, their families, and their

informal caregivers in negotiating the fragmented aging,

health, and social services systems. At the same time,

healthcare systems have an unparalleled opportunity to

“defragment” themselves by applying innovative strategies

to promote health equity. Fenway Health – a Federally

Qualified Health Center in Boston, Massachusetts – provides

a ready example. While a central tenet of Fenway Health’s
mission focuses on promoting the well-being of LGBT peo-

ple, the health center is inclusive of all members of its

geographic community, rather than the larger community

being inclusive of LGBT people. Fenway Health has been

a pioneer in providing wrap-around, intergenerational health
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services (e.g., mental, physical, dental, social) through a

network of locations with dedicated programming that

recognizes LGBT diversity. Offering a single gateway portal

(http://fenwayhealth.org/care/) transforms a fragmented

maze into an integrated web. In addition, Fenway Health

now houses the LGBT Aging Project (http://fenwayhealth.

org/the-fenway-institute/lgbt-aging-project/), a nonprofit

organization dedicated to ensuring that LGBT older adults

in Massachusetts have equal access to the life-prolonging

benefits, protections, services, and institutions that their het-

erosexual neighbors take for granted. Additional training

and other resources that can help social service agencies

develop the capacity to provide competent care to LGBT

elders can be found at the National Resource Center on

LGBT Aging (https://www.lgbtagingcenter.org/).

The LGBT community itself can be an invaluable

resource to address social isolation among LGBT older

adults. For example, the Seniors Preparing for Rainbow

Years (SPRY) program at the Montrose Center in Houston,

Texas (http://www.montrosecenter.org/hub/services/spry/)

offers communal lunches and drop-in space three times a

week for LGBT adults aged 60 and older. Older LGBT

adults also volunteer to engage other LGBT older adults;

provision of peer counseling and “friendly visits” decreases

social isolation and the need for more formal clinical

services. Funding for services and programs specific to

LGBT older adults can be a perceived barrier in both main-

stream and LGBT agencies. In addition to actively engaging

members of the LGBT community to identify solutions,

organizations that seek to promote the health and well-

being of LGBT communities through institutional philan-

thropy, such as Funders for LGBT Issues (https://www.

lgbtfunders.org/), can provide valuable consultation.

Healthcare providers and programs have an unparalleled

opportunity to promote health equity among older LGBT

adults, families, and communities. The first step in this

transformation is to recognize and acknowledge the roles

that governmental and healthcare institutions and societal

norms have historically played in inflicting and perpetuating

trauma on these populations. The second step is to under-

stand how historical traumas continue to affect individual

patients’motivations and actions. The third step is to support

individual change toward happier/healthier lives using

evidence-based practice. As important is to use our individ-

ual and collective knowledge and experience to continue to

advocate for structural/systemic changes to better meet the

needs of older LGBT adults. This historically marginalized

and invisible population is inarguably resilient, yet

Fig. 8.1 Health equity promotion model [83]
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significant health disparities and barriers to healthcare

access remain. Education, awareness, knowledge, and skill

are essential to culturally competent practice and to further

promote resilience and the health and well-being of LGBT

older adults.

Case Study

Jiao, an 86-year-old Asian American woman, is referred to

your facility by Adult Protective Services (APS) for

suspected neglect (Fig. 8.2). She reports that she lives

alone and has two adult children that she claims visit her

once a month, and she has been divorced for 40 years. Upon

further questioning about her situation, she states that she

keeps to herself, doesn’t leave the house often or speak to her
neighbors, and in a very hushed tone mentions “. . . Abbie. . .

passed on many years now but can’t talk about that. . .” She
is alert and oriented to the conversation and able to partici-

pate in brief cognitive testing. A MOCA exam was

performed with a score of 27/30, and she has no family

history of dementia. She has no personal history of schizo-

phrenia or substance use. Prior to retirement at the age of

65, she worked as an administrative assistant for 40 years.

She is very quiet, makes poor eye contact when discussing

“Abbie,” and appears despondent. You are concerned about

safety, health, and mental health issues.

Discussion Questions

• What are your initial assumptions?

• What ADDRESSING factors might be influencing those

assumptions?

• How might you explore those assumptions as part of a

biopsychosocial assessment?

• How would you assess for possible mood and anxiety

disorders? Suicidality? Loneliness versus depression?

• What other questions would you ask as part of the assess-

ment process?

• What resilience factors can you identify?

• Discuss how you might think about accessing resources

in this case.

Summary Practice Points

1. Older LGBT adults have unique lived experiences and

generations influences that shape their understanding of

their sexual orientation identity and gender identity (e.g.

older adults may not use an LGBT identity).

2. Older LGBT adults may be more likely to have been

rejected by both their parents and their children, and

rely on families of choice for support.

3. Mobility, physical activity, self-reliance, substance non-

use, social support, and positive self-identity are

associated with resilience and positive coping among

older LGBT adults.

4. The ADDRESSING framework can be helpful when

considering how implicit bias and power dynamics affect

older LGBT adults, and provide a better understanding of

how to engage in respectful clinical communication.

5. Numerous social support services are available for older

LGBT adults including Services and Advocacy for LGBT

Elders (SAGE), the LGBT Aging Project, and Aging with

Pride.
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Introduction

Gender identity refers to one’s internal sense of gender.

Transgender individuals are those whose gender identities

do not align with their assigned sex at birth. Included in this

umbrella term are people with binary identities, e.g., who

were assigned female at birth and identify as male, as well as

individuals who identify outside the gender binary of either

male or female and who may use nontraditional terms to

describe themselves, such as genderqueer, androgynous,

bigender, and two-spirited gender [1]. Transgender

individuals are also diverse in sexual orientation and may

identify as heterosexual, bisexual, lesbian/gay, or pansexual.

Data on transgender individuals are not routinely collected or

reported in US surveys; however, the prevalence of gender

nonconformity in the population may be as high as 0.5% [2].

Gender dysphoria is a term used to describe distress that

is caused by a discrepancy between gender identity and sex

assigned at birth. Not all transgender people will experience

distress, and some may only experience distress at a particu-

lar point in their lives. The use of the term may be seen as

pathologizing by some and also facilitates access to gender-

affirming treatment and changes to gender markers, e.g., on

identification cards and birth certificates [3]. Transgender

persons who wish to have their physical appearance congru-

ent with their current gender identity may seek out medical

interventions such as hormone therapy and/or surgeries, a

process called medical/surgical transition [4, 5].

Health Outcomes for Transgender People

Over the last two decades, an increasing number of peer-

reviewed publications have addressed the health and well-

being of transgender individuals; however, the literature is

still limited and predominantly focuses on specific areas,

such as the diagnosis of gender dysphoria and its treatment,

mental health disorders, and communicable diseases such as

HIV, which affects transgender women disproportionately

[6]. A recent Institute of Medicine Report underscored the

need for more research to be done on all aspects of transgen-

der health [7].

Despite greater visibility, transgender individuals con-

tinue to experience high rates of stigma and discrimination

manifested by macro- and microaggressions on many levels.

Transgender persons may experience external (enacted)

stigma as a result of their gender nonconformity, including

outright violence, verbal harassment, bullying, denial of

health-care services, and discrimination in public

accommodations [8–16]. Enacted stigma does not affect

transgender and gender nonconforming people equally.

Studies have shown higher rates of discrimination against

those who are gender nonconforming or “visibly trans”
[8, 16]. Transgender people who “pass” or “blend” (i.e., do
not appear to be transgender) may avoid overt discrimina-

tion; however, they may experience heightened anxiety

instead due to fear of disclosure [17]. Expectations of dis-

crimination, even when not actualized, can result in adverse

health outcomes as a result of nondisclosure of gender iden-

tity and avoidance of health care due to fear of discrimina-

tion [8, 12].

Microaggressions are verbal and nonverbal messages that

send often unintended yet nevertheless demeaning messages

that may impact self-esteem negatively. Examples include

A.E. Radix, MD, MPH (*)

Director of Research and Education at Callen-Lorde Community

Health Center, Assistant Clinical Professor of Medicine at New York

University, 356 West 18th Street, New York, NY 10011, USA

e-mail: aradix@callen-lorde.org

L. Erickson-Schroth, MD, MA

Mount Sinai Beth Israel, Hetrick Martin Institute, 461 Central Park

West #2A, New York, NY 10025, USA

e-mail: Erickson.schroth@gmail.com

L.A. Jacobs, LCSW-R

239 North Broadway, Sleepy Hollow, New York, NY 10591, USA

e-mail: Laura@LauraAJacobs.com

# Springer International Publishing AG 2017

K.L. Eckstrand, J. Potter (eds.), Trauma, Resilience, and Health Promotion in LGBT Patients,
DOI 10.1007/978-3-319-54509-7_9

105

mailto:aradix@callen-lorde.org
mailto:Erickson.schroth@gmail.com
mailto:Laura@LauraAJacobs.com


exoticization of transgender people, endorsing the gender

binary, and reinforcing stereotypes, e.g., that all transgender

people want to undergo gender-affirming surgeries [18].

Microaggressions, enacted and felt stigma, and internalized

transphobia can all contribute to adverse psychosocial and

physical health outcomes, including high rates of HIV and

other sexually transmitted infections, substance use, depres-

sion, anxiety, suicidal thoughts and actions, avoidance of

health care, poverty, homelessness, and incarceration [6, 8,

10, 15, 19–22]. Barriers to routine and emergent care can

have dire consequences. For example, transgender people

may opt to access hormones outside of medical settings or

undertake gender-affirming procedures such as silicone and

soft tissue filler injections, leading to serious medical

complications [17, 23, 24]. It is therefore critical to frame

stigma and health outcomes, including quality of life, within

a minority stress model so as to aid in the development of

targeted strategies for building resilience (Chap. 4, Fig. 4.2).

Studies of Resilience in Transgender
Populations

Given the high levels of discrimination and violence experi-

enced by transgender people and the mental health outcomes

that can result from these traumatic experiences, a number of

researchers have begun to focus on resilience within trans-

gender communities. Instead of asking which risk factors

lead to poor coping, they are attempting to determine which

protective factors help transgender people to thrive despite

difficult situations (Fig. 9.1).

In general, studies of resilience in transgender people

have been small and qualitative, though some larger quanti-

tative studies include measures related to resilience. Defin-

ing resilience as an outcome has been one of the most

difficult tasks for researchers. Some have used resilience

scales already developed for the general population [25],

while others have attempted to create resilience scales spe-

cific to transgender people [26]. Most studies have not used

resilience scales, instead focusing on factors that differenti-

ate those trans people who have “good outcomes” (i.e., high
self-esteem, good quality of life) from those who have “poor

outcomes” (i.e., depression, anxiety).
Examining factors that contribute to resilience is not

the only way researchers have approached the study of

transgender resilience. Some studies have also examined

strategies employed by transgender people that allow them

to be resilient, including seeking out LGBT peers for social

support [25]. Notably limited are studies of interventions to

promote resilience, although it can be argued that transition-

related health interventions such as hormones and surgeries

are resilience building; certainly, studies have supported

the fact that initiation of gender-affirming care reduces

gender dysphoria and improves psychological functioning

[27, 28]. While every day across the country transgender

people engage in activities such as attending support groups

and doing advocacy work, these activities have rarely been

studied formally as resilience-promoting interventions.

Two factors that have been established as contributing to

resilience among transgender individuals are family and

social support [8, 15, 25, 29–31]. Family support has been

correlated with less distress among transgender people [15],

while social support has been linked to lower levels of

anxiety and depression [29]. Moreover, support from friends

and family is associated with a decrease in suicidal

behavior [31].

It has been somewhat difficult to tease out the types of

social support that are most influential. Increased size of the

transgender community has been shown to correlate with

decreased distress, and transgender peer support moderates

the relationship between stigma and mental distress [15];

however, it is not known whether support from transgender

peers is a crucial ingredient or if general social support might

be sufficient. Very little is known about how helpful it is

for transgender people to have connections with LGBT

communities where most of the members are not transgen-

der. For some people this may be very rewarding. One study

showed that having frequent contact with LGBT peers was

associated with higher scores on a resilience scale [25]. How-

ever, LGB communities can sometimes be subtly or even

outwardly discriminatory toward transgender people, so how

composition of and contact with LGBT support networks

impact resilience remains unclear.

There are certain demographic characteristics that appear

to influence resilience in transgender communities. Several

studies have shown that younger age is correlated with

greater psychological distress among transgender people

[25], while older age is associated with resilience, specifi-

cally with regard to the impact of gender-related abuse

[15, 22]. It may be that transgender people learn resilience

strategies over the course of their lifetimes; however, it may

also be that those who are not as resilient do not live as long.

Those transgender people who are employed and/or have

higher incomes or levels of education appear to show lower

levels of depression and higher resilience scores [15, 25, 29,

30]. These correlations may not represent causation, as it is

possible that those who are more resilient or less depressed

are able to finish college, achieve employment, and make

good incomes more frequently than others. While employ-

ment may correlate with resilience, the work environment

can be difficult to navigate for a transgender person. In

fact, one study demonstrated that employed transgender

people face higher levels of stigma than nonemployed trans-

gender people [32]; in another study, 90% of transgender

people reported experiencing harassment, mistreatment, or

discrimination on the job or taking actions to avoid it [8].
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This information underscores the need to enact anti-

discrimination legislation in employment and public

accommodations for transgender and gender nonconforming

individuals. Similarly, in schools, providing trans-affirming

environments free of violence and bullying may help to

improve graduation rates of transgender students.

In general, it appears that like other people, transgender

people benefit from having full lives. This includes receiving

family and social support, succeeding in school, and being

employed. However, it also depends on other facets of life.

Transgender people who have reasons for living, such as

children, have fewer suicidal behaviors [31]. Trans men who

are sexually satisfied are less likely to be depressed [30]. In a

study of 141 older trans individuals, successful aging

included caring relationships; engaging in an active, healthy

lifestyle; and nurturing their spiritual selves [33].

Research has begun to reveal some of the strategies that

transgender people use to remain resilient in difficult

circumstances. Many of the studies of resilience strategies

are small and qualitative, but a number of topics have

emerged that are worthy of further investigation. Impor-

tantly, transgender people may need to utilize different cop-

ing styles at different points during the transition process

[34]. One theme that frequently emerges from trans resil-

ience studies is the potential benefit of increased awareness

of stigma [35–38]. In one study of trans people of color,

participants highlighted the importance of recognizing and

negotiating gender and racial/ethnic oppression

[37]. Another study found that awareness of stigma protects

self-esteem in the face of blatant, but not more subtle dis-

crimination [38]. Being involved in advocacy also appears to

be a common resilience strategy for transgender people

[33, 35, 37, 39]. It is likely that awareness of stigma and

involvement in advocacy allow transgender people to see

their oppression as a societal issue that affects them as a

class of people, rather than as individuals fighting the world

on their own.

Despite the increasing number of studies of transgender

resilience factors and strategies, there has been little formal

research into interventions that promote resilience among

transgender people. One reason for this may be that commu-

nity organizations and health-care centers that engage in

activities likely to build resilience are less focused on pro-

ducing research than results for individual people; however,

there is growing consensus that research into resilience-

building interventions is an important next step [40–

43]. Two peer-led interventions (Life Skills and Girlfriends)

show early promise in reducing participants’ sexual risk

behaviors by increasing participant’s use of condoms and

reducing the number of their sex partners [44, 45]. These

interventions, which address transgender stigma and

empowerment and feature skills building exercises and

Fig. 9.1 Factors contributing to

the resilience of transgender

individuals
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HIV education, are now being formally studied in clinical

trials. Transition-related health care can also be considered a

resilience-building intervention for transgender people.

While few large-scale prospective studies have been

performed, evidence to date demonstrates that desired hor-

mone treatments and surgeries correlate with improved qual-

ity of life and mental health outcomes among transgender

people [46–49].

Recently published research has highlighted the impor-

tance of structural interventions in reducing adverse health

outcomes among transgender people. In one study, veterans

who live in states that have employment nondiscrimination

protection were shown to have lower rates of mood

disorders and self-directed violence [50]. Similarly, in

12 city jails in New York implementation of a staff training

regarding the needs of transgender detainees was

associated with a significant reduction in complaints related

to medical care, including access to hormones and medical

staff sensitivity [51].

Summary

Microaggressions, enacted and felt stigma, and internalized

transphobia contribute to increased mental health issues

among transgender populations, including depression,

anxiety, suicidal thoughts and actions, substance use, and

engagement in other risk behaviors. Resilience factors

among transgender persons include family and social sup-

port, employment, recognition of stigma and involvement in

advocacy. Structural interventions that improve health and

well-being include access to gender-affirming care, includ-

ing medical transition care, and legal protections. More

research needs to be done to study effective individual-,

interpersonal-, and community-level interventions for build-

ing resilience. Clinicians play an important role by providing

culturally competent care in environments that are bias-free,

facilitating access to hormonal therapy, providing appropri-

ate referrals for transition care if needed, and linking their

clients to community resources, such as support groups and

legal assistance.

Case Scenario

Natasha is a 34-year-old, African-American, transgender

female presenting for the first time to an LGBT community

health clinic to initiate hormones (Fig. 9.2). During the

health interview, Natasha discloses that she is an officer

in the US Army. She was born in South Carolina, where she

completed high school. During college she was a member

of the Reserve Officers’ Training Corps, and since gradua-

tion she has remained on active duty. Natasha is married to

a woman, Sherylyn, and has a 6-year-old son. Her father, a

lieutenant in the military, died in an accident when she was

13, but her mother and two sisters are alive and well. Four

years ago Natasha started psychotherapy for depression and

gradually came to embrace her identity as a transgender

woman; however, when she shared this revelation at home,

Sherylyn initially was angry and distant. Natasha states that

she knew from a young age that that she “was different,”
but gender nonconformity was not accepted in her conser-

vative family. As the only son, she was expected to follow

in her father’s footsteps; to this day, no one else in her

family knows that she is transgender, and she believes they

would not accept her as a transwoman. Natasha is very

concerned that she will not be accepted if anyone finds

out that she is transgender. She wants to start hormones,

but at a low dose so that the physical changes will be less

noticeable.

Discussion Questions

1. What strategies can health professionals use when trying

to promote health and well-being among transgender

clients?

2. How should providers assess support systems for trans-

gender clients who present for hormonal care?

3. What are some examples of enacted stigma experienced

by transgender people, and how might this differ for those

serving in the military?

4. How does access to transition health services, including

hormones and surgeries, impact the health of transgender

people?

5. What community resources are available to support trans-

gender people who serve in the military?

Fig. 9.2 Natasha is a 34-year-old, African-American, transgender

female presenting for the first time to an LGBT community health

clinic
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Summary Practice Points

1. Medical and mental health providers need to build prac-

tice settings that affirm the identity of transgender

persons and provide culturally competent and appropriate

care. They should be knowledgeable about terminology

and ensure that transgender clients are treated respect-

fully, which includes using requested names and

pronouns. Providers should be aware of issues that impact

access to care, such as stigma and discrimination, and

understand available options for medical and surgical

transition.

2. Transgender people who have family and community

support appear to have improved mental health outcomes.

Providers should therefore be aware of available commu-

nity resources, support groups, and organizations that can

assist with transgender identity development and sense of

community belonging [15, 52].

3. Since access to gender-affirming health care and hormone

therapy improves psychological health outcomes, [47]

providers should stay up to date with the medical options

available for medical transition and be able to assist

clients with appropriate medical and mental health

referrals.

4. There are possibly more than 150,000 transgender people

serving in the military. Repeal of “Don’t ask, don’t tell”
allowed gay, lesbian and bisexual service members

to serve openly since 2010 however transgender

individuals did not receive similar protections until

2016 [53, 54]. The threat of discharge caused many

military personnel to hide their transgender identity or

delay transition until they left active duty. Transgender

veterans experience increased rates of mood disorders,

including depression and suicidality, compared with

cis-gender persons. Providers should ask about their

clients’ support network, including family and peers,

and be knowledgeable about support resources for active

and retired service members.

Resources

SPART*A is a membership organization of LGBT people

who currently serve or have served in the military: http://

www.spartapride.org/

OutServe-Servicemembers Legal Defense Network

(SLDN) represents the US lesbian, gay, bisexual, and trans-

gender (LGBT) community worldwide and provides free

and direct legal assistance to service members and veterans:

https://www.outserve-sldn.org/

The Transgender American Veterans Association

(TAVA) is a nonprofit organization that works with other

concerned gay, lesbian, bisexual, and transgender (GLBT)

organizations to ensure that transgender veterans will

receive appropriate care for their medical conditions with

the Veterans Health: http://transveteran.org/

GLAAD Transgender Resources available at http://www.

glaad.org/transgender/resources includes general informa-

tion and resources, health-care and legal resources, and

resources for transgender people in crisis.

Transgender Health Learning Center at the UCSF Center

of Excellence for Transgender Health available at http://

transhealth.ucsf.edu/trans?page¼lib-00-00 provides courses

for medical and mental health providers on caring for trans-

gender clients, adaptations of interventions for transgender

people, and information on incorporating gender identity

into data collection.
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Understanding Trauma and Supporting
Resilience with LGBT People of Color 10
Anneliese A. Singh

This chapter describes common experiences of trauma and

the development of resilience among LGBT people of color,

and how they influence individual health, healthcare, and

treatment outcomes. “People of color” is a term used more

recently in the United States (USA) to refer to people who

are members of racial/ethnic minority communities (e.g.,

African American, Asian American/Pacific Islander,

Latina/Latino American, Native American/First Nations,

multiracial) and emphasizes shared experiences of racism

among these communities [1]. When working with LGBT

(lesbian, gay, bisexual, transgender) people of color,

healthcare providers should be mindful of the multiple

minority identities that intersect with one another. For

instance, LGBT people of color experience high rates of

health disparities, including trauma, due to the intersection

of racism, heterosexism, anti-transgender bias, and other

systems of oppression such as classism and ableism. In this

chapter, several frameworks are used to contextualize

trauma and resilience experiences of LGBT people of color

so that healthcare providers can use these approaches to

effectively serve and support LGBT people of color.

Conceptual Frameworks with LGBT People
of Color

There are several conceptual frameworks healthcare

providers can use to guide their service provision with

LGBT people of color. First, structural competency is a

foundational theory that can help providers acknowledge

the realities of discrimination and health inequities related

to systemic injustices [2], LGBT people of color can experi-

ence. Mertzi and Hansen [3] called for the field of medical

education to attend to five areas of structural competency

training. The first competency entails understanding that

structures have an influence on the provider-patient relation-

ship, while the second competency includes having accurate

language to describe and acknowledge these structures. The

third competency area comprises revising and describing

patient conceptualizations using the language of structural

competency theory, and the fourth competency invites the

provider to become an observer and identify potential

interventions from a structural perspective. Lastly, there is

a focus on developing structural humility as a healthcare

provider interacting with patients. Structural competency

theory also has a strong focus on empowerment

interventions [2, 3]. Applying these five core areas to work

with LGBT people of color, providers seek to understand

and identify how their identities and issues of power and

privilege influence the relationship between patient and

provider; in doing so, they use terms that reflect these

power differentials (e.g., racism, societal inequities). Also,

structural competency theory applied to work with LGBT

people of color demands that patient formulations take into

account these systemic forces, while continually developing

humility related to learning and understanding these oppres-

sive forces.

Intersectionality theory is another foundational theory

healthcare providers should be aware of when working

with LGBT people of color. This theory posits that

individuals and communities are affected by intersections

of privilege and oppression identities and experiences. Many

times, these identities and experiences are complex and

demand focused attention on the specific intersection

influencing an individual. For example, as a transgender

South Asian man moves through a social and medical tran-

sition, he can move from a socialized identity related to

oppression (assigned female at birth) to a gender identity

with assigned privilege (man). Yet, this entire process of

A.A. Singh, PhD (*)

Department of Counseling and Human Development Services,

The University of Georgia, 402 Aderhold, Athens,

GA 30602-7124, USA

75 Wiltshire Drive, Avondale Estates, GA 30002, USA

e-mail: asingh@uga.edu

# Springer International Publishing AG 2017

K.L. Eckstrand, J. Potter (eds.), Trauma, Resilience, and Health Promotion in LGBT Patients,
DOI 10.1007/978-3-319-54509-7_10

113

mailto:asingh@uga.edu


identity development as a transgender person can be

influenced by the intersections of his gender identity with

his race/ethnicity and/or other identities. These intersections

can be sites of multiplicative stress and negative health

outcomes (e.g., racism and heterosexism), but also may be

sites of additive resilience if this transgender man has access

to job stability, financial resources, and support from family

and friends. To add to the complexity of these intersections,

LGBT people of color may experience both oppression and

resilience to oppression simultaneously, such as this same

South Asian transgender man experiencing disability as he

moves into older adulthood while “passing” more for his

identified gender and “fitting in” more with his South Asian

male community.

In addition to structural competency and intersectionality

theories, there are constructs describing processes LGBT

people of color may experience that healthcare providers

should be able to address when working with this group.

When LGBT people of color experience societal marginali-

zation, this oppression can be internalized [4, 5] in the form

of internalized racism, internalized homonegativity,

internalized transnegativity, and/or internalized binegativity,

among others. This internalized stigma can result in LGBT

people of color having stereotyped and negative belief

systems about themselves and others within their commu-

nity. For instance, a bisexual genderqueer Latino may expe-

rience internalized racism and believe negative societal

messages about Latino people (“I will not go to a Latino/a

doctor”). Again, these intersections of internalized stigma

can provide sites of multiple, and potentially chronic, minor-

ity stress.

Trauma Prevalence Among LGBT People
of Color

LGBT people of color experience a disproportionate burden

of health disparities and trauma compared to other sexual

and gender minority populations. Large surveys have found

that LGBT people of color, particularly African American

trans women, experience higher than average rates of pov-

erty, housing discrimination, mental health challenges [6],

and violence victimization [7]. In addition to these social

class and mental health stressors, LGBT people of color may

use substances and be vulnerable to HIV infection as a result

of experiencing many sources of discrimination [8]. Discrete

experiences of discrimination may be additive and have a

multiplicative impact on the trauma load of an LGBT person

of color; at the same time, certain combinations of identities

may be sources of strength for LGBT people of color and

may actually be supportive in times of stress [9].

The trauma load of LGBT people of color is also affected

by intergenerational trauma. Systemic practices such as

forced immigration imposed by slavery on people of African

descent, removal of Native American/First Nations or

Latina/Latino heritage from their lands, and stereotyping

Asian/Pacific Islander communities as perpetually “foreign”
have created legacy burdens for people in these

communities. The history of colonization in the USA also

served to erase the existence of a nonbinary gender construct

(i.e., “two spirit”) that was considered sacred within Native

American/First Nations communities [10]. Understanding

intergenerational trauma and the effects of colonization

and structural racism in the USA can be helpful in providing

culturally responsive care to LGBT people of color. For

instance, many communities of color have developed cultur-

ally specific sources of strength and coping that they may

access during times of stress and discrimination [11].

To understand why LGBT people of color have such high

rates of trauma, it is helpful to examine both systemic/

structural experiences of discrimination as well as everyday

lived experiences of stigma and discrimination, such as

microaggressions. Microaggressions are often unconscious,

embedded sources of stigma within society. When LGBT

people of color access healthcare, these microaggressions

can be additive and chronic in nature as they are vulnerable

to both racism and heterosexism. A Latina queer woman

may have a doctoral degree, but providers may make

assumptions about both her level of education and that she

has a husband as a partner. LGBT people of color often find

themselves straddling a cultural divide between their

experiences of race/ethnicity and their experiences related

to being LGBT [12]. For instance, an African American

transgender man may feel he needs to conceal his sexual

orientation within his family or his workplace. Yet, he may

also live in a geographic area where the LGBT community is

predominantly white. Therefore, he may simultaneously

experience racism within the surrounding LGBT community

as well as homophobia in the workplace.

It is important to exercise caution and not make

assumptions that communities of color are more heterosexist

than white communities, as there are conflicting perspectives

regarding this assertion [12, 13]. Nevertheless, providers

will frequently run into this type of thinking, even among

LGBT people of color themselves. An alternative view

posits that high levels of heterosexism in some communities

of color are embedded in racism [14]. Families of color

exposed to extensive and insidious racism are often quite

conscious that having another minority identity will further

set them apart and increase the likelihood of additional

experiences of oppression. For instance, in studies of Afri-

can American lesbians disclosing their sexual orientation
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identity to their mothers, lesbian participants described their

mothers having a “don’t ask, don’t tell” policy, where they

accepted their daughter’s sexual orientation, but were

concerned about what future discrimination they might

face [13, 14]. It is important to consider, however, that

some data suggest that conflicts in a person’s allegiance to

either sexual orientation or racial/ethnic identity are most

likely to exist when allegiances to both identities are

strong [15].

Terms Used by LGBT People of Color
Communities

LGBT people of color use a variety of terms to describe their

sexual orientation and gender identities. For example, some

lesbian-identified women, especially African American

women, may use words such as “stud” to describe their

sexual orientation (i.e., identification as women with a mas-

culine gender expression). Other communities of color may

self-describe as “same gender loving” and transgender peo-

ple of color may use “masculine of center” to describe

themselves [16]. In addition, LGBT people of color whose

second language is English may use native terms to describe

themselves, such as the “mahu” of Hawaii [10]. It is impor-

tant to ask permission from the patient before using these

terms, as some of these words were previously epithets with

negative connotations (such as “queer”) that were later

reclaimed and embraced by LGBT communities of color.

Further, as these terms may have different meanings to

different individuals, it is important to understand how

each individual relates to the chosen term.

Coming Out to Others

When working with LGBT patients of color, providers will

notice a wide range of self-disclosure with respect to sexual

orientation and gender identity. In addition to Miller’s “don’t
ask, don’t tell” research [13, 14] with African American

lesbian women, recent research with Latino/Latina LGBT

people explores the construct of “tacitness.” Tacitness refers
to a lack of explicit disclosure of sexual orientation by

LGBT Latino/Latinas to their families due to the desire to

maintain strong family ties, yet also encompasses an implicit

understanding that these families have about their loved

one’s sexual orientation [17, 18]. With these considerations

in mind, healthcare providers should be careful in how they

assess sexual orientation and gender identity with LGBT

people of color when family members are present, and

should assess the extent to which they are open about their

identities to others in their lives. Some LGBT people of

color may not “pass” according to societally restrictive gen-

der norms, so healthcare providers should be sure to refrain

from assuming what the sexual orientation and gender

identities are for these patients [19].

Access to Services

Lack of access to healthcare providers compounds the harm-

ful effects of trauma on the wellbeing of LGBT people of

color. For example, while not all transgender women of

color want gender-related care, such as gender affirmation

surgeries, access to private insurance to cover these medical

procedures is rare, due in large part to the high rates of

employment and housing discrimination experienced by

this population. Transgender women of color may engage

in survival sex work in order to support themselves, yet feel

hesitant or distrustful of healthcare providers due to prior

negative experiences in care, and therefore avoid accessing

publicly funded medical services (e.g., mobile HIV testing).

In addition, for LGBT people of color who have access to

mental health counseling through community centers, there

may not be counselors who are trained in working with

significant and multiple levels of racial/ethnic and gender

trauma (e.g., lack of coverage of Eye Movement Desensiti-

zation and Reprocessing Therapy).

LGBT People of Color and Religious/Spiritual
Beliefs

For some LGBT people of color, religious and spiritual

practices are important sources of coping and healing.

Therefore, assessing the extent to which a person endorses

such belief systems is important, as well as exploring how

spiritual practices may influence how, when, and why they

choose to access health care. At the same time, there are also

LGBT people of color who have been ostracized or rejected

from their religious/spiritual home communities, so their

previous source of coping may have become instead a source

of pain and/or trauma [11, 20]. In addition, it is important not

to assume that all LGBT people of color are religious/spiri-

tual, as there are those who may be atheist, agnostic, or

actively questioning their faith traditions. In order to under-

stand the influence of religious/spiritual practices on health

and wellbeing, providers should ask LGBT people of color

what role faith plays in their lives, whether it is associated

with connection or isolation, and to what extent they feel

“torn” between their religious/spiritual and their LGBT

identities and communities. LGBT people of color may

have experienced discrimination within the religious/spiri-

tual communities in which they were raised, and may have
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difficulty finding or adjusting to new religious/spiritual

homes. A Korean American transgender man may have

been raised within a Christian church, but when he discloses

his gender identity may not feel safe worshiping with a

community where he grew up; whereas, when he attends a

new LGBT-affirmative church, he may experience racism or

feel like he does not “fit in” with this new faith community.

Individual and Collective Resilience of LGBT
People of Color

While it is true that LGBT people of color can experience

multiple levels and types of oppression and discrimination in

society, it is important that healthcare providers be aware of

the individual and community resilience that LGBT people

of color often experience. Resilience refers to the everyday

strategies and processes that LGBT people of color use to

address adversity in their lives. Although resilience typically

encompasses the buffers, supports, and protective factors an

individual may utilize to cope with difficult life experiences,

healthcare providers should also consider the protective

effect of connection to a resilient community [11, 19, 21].

Adaptive Resilience and Coping Strategies

Resilience and coping among LGBT communities have

thus far been examined predominantly via a white and

Western lens [11], so the literature with respect to LGBT

people of color is still nascent. In a study of gay men of

color, researchers found that the stress of racism was

associated with being more likely to engage in unprotected

anal intercourse; however, participants with an avoidant

coping style were most likely to manifest sexual risk

behaviors. Avoidance coping refers to strategies where

people attempt to deal with their difficulties by distancing

themselves; however, some studies of people of color

have suggested that avoidance coping actually increases

rather than decreases stress levels [22, 23]. At the same

time, research has found that problem-focused coping

strategies – those that entail proactively addressing a

stressor or seeking to change a stressor – are helpful for

people of color dealing with racism [23]; studies that spe-

cifically address the needs of LGBT people of color are

needed. In the meantime, healthcare providers are

encouraged to explore a variety of coping strategies that

LGBT people of color can use to cope with repetitive

experiences of racism and LGBT discrimination, with spe-

cial attention to whether these coping strategies increase or

decrease stress.

Collective and Community Resilience

In tandem with exploring individual coping and resilience,

healthcare providers should also assess the extent to which

LGBT people of color are connected with community

sources of resilience. Research with transgender youth and

adults of color suggests that these sources of community

resilience may include strong connections to not only trans

communities of color, but trans activist communities of color

who can help them access needed financial and legal

resources, in addition to providing mentoring [11, 19]. Simi-

larly, studies of transfeminine African American women

have suggested that these communities, despite experiencing

exceptionally high levels of societal marginalization, are able

to develop close trust networks that are characterized by

overt demonstrations of intimacy and affection. Examples

entail the use of affectionate language or feelings of immedi-

ate emotional intimacy with fellow transfeminine African

American women although just meeting for the first time

[9]. Scholars have encouraged healthcare providers to work

with these trust networks, as opposed to outside of them, as

these networks can rapidly gather community members

around a need or topic [9, 19]. Specifically, it is critical to

work with key constituents and stakeholders within trust

networks to develop successful healthcare interventions.

Supporting LGBT People of Color
as a Healthcare Provider

There are multiple ways that healthcare providers can

increase their ability to provide competent care for LGBT

patients of color. First and foremost, healthcare providers

must examine their personal experiences of privilege and

oppression related to their own race/ethnicity, sexual orien-

tation, gender identity, gender expression, social class, and

other identities. This self-examination should include explo-

ration of the messages that one has (or has not) learned from

family members, media, medical school, and other sources

of potentially stereotyped information. Healthcare providers

should explore how racial privilege, class and education

privilege, US citizen privilege, and other privileges may

obscure their ability to perceive and accurately identify the

health concerns of their LGBT patients of color. For exam-

ple, a white, straight, male healthcare provider working with

a Native American bisexual male patient should be sensitive

to the power differentials that exist between them in terms of

racial/ethnic and sexual orientation identities, rather than

being oblivious about how white and straight privilege

influences the patient-provider relationship and creating

barriers to care.
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In addition, healthcare providers can set an explicit inten-

tion to periodically assess where their strengths and

weaknesses rest. For instance, a black, cisgender provider

may lack information about the common health concerns of

Latina lesbian women. Seeking professional development to

address these growing edges is vital in order to be able to offer

competent care to LGBT people of color. These learning

experiences must be informed by awareness of the trauma

LGBT people of color experience, and also address how to

be an affirmative healthcare provider to LGBT people of color

who have multiple experiences of both trauma and resilience.

Refraining from making assumptions (e.g., all LGBT people

of color have a religious or spiritual tradition), while also

understanding common concerns of LGBT people of color

(e.g., disclosure of gender and sexual orientation identities,

conflicts of allegiance) should be intentionally woven into

everyday interactions with members of this group.

In doing so, trauma-informed healthcare must also

address individual and community resilience, in order to

leverage the strengths LGBT people of color may have to

address difficulties in their lives and risk factors for negative

health outcomes. Specifically exploring patient strengths and

community connections and providing resources when these

community connections are low are foundational in terms of

cultural competence with this group. This exploration can

occur during intake session, but also can be an ongoing

discussion with patients during the course of treatment.

Because of the extensive societal discrimination LGBT

people of color experience and the very real impacts on

relationships and health behaviors [24], healthcare providers

should develop strong advocacy skills working on systemic

change work in their healthcare settings. Partnering with

diverse community groups and LGBT people of color

networks to design trainings and ongoing professional devel-

opment is important to assure that LGBT people of color are

well served in healthcare settings. Healthcare providers can

also utilize information obtained by analyzing individual

interactions to inform needed systems interventions. For

instance, if healthcare providers are continuously seeing

that staff are using incorrect pronouns with transgender

people – or inaccurately assessing trauma histories due to

internalized racism or transnegativity – they can work to

address these issues on a more systemic level in their

settings.

Clinical Scenario

You are a faculty member at a university that focuses on

rural and community healthcare. Lynetta is a 33-year-old

Hispanic woman who presents in your community clinic

(Fig. 10.1). She was fired from her job six months ago, and

she has had difficulty getting in a new job. Since losing her

job, Lynetta has had to move back in with her family. The

family home is in a rural area, and she has been disconnected

from her larger LGBT community. When she is not looking

for employment, Lynetta spends a good deal of time at home

with her extended family babysitting for her niece and taking

care of other projects around the home. Before Lynetta lost

her job, she ended a 10-year relationship with a woman and

became depressed. She began going to her family’s church,
but the pastor began preaching anti-LGBT sentiments and

she felt that these sentiments were directed at her so she

stopped attending. Her family knows about her sexual orien-

tation and gender expression; however, no one in the family

talks about it openly. When Lynetta was first coming out, she

was sexually assaulted by a cisgender man outside of an

LGBT bar. She never told anyone about the experience,

and she wondered at the time if it was punishment from

God. Lynetta also experienced significant emotional and

physical abuse in her last relationship; however, she does

not want to disclose this to her family due to their anti-LGBT

views. As Lynetta has grown more isolated from her LGBT

community after losing her job, she has begun to feel more

depressed and anxious and has started having more

migraines. During your interview, Lynetta is distant, often

staring out of the window for lengths of time before

responding to questions.

Discussion Questions

1. As a faculty member, how can you teach your students

how to explore their own social locations and experiences

of both privilege and oppression?

Fig. 10.1 Lynetta is a 33-year old, Hispanic woman who presents in

your community clinic
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2. What are the multiple identities of race/ethnicity, sexual

orientation, gender identity, gender expression, social

class, and other social locations and experiences of both

privilege and oppression that you would want your

students to reflect on in service provision with Lynetta?

3. What are the trauma and resilience considerations you

would want your students to explore with Lynetta when

meeting with her?

4. If Lynetta’s family were present with her, how would you

explore this with your students in order to address poten-

tial conflicts in allegiance?

5. How will you explore the healthcare provider’s role of

advocacy in working with Lynetta?

Summary Practice Points

• LGBT people of color experience multiple levels of

oppression in society, from racism and heterosexism to

classism, among others.

• LGBT people of color develop resilience and strengths-

based coping in response to these multiple levels of

oppression.

• Healthcare providers can improve the quality of care for

LGBT people of color by using affirmative LGBT lan-

guage, attending to multiple identities and experiences

they have, and understanding.

• Healthcare providers need to develop strong advocacy

skills to ensure their LGBT people of color patients

receive affirmative care.
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LGBT Forced Migrants 11
Rebecca Hopkinson and Eva S. Keatley

Forced Migrants

Terms and Definitions

Forced migration is used to describe the process by which

people flee their home countries due to coercion [1]. Such

coercion includes threats to life and livelihood as a result of

war, persecution, and natural or environmental disasters.

Individuals who are forced to migrate under these

circumstances are often referred to as refugees, asylees, or

asylum seekers. Terminology used to describe immigrant

populations can vary. Words such as “illegal alien” or “ille-
gal immigrant” are still commonly used by the US agencies

but have “othering” connotations: preferred terms include

“newcomers” or “undocumented persons.” It is important to

note that the distinction between forced and voluntary

migration may not always be clear-cut; most people migrate

as a result of various push and pull factors. For example, a

person may flee persecution while also seeking better eco-

nomic opportunities in a developed country. Understanding

both factors, and the resultant impact on an individual’s life,
can be important in providing optimal, culturally

responsive care.

Seeking Immigration Status in the USA

There are many reasons why individuals may seek to enter

another nation. The impetus may be to find more

opportunities or to avoid harm in their home countries.

Each country has a unique refugee and asylee immigration

process. To be eligible for refugee or asylee status in the

USA, an individual must be “unable or unwilling to return to

their country because of persecution or a well-founded fear

of persecution on account of race, religion, nationality,

membership in a particular social group, or political opin-

ion” [2]. To obtain US refugee status, a person must apply

while outside the American borders, whereas for asylee

status, one must apply while in the USA or at a port of

entry. In 2013, the USA admitted almost 70,000 refugees

and 25,000 asylees [2]. Refugees generally receive greater

support than asylees when entering the country, as they are

provided with government assistance and connected to

organizations that aid in resettlement (e.g., the International

Rescue Committee). In contrast, individuals who apply for

asylum generally enter the country under temporary visas or

as undocumented immigrants. In the USA, undocumented

immigrants must seek asylum within 1 year of entering the

country (INA §208(a) [2] (B)). Because many forced

migrants are not aware of the 1-year deadline, it is important

for all providers to assess immigration status and inform

their clients about the asylum process.

While applying for asylum is a way to obtain legal status,

it is hardly guaranteed. For example, according to the

Department of Justice Executive Office for Immigration

Review, in the fiscal year 2015, 45,770 applications for

asylum were received. Only 8246 were granted and 8833

were denied; thus, only 18% of applications that year were

successful. The remainder that were not directly granted or

denied include those withdrawn, abandoned, or “other.”
Thus, many choose to remain undocumented rather

than risk deportation, and it is not uncommon to apply

defensively (i.e., requesting asylum as a defense against

deportation). In 2015, 42,391 of the total applications were

defensive. An asylum seeker is much more likely to gain

asylee status if applying affirmatively (i.e., application for

asylee status once within 1 year of entering the USA); for
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example, the affirmative grant rate was 80% compared to a

defensive grant rate of only 31% [3].

Detention of asylum seekers in the USA has been on the

rise [4]. Many are detained mandatorily upon arrival, while

others are detained once already in the USA, and, while

uncommon, some are even detained after applying for asy-

lum. Detention centers are jail-like facilities that house

asylees while their asylum applications are pending or until

they are deemed safe to be released into the community on

parole. Estimates of average detention times range;

according to a study by Human Rights First, the average

length of detention was 5–6 months, with some detentions

lasting years [4].

Asylum is also more likely to be granted if the applicant is

represented by a lawyer familiar with the relevant laws and

regulations. Pro-bono services are available in some cities

and providers are encouraged to become familiar with

organizations that provide free legal services to forced

migrants (see Table 11.1).

Forced Migrant Mental Health

In general, forced migrants have higher rates of psychologi-

cal distress than do other migrant groups [5]. Among the

most common psychological symptoms are post-traumatic

stress, depression, chronic pain, and somatic symptoms

[6–9]. These symptoms are often related to trauma exposure

[5], although a history of trauma often fails to account for the

multiple dimensions that contribute to psychological distress

over time. For instance, advocates of a psychosocial

approach to mental health emphasize the role of social and

material conditions in forced migrants’ countries of origin,
such as poverty, malnutrition, disease, and chronic stress

[10]. Such conditions can lead to poor physical health,

which in turn can negatively impact psychological function-

ing. In addition, post-migration factors are known to signifi-

cantly impact mental health. In the treatment and care of

forced migrants it is therefore essential to understand the

complex and multiple dimensions that contribute to long-

term mental and physical health outcomes (see Fig. 11.1).

Pre-migration stressors play an important role in the long-

term mental health of forced migrants. These can include

events or conditions associated with the period before dis-

placement, and commonly include acute traumatic events

(e.g., imprisonment, torture, and rape), chronic discrimina-

tion, war, and/or threats to life or livelihood. Additional

stressors may include poverty, malnutrition, and an overall

paucity of vital resources. Research has demonstrated that

greater pre-migration trauma exposure is associated with

worse long-term mental health outcomes, including post-

traumatic stress disorder, anxiety, and depression [11–

13]. In addition, exposure to particular types of traumatic

events has been associated with worse psychological dis-

tress, including witnessing the disappearance of family

members [12, 13], being close to death [12], or being

wounded [12, 13], tortured [14], or sexually assaulted [15–

18]. A history of head injury has also been shown to be

associated with worse mental and physical health outcomes

[13, 19–21]. An individual’s adjustment to traumatic events

is also impacted profoundly by exposure to chronic discrim-

ination on the basis of religious, ethnic, sexual, or other

minority group identity. In addition, stressful social and

material conditions such as poverty, malnutrition, and

destruction of social networks may also contribute to worse

long-term psychological distress [10].

Post-migration stressors have been shown to moderate the

impact of pre-migration trauma on mental health [15]. Post-

migration stressors are events or conditions that occur in the

country of resettlement, and several studies have shown that

they are more predictive of the severity of mental health

problems than is pre-migration trauma [15]. Post-migration

factors that can contribute to poor mental health include lack

of social support, lack of economic opportunity [5], limited

access to healthcare, unstable immigration status [15], lack

of basic needs (e.g., housing, food, clothing) [5], the

challenges of adjusting to different linguistic and cultural

environments, and discrimination and persecution on the

Table 11.1 Organizations that provide legal services for forced migrants

Name Location Population served Website

Immigration Equality National LGBT and HIV+ immigrants http://www.immigrationequality.org/

Human Rights First New York City,

Washington D.C.,

Houston, Tx

All asylum-seekers http://www.humanrightsfirst.org/

Immigration Law Help, of

Immigration Advocates

Network

National List of advocacy organizations,

searchable by area

http://www.immigrationlawhelp.org/

International Refugee Rights

Initiative

International List of asylum legal

organizations, including law

school clinics

http://www.refugeelegalaidinformation.org/

united-states-america-pro-bono-directory

US Justice Department National List of lawyers providing

pro-bono services by state

https://www.justice.gov/eoir/list-pro-bono-

legal-service-providers-map

122 R. Hopkinson and E.S. Keatley

http://www.immigrationequality.org/
http://www.humanrightsfirst.org/
http://www.immigrationlawhelp.org/
http://www.refugeelegalaidinformation.org/united-states-america-pro-bono-directory
http://www.refugeelegalaidinformation.org/united-states-america-pro-bono-directory
https://www.justice.gov/eoir/list-pro-bono-legal-service-providers-map
https://www.justice.gov/eoir/list-pro-bono-legal-service-providers-map


basis of one’s identification as a migrant, particularly if one

remains undocumented. Changes of socio-economic status

upon resettlement can also be a source of stress. For this

reason, persons with higher education and higher

pre-displacement socio-economic status are more likely to

experience the worst mental health problems [5, 13, 15].

Unstable immigration status has also been a significant

predictor of poor mental health outcomes, including suicidal

ideation [17]. For example, the most salient problems for

survivors of torture seeking treatment in New York are a

lack of a stable immigration status and fear of being deported

back to the countries where they were persecuted.

LGBT Forced Migrants

Immigration Status for LGBT Forced Migrants

Among forced migrants, there is a subpopulation of

individuals who fled their countries of origin for fear of

persecution due to their sexual orientation or gender identity.

Currently at least 72 countries have laws that criminalize

homosexuality [22]. Most of these countries are in Africa,

Asia, Latin America, and Caribbean and Oceania. Thirteen

of them have instituted the death penalty for homosexual

acts: Mauritania, Sudan, Iran, Saudi Arabia, and Yemen

[22]. To evade persecution or even death, persons in these

nations who identify as LGBT may flee to Western countries

such as the USA and Canada.

In the USA, the rights of LGBT immigrants have only

recently been considered. It was not until 1994 that LGBT

individuals were officially considered a social group eligible

for asylum, and since then a growing number of LGBT

asylum seekers have been entering the country every year

[23]. However, because the government does not collect data

specifying sexual orientation or gender identity among asy-

lum seekers, there is no reliable data about this group of

migrants [24].

Despite this limitation, the Center for American Progress

released a report in June of 2015 that attempted to describe

the status of LGBT people applying for asylum in the USA

[24]. The report used data collected by two non-profit

organizations that helped LGBT forced migrants apply for

asylum: Immigration Equality (www.immigrationequality.

org) and Human Rights First (www.humanrightsfirst.org).

Briefly, the report found LGBT migrants were negatively

impacted by the 1-year filing deadline and more likely to be

granted asylum if they applied affirmatively (before being in

the process of deportation); transgender people seeking asy-

lum applied affirmatively less often than others. For

instance, the report recounted the stories of two transgender

women who missed the filing deadline by years due to fear of

coming out as transgender to government officials and were

subsequently barred from receiving asylum despite their

Fig. 11.1 Conceptual model of contributions to forced migrant mental health
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well-founded fear of persecution. They also found that

detention hurts LGBT applicants’ chances of being granted

asylum. The report suggested that LGBT asylum seekers

might encounter greater obstacles obtaining information

about and/or applying for asylum status than other forced

migrants.

LGBTmigrants face special immigration challenges. First,

they experience the stress of having multiple minority

identities, which can include immigrant, LGBT, and possibly

racial or ethnic minority status as well. Second, they often feel

isolated from LGBT groups within their new country due to

cultural expectations and normswithin these groups, as well as

language barriers [24, 25]. Furthermore, they may have spent

many years trying to keep their sexual identities secret, while

now, for the purpose of immigration and seeking asylum, they

are asked to identify and disclose. Unlike ethnic identity,

religion, or political affiliation, it can be difficult to demon-

strate sexual orientation in court. Typically, migrants must

provide their own affidavits, as well as letters from prior

romantic relationships or sexual partners, and evidence of

engagement in LGBT groups in their home countries. It also

helps if they appear to meet cultural stereotypes of LGBT

identities in the USA, which may make their claim that they

are part of a particular social group andwould be persecuted as

such more “believable” to the judge.
However, in the cases of forced migrants, many came

from countries where all of these activities would have put

their lives at risk, and they may not have engaged in any of

them. They may have been married to an opposite-sex part-

ner, or completely avoided or hidden romantic relationships;

if they had the opportunity to participate in LGBT groups,

which do not exist in all countries, they may have done so

quietly to avoid reprisal. Thus, multiple factors make disclo-

sure a stressful experience, including differences in cultural

expectations and the meaning of identification, as well as

fear of harm to family members and/or prior romantic

partners in their home countries [25, 26].

LGBT migrants are also more vulnerable to significant

health risks during this period of unstable immigration status

as they are less likely to rely on established ethnic or national

communities than are non-LGBT migrants and are therefore

isolated, lacking resources and social supports [26]. Many

come from cultures that engender homophobia and they are

not likely to be accepted into their national or ethnic cultural

communities after arrival in their new country of residence.

Because of this exclusion, LGBT forced migrants are not

privy to the informal social networks that other migrants are

introduced to as a consequence of membership in a particu-

lar national, ethnic, or religious group.

Furthermore, most LGBT forced migrants have been

persecuted not only by government entities but also by

close relations including neighbors, peers, and even family

members [27, 28]. Thus, LGBT forced migrants may have

limited financial or emotional support from family members

back home in nations that maintain homophobic beliefs.

LGBT Forced Migrant Mental Health

Although information on LGBT forced migrants is sparse,

one study reporting on the persecution experiences and men-

tal health of treatment-seeking forced migrants who were

persecuted for their sexual orientation found that 66% of

the 61 participants surveyed had experienced sexual violence

as part of their persecution history, 46% had been persecuted

by family members, and 69% had experienced persecution

before the age of 18 years [27]. Histories of sexual violence

were associated with higher scores on a measure of PTSD.

The study compared the persecution histories and indicators

of mental health between clients persecuted for their sexual

orientation (LGBT group) and those who were persecuted for

other reasons (e.g., religious identity, ethnic identity, politi-

cal affiliation; controls). Statistically significant differences

between the two groups of 35 clients who were matched by

gender, country of origin, and age included: (1) 67% of the

LGBT group had experienced sexual violence compared to

24% of the controls, (2) 39% of the LGBT group had been

persecuted by family members compared to none of the

controls, and (3) 63% of the LGBT group had experienced

their first persecution before the age of 18 compared to 37%

of the controls. In addition, while PTSD symptom severity

was high across both groups, LGBT survivors of torture had

significantly higher rates of suicidal ideation. These results

demonstrate that forced migrants persecuted for sexual ori-

entation have a greater risk of child abuse, sexual violence,

and interpersonal trauma (e.g., persecution by family

members). All three factors, as well as the prolonged and

repeated trauma they represent, have been associated with

higher rates of symptoms and worse outcomes in a variety of

studies [28–33].

These study results point to a unique mental health profile

among LGBT asylees that involves PTSD and elevated

levels of suicidal ideation. This profile can include multiple

symptoms that do not fit well into a single Diagnostic and

Statistical Manual of Mental Disorders, 5th edition (DSM-5)

diagnosis, and can include but are not limited to difficulties

with trust, relational conflicts, personality changes, depres-

sion, anxiety, symptoms of PTSD, dissociation, and somatic

symptoms [25, 28–33].

Resilience Among Forced Migrants

Forced migrants are rarely portrayed as resourceful

individuals with agency and resilience. Instead, common

narratives portrayed in the media and propagated by
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international aid agencies include themes of victimization,

helplessness, and neediness. This representation overlooks

the skills and important contributions migrants can make to

society [34]. While it is unclear if this depiction causes any

internalized sense of hopelessness, in our clinical experi-

ence, certain terms are best avoided because of the negative

images they convey; for example, the word “survivors”
could be seen as implying that asylees are barely making it

in life. While this might appear to be true from an outsider

perspective, use of this word diminishes the ability of

asylees to overcome the magnitude of the challenges faced

in order to get where they are.

When considering this population, it is important to

remember that despite numerous challenges related to medi-

cal, legal, communication, and basic needs, LGBT forced

migrants travel a long distance against imposing odds.

Clinicians will rarely encounter more resilient, determined,

and admirable people as asylum seekers. Leaving all they

possess behind them, migrating to a new and unknown

country, often with no resources or connections, these are

incredibly courageous individuals.

Even the act of applying for asylum requires courage. The

process of applying for asylum includes declaring oneself

rather than remaining under the radar, preparing for court,

which means telling and retelling the story of one’s trauma,

and going before a judge, usually multiple times, with the

ultimate risk of being returned to the country from which one

fled. Truly, there is no way to care for these individuals

without gaining enormous respect for their courage and

perseverance.

From the author’s own work with migrants, what has

been quite striking is the near complete lack of external

resilience factors, such as supportive family and community.

More often than not, what allowed an LGBT asylum seeker

to come to this country appears random: an act of kindness

from an employer or friend, a rare opportunity seized, a

stroke of luck. Thereafter, they have had to survive of their

own ingenuity. LGBT asylum seekers display a diversity of

resilience factors that are mainly internal, such as true grit

and determination. Caring for this population is a humbling

and inspiring experience.

Providing Services to LGBT Forced Migrants

General Considerations

There are many things to keep in mind when treating this

heterogeneous and complex group. While guidelines exist

for medical screening and treatment, as do evidence-based

treatments for mental health concerns, the most important

initial considerations involve interpersonal communication

and support. Here are some basic guidelines to consider that

will help welcome LGBT refugees and trauma victims.

1. Create a safe environment

The first and most important step in treating those who

have survived trauma is to ensure that your office is seen

as a safe space. The office’s appearance, including the

entrance, waiting area, and the bathrooms, is important

to making patients feel welcome. LGBT advocacy

groups and medical associations offer useful advice

regarding these matters. Suggestions include having vis-

ible signage demonstrating acceptance to the LGBT

community, having forms that do not assume gender or

sexual orientation, and having gender-neutral bathrooms

[35]. While many symbols of the LGBT movement are

Western and thus may not be known or recognized by

immigrants, in our experience, immigrants from all areas

of the world recognize the rainbow flag as a universal

LGBT symbol and a symbol of safety, acceptance, and

support.

Due to fear of maltreatment as identified members of

the LGBT population, refugees and survivors of torture

may have difficulty trusting authorities and institutions.

For example, some have hesitated to enter a hospital

building or give their names for fear of being reported

and deported. Some have been afraid to use a main

entrance due to the presence of security guards or hospital

police, which often symbolize persecution. Such factors

have caused some potential clients to avoid seeking care

altogether. While some of these factors could be difficult

to predict or avoid, being thoughtful about the appearance

and procedures of the clinical environment can encourage

patient trust.

2. Use interpreter services

Interpreter services should always be available when

caring for undocumented immigrants and asylum

seekers; family members or friends should not be

asked to interpret for the client given the potential for

confidential information to be disclosed, sensitive infor-

mation to be withheld, or information to be

misinterpreted. This is especially important for

individuals who are LGBT who may not be out to their

families/friends, or who may have experienced trauma

that they are ashamed of and unwilling to share with

friends or family. Interpreters can serve an important

role as cultural ambassadors, helping clients understand

cultural barriers to care and assist in explaining Western

ideas and medical diagnoses that may be difficult to

understand or translate [9, 36].

3. Allow enough time for assessment

When assessing LGBT refugees for symptoms related to

trauma, including physical and emotional symptoms,

providers should remember that discussion of these

matters is often difficult or shameful for refugees. An

assessment may therefore require significant time invest-

ment, and an individual may need rest breaks during the

history-taking process. It can also be helpful to know
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some calming strategies to use if patients become

overwhelmed while sharing their stories of trauma, as

emotional overload can adversely affect their willingness

to return for additional care. For example, emotional

regulation may be aided by abdominal breathing

exercises, progressive muscle relaxation, or having

water available to sip or with which to wash one’s
hands and face [37, 38]. Maintaining a caring, supportive,

and empathic rapport, as well as communicating to the

patient that the provider wants to hear their stories and

does not judge their client for the things that happened to

them, is vital when working with any trauma survivor.

4. Establish a trusting relationship

Once clients are engaged in care, they must continue to

feel safe, supported, and helped throughout the treatment

process to ensure they will continue to return for neces-

sary medical care. Because asylees often have

understandable difficulty with trust and interpersonal

relationships, creating rapport is of utmost importance.

Healthcare providers should introduce themselves and

explain the purpose of the visits and what clients can

expect. Further, medical providers should be willing and

expect to address clients’ doubts or fears about medical

care, provide reassurance, and individualize strategies

for building trust with clients to assist them in

feeling safe.

5. Attend to the hierarchy of needs

While a medical checklist may be uppermost in a doctor’s
mind, it is important to remember that the priorities of an

individual, and what may be affecting their health to the

greatest extent, may include basic needs such as shelter,

adequate food, access to a job, extreme lack of social

connections and social support, legal challenges, and, of

course, lack of ability to pay for care. These needs can be

difficult to obtain: as undocumented immigrants without

legal standing, asylees are ineligible for government sup-

port that is available to citizens, such as affordable hous-

ing, welfare, and healthcare. However, until these needs

are addressed, it is unlikely that a client will be able to

focus on health behaviors and may even engage in high-

risk behaviors such as involvement in an abusive rela-

tionship or unprotected sex in exchange for money, food,

or shelter. Thus, asking about basic needs is a vital part of

the medical assessment, and having knowledge about

available resources in your area or access to informed

social workers can be crucial.

6. Document findings

Common diagnoses caused by trauma include PTSD,

anxiety disorders, and depression, but individuals may

also have extensive somatic symptoms as well as scars

or physical complications from abuse. [36] It can be very

helpful to the client to clearly and meticulously document

these symptoms, as physical and emotional signs and

symptoms can be useful in court when attempting to

obtain asylum. Chapter 16 provides details about how to

document such findings in members of LGBT

populations.

7. Facilitate social connections

A major area of concern for many clients is intense

loneliness and lack of social support. LGBT individuals

may struggle to find a peer group in which they feel safe,

experiencing a lack of understanding from members of

local LGBT groups due to their migration status and

torture histories, while also feeling unsafe with refugees

from their own countries, who can be a source of

discrimination [26].

Similarly, having knowledge of local groups that pro-

vide support for undocumented migrants can be crucial to

providing access to social support, as is being familiar

with local LGBT organizations that may provide services

such as group therapy or avenues to become involved

with the LGBT community. In our experience, supportive

therapy groups focused specifically on the needs of

LGBT forced migrants can help alleviate isolation. Such

groups can serve as social support networks that encour-

age patients to maintain contact and support each other

outside of group [38, 39].

8. Treat with respect for their person and their experience

As discussed previously, migrants come from diverse

backgrounds, had previous lives in which they have

been successful, and have a wealth of experience. They

also are determined, resilient, and have incredible

strengths and fortitude of character. It is important to

treat them as such, with respect for their experience and

knowledge. While they are in need of services and aid at

this time in their lives, this is a temporary circumstance.

Given the proper supports, including legal status and

permission to work, they will be able to care for them-

selves and their families independently.

Medical Assessment

Asylum-seekers and other undocumented immigrants have a

higher risk of suffering from many medical conditions. The

list of specific conditions to consider in each circumstance

varies depending on where individuals are from and what

illnesses are common in their region, as well as what

experiences they encountered prior to immigration, during

migration, and also after arrival in this country. While

refugees are screened prior to arrival to the USA, undocu-

mented immigrants may not have had prior medical care or

screening. A medical exam is required when applying for

asylum.
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The assessment begins by obtaining a thorough medical

history, review of systems, physical exam, and blood screen-

ing [9, 36, 40]. The Centers for Disease Control and Preven-

tion provides guidelines for domestic medical screening for

newly arriving refugees, including a checklist [40]. Forced

migrants may be susceptible to vaccine-preventable diseases

that are seen rarely in the USA, and are more likely to be

exposed to hepatitis B virus and tuberculosis [41]. Obtaining

proper vaccination and health records can help avoid dupli-

cate testing, but these are often unavailable. A higher overall

burden of infectious illness and chronic health conditions

may result from lack of medical care and high base rates of

illness in the country of origin, as well as exposure to illness

during migration and crowded living conditions upon arrival

in the new country of residence.

Recommended screening includes testing for parasites,

sexually transmitted infections, tuberculosis, anemia and

nutritional deficiencies, and infections for which individuals

may not have been vaccinated. The following tests should be

considered: Complete blood count (CBC), serologies for

hepatitis B and C, rubella, syphilis, and HIV; nucleic acid

testing for gonorrhea and chlamydia; PPD and chest radio-

graph; stool ova and parasite examination; plus dental,

vision, and hearing screenings. Other tests may be included

based on the review of systems [36, 42]. Other

considerations can include cancer screenings, and lead poi-

soning screening for children. [43].

In addition, it is important to screen for a history of

traumatic brain injury, as high rates of head injuries caused

by persecution have been reported among survivors of tor-

ture, and have been associated with psychiatric symptoms

and worse physical health [16, 19–21]. Torture survivors

may have fractures or soft tissue damage from beatings,

neuropathies or muscle weakness from hanging by

appendages, and cognitive impairment, seizures, or damage

to ears and eyes resulting from head trauma [7]. Many

individuals will also experience somatic symptoms that are

worsened by their emotional distress.

It is of utmost importance to screen for sexual violence,

which is particularly common among LGBT forced

migrants. This is often a painful, shameful topic that the

patient may not want to broach on the first meeting; how-

ever, it is important to ask. Providers should make this a

standard part of their history taking, introducing relevant

questions after some rapport has been established during

the visit (i.e., this should not be the first question asked

during the encounter). When asking about trauma, use a

neutral, compassionate but matter-of-fact tone with a normal

volume, similar to how one would ask other medical screen-

ing questions. This demonstrates that the provider is capable

of discussing these matters without shame, and conveys to

the patient that there is nothing for them to be ashamed of

either. Even if an individual does not disclose initially, this

approach will make it easier for them to disclose in the

future. If the patient does disclose, it is also important to

display a lack of judgment or assumption about how they

feel or should feel about what happened to them. Instead,

when told about a trauma, it is appropriate to state that you

are sorry that that happened to them. They may also convey

guilt over actions that they perceive contributed to or caused

what happened to them. It is also appropriate to say that it is

not their fault, and very important to avoid statements that

could convey blame to the client for what happened to them.

Finally, forced migrants also may have substantial socio-

economic needs including housing, access to food, employ-

ment opportunities, language learning courses, assistance

with immigration concerns, social support, and community

integration. These questions should be included in the

assessment.

Mental Health Assessment

Part of the medical evaluation should include a screen for

psychiatric illness, emotional distress, and the need for sup-

port. It is also important to remember that asylum seekers

have undergone a great deal of pain and loss, and having an

adverse reaction is normal. Many individuals will be griev-

ing the many losses appropriately and may not need psychi-

atric care. However, research suggests that the rates of

PTSD, depression, and anxiety, as well as psychotic

disorders, are higher than in the general population [6, 44–

47] and these conditions require careful screening. The

practitioner should explore the level of functioning, severity

and duration of symptoms, presence of psychosis, and

whether an individual is having suicidal thoughts.

Identifying and treating mental health problems among

forced migrants is complicated by linguistic and cultural

factors. The common practice is to screen and treat for

specific psychiatric diagnoses, such as PTSD and depres-

sion; however, research has shown that Western-developed

psychological constructs may not have cross-cultural valid-

ity [47]. Rasmussen et al. [47] reviewed the literature on

non-Western post-traumatic reactions and found a variety of

manifestations and explanatory models that ranged widely

in presentation and included panic, anger, and vegetative

symptoms. In addition, spirit possession has been reported

in several trauma-specific reactions across African and

Latin American studies [47]. Remaining sensitive to cultur-

ally appropriate symptoms of distress will prevent

overlooking or misinterpreting a potential need for care.

For example, patients from cultures that do not have the

same understanding of depression may present instead with

physical ailments such as pain or gastrointestinal distress

rather than the psychological complaints that we express in

Western society.
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Although post-traumatic reactions vary significantly

across cultures, there is evidence that symptoms of PTSD

are endorsed by individuals affected by trauma across

multiple geographic origins [48–51]. The Harvard Trauma

Questionnaire [52] is the most widely used measure of PTSD

across various cultures and its validity has been tested in

many ethnic groups with varying success [53–55]. If using

this measure, be aware that standard clinical cut-offs for

PTSD may not hold globally [56]; practitioners are

encouraged to research clinical cut-offs appropriate for the

populations they serve. Measures of depression that have

been validated in several languages and cultural groups

include the Hopkins Symptom Checklist-25 (HSCL-25)

and the HSCL-37 [53, 55, 57–59].

Mental Health Interventions

For practitioners interested in treating mental health

symptoms, there are many evidence-based treatments

(EBTs) for mental health problems including depression

and PTSD. Division 12 of the American Psychological Asso-

ciation (APA) has resources and links to evidence-based

treatments for psychological disorders [60]. However, the

efficacy of these treatments in non-Western populations is

not well known. In addition, cultural adaptations of these

EBTs may be challenging as it can be difficult to balance

adherence to treatment standards while modifying treatments

appropriately for a specific client [61]. Existing research

suggests that among adult and adolescent forced migrants,

narrative exposure therapy and cognitive-behavioral therapy

show the most promise for treating PTSD [62, 63].

There is no current literature on the efficacy of treatments

for LGBT forced migrants; thus, relevant treatments must be

extrapolated for this population. However, supportive group

therapy has been described [38, 39, 64]. Such treatment is

not uncommon in treatment centers for refugee or asylee

populations, as it both expands the ability to provide care for

multiple clients and provides them with a positive social

setting from which to gain support. One such group exists

in Ottawa, Canada; this is an open group that allows

members to attend between five and 10 sessions, with the

goal of processing grief, complications of coming out, and

difficulties and barriers encountered in the legal/immigration

system and the intersection of multiple minority statuses

[25]. Another such group can be found at an LGBT commu-

nity center in New York City, which has the goal of promot-

ing safety and peer support, mitigating the stress of the

asylum-seeking process, addressing cultural challenges,

and engendering community [64]. These groups tend to be

supportive in nature and community-building, rather than

trauma-processing [37, 38]. Care must be taken when

utilizing group therapy for this population, as some factors,

such as group composition and type of treatment, can pre-

vent improvement and cause worsening symptoms [65, 66].

In our clinical experience, a group provided for our

LGBT forced migrant clients was a necessary treatment

model and all members (admittedly self-selecting by those

who continued to attend) expressed appreciation for the

social support. In particular, they appreciated meeting peo-

ple who, like them, fit into multiple minority classifications.

They also appreciated aspects of the group that contributed

to their feeling of safety, which included having a predict-

able structure upheld by designated group leaders, a flexible

content designed to meet their immediate needs, and

constraints on content that could be perceived as

traumatizing to members of the group.

Case Example

Aleksi is a 25-year-old gay man who immigrated to the USA

approximately 1 year ago from a country bordering Russia

(Fig. 11.2). He plans to apply for asylum based on the abuse

he suffered in his home country.

Prior to his arrival in the USA, he was a graduate student

who became involved in a political organization that

advocates for LGBT rights. After attending a local pride

parade he was harassed by neighbors. In his hometown, a

small village one hour outside of the capitol, his family was

also harassed and his younger sibling was bullied. As a

result, his family publicly disowned him. He was tormented

Fig. 11.2 Aleksi is a 25-year-old gay man who immigrated to the

United States approximately 1 year ago from a country bordering

Russia
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daily in school, until he decided that he could no longer

tolerate it, stopped attending, and dropped out.

One night, while walking home from teaching a class, he

was accosted by a skinhead gang who beat and sexually

assaulted him. When he attempted to report the incident to

the police, he was harassed by the officers and told that he

deserved it. He was later arrested while leaving a gay bar and

beaten by the police while in custody. Fearing for his life and

seeing no opportunity for recourse, he decided to flee.

Aleksi presents to a torture treatment program in a major

metropolitan area on the advice of his immigration lawyer,

who found that he was unable to participate in his own

defense, as he became emotionally dysregulated when trying

to tell his story.

On presentation, Aleksi is tearful and shaky. He often

dissociates when reporting his history and requires external

help to return to a present state of awareness. With gentle

coaxing, he reports symptoms of insomnia, nightmares,

flashbacks, and panic attacks. He has back pain and frequent

nausea, sometimes with vomiting. He has contemplated

ending his life, as he finds it unbearable, and has intense

feelings of worthlessness, hopelessness, and constant tension

and fear. He is afraid to leave his house due to fear of further

harassment. He has been unwilling to seek employment for

fear it might compromise his case and risk deportation. He

had been living on the street prior to meeting his current

boyfriend. The behaviors he reports from the boyfriend are

concerning for exploitation. Overall, Aleksi feels powerless

to change his life circumstance as he has no resources, no

legal status, and no community to lean on.

He refuses psychotherapy because he is reluctant to fur-

ther discuss his trauma, and believes that engaging in psy-

chotherapy means that he is mentally ill, as this is not done in

his country. However, he becomes actively engaged in a peer

support group, and his situation improves over time. At his

next visit, Aleksi reports that his life has improved signifi-

cantly in this country, and he hopes things will continue to get

better. He is grateful for the help that has been provided, and

relies on support by his peers in the torture treatment pro-

gram, who have helped him to feel safe and supported enough

to consider making steps toward health and self-advocacy.

He has become involved in a local LGBT organization, and

advocates for himself by providing feedback to the torture

program on how they could be more welcoming to LGBT

minorities, recommending that a rainbow flag be placed in

the waiting area of the treatment center.

Discussion Questions

1. What pre- and post-migration challenges are unique to

LGBT forced migrants?

2. What cultural differences and challenges may you face in

providing treatment to LGBT forced migrants?

3. How can we best address and provide for the complex

challenges and health problems presented by LGBT

forced migrants?

4. What can be done to foster resilience in LGBT forced

migrants?

Summary Practice Points

1. LGBT forced migrants are more likely to have been

rejected by multiple people in their communities, includ-

ing family members, and are more likely to have suffered

sexual assault than other forced migrant populations.

2. Removal from the home country can be a relief and

provide a sense of safety, but also creates challenges

such as cultural differences, lack of community, lack of

legal status, and lack of resources. As LGBT forced

migrants belong to multiple minority groups, effective

communication includes recognizing and welcoming of

each of their respective identities. This can be accom-

plished by simple gestures such as providing LGBT-

specific signage in waiting and treatment areas.

3. Attending to the hierarchy of survival needs and

addressing multiple aspects of health including medical,

mental, social, and legal status are the most effective

ways to address the complex challenges of forced

migrants.

4. Despite challenges and severe symptoms, LGBT forced

migrants’ resilience can be facilitated through providing

basic human resources such as medical care and access to

a supportive community.
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Introduction

Lesbian and bisexual women experience chronic societal

stress and stigma-related discrimination that can lead to

disparities in mental and physical health outcomes. Under-

standing the minority stress model and the health impact of

maladaptive and adaptive coping mechanisms helps to iden-

tify factors that may lead either to increased disease severity

or provide sexual minority women with the resilience to

adapt successfully to adversity. A social ecological model

(SEM) is used to illustrate the interconnected realms of

support that can promote good health and a sense of well-

being among lesbian and bisexual women.

Minority Stress Model

The minority stress model, described in detail in Chap. 4, is a

useful theoretical framework for understanding increased

rates of negative health outcomes among lesbian, gay, and

bisexual (LGB) women [1]. Briefly, this model defines stress

processes experienced by minority populations on a contin-

uum that extends from a distal location (i.e., the environ-

ment) to a proximal location (i.e., the self). Distal processes

are objective occurrences of overt discrimination that may

be acute and/or chronic. Proximal processes include an

individual’s subjective perceptions and appraisals of envi-

ronmental events.

The core distal stressors affecting LGB populations

include anti-LGB victimization, discrimination, and struc-

tural bias. Up to 75% of self-identified lesbian and bisexual

women report exposure to anti-LGB verbal harassment.

Furthermore, 13% report being physically assaulted and

12% report being sexually assaulted on the basis of their

known or assumed sexual orientation [2]. Additionally, one

in ten self-identified sexual minority women reports loss of

employment because of anti-LGB discrimination. Sexual

minority women with children may incur additional discrim-

ination or harassment from their children’s schools in the

context of their role as nontraditional parents [3].

While not exclusively anti-LGB in nature, several studies

show that aggregate rates of physical and sexual trauma

(including childhood physical abuse, childhood sexual

abuse, intimate partner physical abuse, and adult sexual

assault) are higher among sexual minority women as com-

pared to heterosexual women [3–5]. The association

between childhood sexual abuse and sexual orientation

must be interpreted with caution and not used to perpetuate

the cultural myth that same-sex attraction or behavior is

caused by a history of traumatic experiences with men,

particularly when there is no evidence to suggest that such

potential childhood sexual abuse precedes development of

one’s sexual orientation. Women who have sex with women

and men (WSWM) may be at highest risk for intimate

partner physical and sexual abuse [3]. Sexual minority

youth may also be more vulnerable to victimization as com-

pared to their heterosexual counterparts. Often, this is

influenced by gender nonconforming appearances and/or

behaviors; however, gender nonconformity alone is

associated with victimization independent of sexual orienta-

tion and it is important not to conflate the two. Race and

ethnicity may play a role in risk for victimization,

illustrating the intersectionality of discriminatory forces.

For example, African American and Latina sexual minority

K. Imborek, MD (*)

Department of Family Medicine, University of Iowa Hospitals

and Clinics, 200 Hawkins Drive, Iowa City, IA 52242, USA

e-mail: katherine-imborek@uiowa.edu

D. van der Heide, MPH

Carver College of Medicine, University of Iowa,

375 Newton Road, Iowa City, IA 52242, USA

e-mail: dana-vanderheide@uiowa.edu

S. Phillips, PA-C

Denver Health, 777 Bannock St., Denver, CO 80203, USA

e-mail: sraephill@gmail.com

# Springer International Publishing AG 2017

K.L. Eckstrand, J. Potter (eds.), Trauma, Resilience, and Health Promotion in LGBT Patients,
DOI 10.1007/978-3-319-54509-7_12

133

http://dx.doi.org/10.1007/978-3-319-54509-7_4
mailto:katherine-imborek@uiowa.edu
mailto:dana-vanderheide@uiowa.edu
mailto:sraephill@gmail.com


women report increased rates of trauma as both children and

adults compared to their white counterparts [3, 6].

The least proximal process described in the minority

stress model is the individual’s subjective experience of

stigma. Stigma is defined as “the co-occurrence of labeling,

stereotyping, separation, status loss, and discrimination in a

context in which power is exercised” [7]. While societal

acceptance of gay and lesbian sexual orientations has greatly

improved recently, bisexual-identified women have unique

experiences of stigma because of their perceived lack of

acceptance by both heterosexual and lesbian-identified

women and feelings of not being taken seriously due to

their bisexual identities [8]. LGB people who have experi-

enced societal stigma related to their identities may start to

expect rejection and discrimination. For example, nearly

50% of self-identified lesbian and bisexual adolescents and

young adults in one study expressed fear of losing friends

because of their sexual orientation, and more than one in

three expressed fear of verbal and/or physical abuse at

school and verbal abuse at home [2]. As increased percep-

tion of stigmatization increases, so does one’s need to be

continually alert or “on guard” when interacting with the

majority culture. This constant vigilance reinforces a tension

between self-perception and others’ perception that may lead

to instability and vulnerability with regard to one’s self-

concept.

Concealing one’s identity is often used as a coping

strategy to avoid objective discriminatory experiences;

however, it has also been shown to increase psychological

distress. Hiding one’s identity – often by modifying behav-

ior, dress, mannerisms, and discussion topics – is a substan-

tial cognitive burden and precludes the healthy sharing of

emotions and aspects of one’s self with others. Conceal-

ment of identity often prevents LGB people from affiliating

with others in the community and failing to reap potential

benefits of formal and informal LGB-related support

resources.

Finally, internalized homophobia – the assimilation of

society’s negative anti-LGB attitudes into one’s own self-

concept – is a particularly damaging proximal stressor

because it is insidious and may be present even in the

absence of bias-related victimization and even if an indi-

vidual has concealed their sexual minority identity. Not

surprisingly, therefore, internalized homophobia has

been shown to correlate with mental health disorders

including depression, anxiety, substance use, and suicidal

ideation [9–11]. Internalized homophobia has been

inversely related to the duration of the coming out process,

with higher levels seen in the beginning stages of coming

out. However, even if an LGB person has fully reconciled

their sexuality, because of continued exposure to anti-LGB

attitudes, internalized homophobia remains a relevant vari-

able in the LGB person’s psychological adjustment

throughout life.

In addition to elucidating the pivotal role that chronic,

socially based stress can have on the mental and physical

health of sexual minority individuals, the minority stress

model also helps to explain the syndemic theory of disease

– how multiple health problems interact and co-occur

within a given population. For example, among young

sexual minority women, experiences of sexual orientation

discrimination have been associated with a cluster of

syndemic problems that includes heavy episodic drinking,

drug use, depressive symptoms, and high-risk sexual

behavior [12].

Development of Coping Mechanisms

An individual’s development of coping mechanisms is

impacted by the presence or absence of supportive or

deleterious interpersonal, organizational/community, and

policy constructs that will be discussed in this chapter.

Coping mechanisms may be distinguished along a spec-

trum that extends from adaptive or protective behavioral

strategies, on the one hand, to maladaptive or harmful

strategies on the other. Identification of factors that pro-

mote overall development of coping mechanisms and the

adoption of specific strategies that are ultimately beneficial

rather than harmful builds a context in which healthcare

providers can better support lesbian and bisexual women in

developing and increasing resilience and healthy lifestyle

behaviors.

Research has demonstrated three coping strategies

utilized on an individual level that decrease the overall

impact of stressors on health: a sense of personal control

over one’s circumstances, high self-esteem or perception of

one’s goodness or value, and social support, which includes

family, friends, co-workers, etc. The first two strategies

drive the latter by increasing an individual’s capacity to

both problem-solve and perceive social support, thereby

decreasing both the physiologic and emotional heightened

arousal to environmental stressors [13].

In contrast to the resources drawn upon to develop pro-

tective strategies, internalized homophobia can lead to poor

self-regard, emotional conflict and discomfort with oneself.

High levels of internalized homophobia mediate increased

psychological distress and increase the likelihood that an

individual will develop maladaptive coping strategies,

including avoidant and concealment behaviors, which then

in turn increase psychological distress. This creates a

vicious cycle that is perpetuated by social constructs that

guide the individual level of belief, which then guides

behavior [10].

A recent study by Kaysen et al. examined the relationship

between internalized homophobia, coping strategies, and

psychological stress among self-identified lesbian and bisex-

ual women. General adaptive coping skills included active
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coping, planning, instrumental support, acceptance, and pos-

itive reframing. LGB-specific coping strategies included

confronting homophobia, avoidance, self-acceptance, spiri-

tuality, and online support. Maladaptive coping strategies

included behavioral disengagement, denial, self-blame, self-

distraction, and substance use (Fig. 12.1) [14]. Internalized

homophobia, on the other hand, was related to maladaptive

coping behaviors, and that behavior mediated the correlation

between internalized homophobia and psychological dis-

tress. Additionally, higher levels of maladaptive coping

strategies were associated with lower utilization of sexual

minority-specific coping [14].

This literature is just part of a growing field of research

investigating the vital role of an individual’s development

of adaptive vs. maladaptive coping strategies and identifi-

cation of the unique barriers faced by lesbian and bisexual

women that impact the development of these skills.

Incorporating these concepts into healthcare conversations

may foster the development of adaptive and sexual

minority-specific coping strategies critical to improving

health outcomes among sexual minority women. Recogni-

tion of the unique and broad range of coping skills avail-

able to assist sexual minority women is just as vital as

recognizing the barriers they must navigate in the face of

everyday social and societal expectations and norms

[15]. Acquisition of adaptive coping skills builds increased

resilience and the ability to successfully navigate other

types of adversity.

Health Disparities in Lesbian and Bisexual
Women

A growing body of literature demonstrates significant

differences in health outcomes of lesbian and bisexual

women compared to their heterosexual counterparts. While

a large proportion of studies have focused on simply

quantifying health disparities among sexual minority

women, efforts are being made to delineate the complex

causes underlying these inequalities. The CDC’s Healthy

People series of objectives first acknowledged sexual minor-

ity women as a health disparate population in 2010 and

created a separate topic heading for lesbian, gay, bisexual,

and transgender health in Healthy People 2020; however,
significant advances have yet to be made in addressing the

complex etiologies of health disparities among sexual

minority women [16, 17].

The majority of national studies in the field have focused

on mental health outcomes among sexual minority women,

particularly those that occur as a direct consequence of

discrimination, victimization, stigmatization, vigilance, and

expectations of rejection [16, 18]. When compared with

heterosexual individuals, LGB individuals consistently dis-

play higher levels of depression, anxiety disorders, sub-

stance abuse, and suicidal ideation and attempts, with

lesbian and bisexual women at particular risk for generalized

anxiety disorder and substance abuse when compared to

heterosexual women [18–26]. Additionally, when compared

Fig. 12.1 Development of LGB-specific coping mechanisms. Adaptive vs. maladaptive coping strategies and the factors that influence their

development
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to lesbian-identified women, bisexual women have an even

higher risk of experiencing mental distress and poor overall

health [16]. Between-group comparisons have further

identified significant physical health disparities between sex-

ual minority women and heterosexual women (both self-

identified and based on sexual behavior) in a number of

different parameters. Most of these unique disparities are

modifiable; thus, interventions require incorporation of resil-

ience factors in sexual minority women.

Maladaptive substance use is an area of particular con-

cern, in that higher rates of drug use, heavy alcohol use, and

tobacco use are observed among sexual minority women

compared to heterosexual women [16, 20, 27–31]. Tobacco

use is a particularly significant issue, with a 2004 study

demonstrating the smoking rate among lesbian women to

be 25.3%, a remarkable 70% higher than that of heterosexual

women [32]. The high rate of smoking in sexual minorities

has been postulated to have several etiologies. Internalized

homophobia and individuals’ reactions to disclosing sexual

orientation may contribute to the high rates of tobacco use

[33]. Second, bars have historically been centers of advocacy

and socialization for sexual minority groups and, although

empiric evidence has not been demonstrated, the historical

relationship between tobacco use and bars is thought to

contribute to a cultural acceptance of tobacco use within

sexual minority communities. In addition, substance use is

thought to be a potential coping mechanism in the face of

depression and victimization [33]. Importantly, the disparity

in smoking prevalence is not due to a lack of knowledge or

education, as lesbian and bisexual women have demonstrated

similar attitudes and knowledge about tobacco control

[34]. Alcohol use is another issue of concern for lesbian and

bisexual women, who are more likely to report alcohol-

related social consequences, dependence, and help-seeking

for alcohol problems, as well as lower abstention rates than

heterosexual women. While this difference disappears above

the age of 50, alcohol abuse in the 26–35-year-old population

remains a significant concern for young adults as well as

older LGB women, as sequelae of long-term alcohol use of

older LGB women have not been studied [28].

Another significant difference is seen in weight, with

sexual minority women having higher rates of obesity than

the general population. Despite some studies showing a

greater amount of physical activity among lesbian and bisex-

ual women, obesity continues to be a significant problem

[27, 28]. Like other health disparities observed among sex-

ual minorities, the etiology of obesity is believed to be

multifactorial, stemming from increased heavy drinking

and depressive symptoms [35]. Evidence suggests that obe-

sity differentially affects sexual minority women compared

to sexual minority men, with one study demonstrating an

increased likelihood of white and African American sexual

minority women being overweight compared with

heterosexual women of the same race or ethnicity, whereas

sexual minority status was actually protective against

unhealthy weight among sexual minority men [36]. Interest-

ingly, a positive correlation has been found between over-

weight and obesity and degree of outness as a lesbian, as

well as longer relationship length. This correlation may be a

product of a greater acceptance of diverse body types, an

attitude that has been repeatedly demonstrated [37, 38]. A

higher body mass index (BMI) is associated with an

increased risk for multiple cancers, diabetes, and cardiovas-

cular disease; indeed, a commensurate increase in cardiovas-

cular disease has been observed among sexual minority

women [20]. Given the disparities in tobacco use, another

risk factor for cardiovascular disease, this association is not

surprising, but the increased risk persists even when

adjusting for smoking status. Importantly, the disparity in

risk for cardiovascular disease is significant only among

self-identified lesbian and bisexual women, not in women

categorized by sexual behaviors, consistent with the explan-

atory basis of the minority stress model [39].

National disease databases and registries do not collect

data on sexual minority status, so there is a relative paucity

of data on a number of conditions with the potential to affect

lesbian and bisexual women [40]. This is particularly salient

when considering the higher prevalence of risk factors for

breast and cervical cancer in lesbian women, including high

alcohol intake, smoking status, obesity, and higher rates of

nulliparity [20, 29, 41]. The literature on relative mammog-

raphy rates and breast cancer incidence in lesbian and

bisexual women has thus far been inconsistent. However,

in general, sexual minority women report less healthcare

access and regular medical care, and more frequent delaying

of care and use of emergency departments [28, 29, 42–

45]. The exception is mental health services, which are

used more frequently among sexual minority women than

among heterosexual women [23]. Lesbian women in partic-

ular have shown less willingness to disclose sexual orienta-

tion to healthcare providers than gay men and have more

difficulty communicating with their healthcare providers

[46]. This hesitancy to disclose sexual orientation may

have particular importance in early detection of cervical

cancer, as lesbians who are out to their healthcare provider

are more likely to have had a recent Pap test than those who

have not disclosed their sexual orientation [40]. Lower rates

of initiation of HPV vaccination have been demonstrated in

sexual minority women compared with heterosexual

women, though there are limited published large-scale data

on HPV vaccination in sexual minority women [47].

Healthcare providers must be aware of the

recommendations for cervical cancer screening in sexual

minority women and facilitate open discussion of sexual

orientation and practices, in order to avoid disparities in

detection and treatment.
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In general, sexual minority women report lower health-

related quality of life than heterosexual women. However, it

is important to note that bisexual women report even poorer

health-related quality of life than lesbian women, as well as

higher rates of significant mental distress. Unfortunately, the

small sample sizes in studies of sexual minority women have

led many studies to simply combine lesbian and bisexual

women into a single group; therefore, data is lacking on

some areas and inconsistent in others. For example, heavy

alcohol use was reported in one study to be significantly

higher only among lesbian women, but elsewhere, bisexual

women have been reported to be more likely to smoke and

drink excessively [16, 29]. Furthermore, bisexual women

have been shown to have fewer attempts at smoking cessa-

tion, younger age of first cigarette, and higher nicotine

dependence in comparison to heterosexual women

[48]. Bisexual women have significantly higher

demonstrated rates of intimate partner violence compared

to both lesbian and heterosexual women [49–51]. Additional

research is needed to explain the disparities between bisex-

ual and lesbian women, particularly the greater

sociodemographic risks, health risk behaviors, and

decreased access to care [16].

The disparities between sexual minority women and het-

erosexual women are clearly multifactorial, stemming from

differential access to healthcare, cultural norms regarding

obesity and substance use, and victimization throughout the

life course. It is daunting to consider all of the physical and

mental health disparities present in this population. Impor-

tantly, however, studies suggest that physical health

disparities in sexual minority women are a direct conse-

quence of psychological distress; that is, when distress is

taken into account, physical health disparities are no longer

significant [16, 22]. Furthermore, the majority of risk factors

leading to health outcome disparities among sexual minority

women are modifiable [20]. These observations suggest that

enhancing the ability to cope with minority stress may help

decrease the disparities seen among sexual minority women,

and highlights the importance of supporting resilience devel-

opment in this population.

Resilience Factors in Lesbian and Bisexual
Women

Social Ecological Model

First described in 1988 by McLeroy et al., and based on the

work of Urie Bronfenbrenner [52], the social ecological

model (SEM) focuses on the interaction between the social

environment and resilience factors intrinsic to an individual

and the importance of the interplay between multiple levels

in effecting change. Emergence of the SEM occurred in the

context of a new understanding of the limitations of

individual-level interventions and programs and the poten-

tial for a victim-blaming ideology underlying these

strategies. The SEM examines environmental influences on

behavior at individual (intrapersonal), interpersonal, institu-

tional/organizational, community, and policy levels; while

each of these levels is distinct, interactions between the

levels also occur. For the purpose of our review, we will

combine organizational and community levels, as many

contributing factors can be classified into both realms.

While traditionally used to develop and assess public health

programs, the divisions of the SEM can also be used to

delineate the numerous levels at which both trauma can

occur and resilience factors can develop (Fig. 12.2) [53].

Individual Level

Variations in intrapersonal factors, including attitudes,

behavior, and skills, contribute to the development of resil-

ience in lesbian and bisexual women. These factors arise

early in development and both shape and are shaped by the

individual’s life experiences [53].

Coming Out
Coming out is a process unique to each individual and has

been associated with both trauma and resilience. It is a

complex, continuous process in which the multidimensional

aspects of self-awareness, self-identification of sexual orien-

tation, self-expression, and self-disclosure intersect. While

most literature supports the conclusion that greater levels of

outness, earlier self-awareness, and self-disclosure are posi-

tively associated with better mental health [54], other

research has shown that disclosure at a younger age can

also be associated with an increased risk of sexual, physical,

and verbal victimization, which may in turn increase levels

of intrapersonal stress [2]. An individual’s perception of the

potential consequences of coming out is based on their

expectation of increased vs. decreased social support, and

can be predicted by both the level of comfort they have with

their self-identity and whether or not they have access to a

supportive environment [55].

Several aspects of sexual identity (lesbian vs. bisexual

identification, years self-identified, and level of involvement

in the LGB community) may predict the degree of outness of

an individual. The degree of outness is positively correlated

with decreased psychological distress, specifically a

decrease in suicidality [54]. Lesbian-identified women are

more likely to be out than their bisexual counterparts for

multiple reasons that are driven by higher levels of accep-

tance vs. nonacceptance at the interpersonal and organiza-

tional/community levels. Years of self-identification are also

positively associated with greater levels of outness. The
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development of self-identification has been extensively stud-

ied in lesbian women, and there are milestones that delineate

the process from initial awareness to eventual self-

identification. The further along a woman is in this journey,

the greater her experienced level of outness [56].

There is some variance, however, between different eth-

nic and racial groups of sexual minority women, which

highlights the impact of cultural norms on an individual’s
coming out experience [54]. For example, African American

lesbian and bisexual women have overall lower levels of

outness and more years of self-identification compared to

European and Latina populations. This may highlight the

“triple threat” concept that black sexual minority women

also face higher levels of gender and race discrimination,

making them more cautious to come out, even if they have

self-identified as lesbian or bisexual for years. Latina women

have relatively high levels of outness; however, levels of

psychological distress are not proportionately lower in this

population. Asian American women, on the other hand, tend

to have significantly increased levels of psychological dis-

tress compared to other ethnic groups [54].

Overall, greater levels of intrapersonal outness have been

associated with reduced levels of depression and anxiety,

more positive outlook and higher self-esteem, and on

broader levels, higher relationship satisfaction, greater social

support and more regular use of healthcare [57–59].

Providers should develop strategies to address the multifac-

eted and intersecting forces that influence an individual’s

level of sexual identity disclosure in order to improve the

overall mental and physical health outcomes of sexual

minority women.

Self-Acceptance
Self-acceptance must be distinguished from self-identity and

even self-disclosure. As previously discussed, the founda-

tion of an individual’s development of her value and worth,

or acceptance of self, is built with “bricks” of messages she

receives from her interpersonal relationships, local commu-

nity, religious experience, and government. These messages

begin at a young age, often before awareness of sexual

orientation, and can create a discrepancy between how she

feels/behaves and how she is expected to feel/behave.

Deconstructing these external messages using self-

acceptance, specifically emotional acceptance and

processing, as a sexual minority-specific coping mechanism

has been shown to effectively mitigate the relationship

between internalized homophobia and psychological dis-

tress. Using pragmatic language to describe traumatic events

has been shown to decrease the psychological and physical

stress responses, allowing people to both recognize and

distance themselves from the trauma [60]. These findings

are relevant to lesbian and bisexual women who have

increased exposure to stressful situations.

Thus, self-acceptance is a critical mediator for not only

the level of outness but overall levels of psychological

health. Greater social support is associated with increases

Fig. 12.2 Social ecological

model of resilience factors in

sexual minority women. Circles

denote individual spheres of

potential factors. Reciprocal

causation is assumed among all

dimensions
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in both the level of outness and self-acceptance [55]. How-

ever, research examining the differences in levels of self-

acceptance among different ethnic and racial groups, as

well as in lesbian vs. bisexual individuals, shows significant

differences in levels of psychological distress in relation-

ship to coming out [54]. Additional research investigating

specific ethnic and cultural barriers and facilitators to com-

ing out and development and implementation of commu-

nity, psychotherapeutic support, and policy services

tailored specifically to the unique challenges faced by

each group are needed to foster greater levels of self-

acceptance among diverse populations of sexual minority

women.

Interpersonal Level

In the SEM, processes at the interpersonal level are enacted

via relationships between members of “primary groups” –

family, friendships, work groups, and other formal and

informal social support systems and networks [53]. Social

support comprises the key resilience variable for LGB

individuals [60]. This level of support often manifests as

day-to-day emotional support, shared social activities, and

decision-making advice. In the event of a major life transi-

tion or trauma, support at the interpersonal level may also

include material, financial, housing, or home health

support.

Family of Origin Support
Family support is an important protective factor associated

with decreased depression and suicidality among sexual

LGB young adults [61]. Support from family may be even

more critical for LGB youth who rely on parents for

financial and housing support. Family acceptance is

associated with higher self-esteem, less substance use,

improved mental health, and decreased internalized homo-

phobia among LGB adolescents and young adults [62]. As

is true of other sexual minority groups, lesbian and bisex-

ual women are at risk for rejection from their families of

origin because of their sexual orientation. Family rejection

may lead to homelessness, substance abuse, and mental

health symptoms including suicidality [63, 64]. Fear of

such rejection may lead to delayed or non-disclosure of

one’s sexual identity. Sexual minority women who retain

family connections in the context of non-disclosure may

still derive the benefits of familial support. If lesbian and

bisexual youth and adults decide to disclose, they have

been shown to discuss their sexual orientation with their

mothers more frequently than their fathers. Even though

the majority of parents were found to be less than fully

accepting, disclosure of one’s sexual identity may in itself

protect against mental health symptoms such as suicidality

[2]. Unlike gay and bisexual men who rely more on friends

or co-workers, lesbian and bisexual women may rely more

on family members for major support (financial, housing,

home healthcare) [65]. This finding may be explained by

sexual minority women experiencing less frequent famil-

ial rejection and/or greater focus on maintaining

relationships with their families as compared to sexual

minority men.

Peer Support
Many LGB individuals experience nonacceptance or even

rejection from their families of origin. In response, some

may form “chosen families” of intentionally selected

individuals who play a significant role in each other’s
lives. Spending time with others who share the same sexual

orientation, or are willing to listen to the experiences of

being a sexual minority, allows for discussion of discrimina-

tory experiences with a shared understanding of heterosexist

societal structures. Additionally, lesbian and bisexual

women serve as role models for each other when facing

unique challenges regarding coming out, dating, marriage,

family building, and end of life care. However, finding

and/or selecting friends based on a similar sexual orientation

is less applicable, and is more challenging, for adolescent

girls with a preexisting friend group who are in the process

of self-actualizing and disclosing their lesbian or bisexual

orientation and identity. Nonetheless, the support from peers

is still quite integral to their overall health, as adolescent

girls who lose friends because of their sexual orientation are

at risk for lower self-esteem and more mental health

problems [2]. Similarly, in studies of support networks for

lesbian and bisexual women, support from friends, regard-

less of their sexual orientation, is a stronger predictor of

reduced depressive symptoms than support from family of

origin [66].

The social support networks of sexual minority women

often include peers that also identify as lesbian or bisexual.

Additionally, it has been shown that lesbian and bisexual

women of color construct support networks of individuals

with the same race/ethnicity [65]. This tendency for sexual

minority women of color to surround themselves with

individuals who are most like themselves may help to ame-

liorate the minority stress experienced from the intersection

of racism, heterosexism, and sexism.

One opportunity to promote the health of sexual minority

women may be the utilization of community health workers

or peer supporters. Peer supporters have been used within

multiple healthcare contexts including chronic disease man-

agement, HIV-related care, mental healthcare, and

breastfeeding. Lesbian- and bisexual-identified women in

the role of peer supporters may provide sexual minority

women with emotional, social, and practical assistance in a

culturally appropriate manner.

12 Lesbian and Bisexual Women 139



Marriage/Recognized Intimate Relationships
As compared to heterosexual couples, women in same-sex

relationships have been shown to have similar amounts of

overall and sexual satisfaction with their partners [67]. Inti-

mate relationships can provide a deep sense of emotional

support. The benefits of such relationships can be profound

because women in a same-sex relationship may have more

egalitarian division of labor, power differential, and gender

roles, leading to improved relationship quality, compatibil-

ity, and intimacy and less conflict as compared to married

heterosexual couples [68].

Similar to individuals in heterosexual relationships [69],

individuals in same-sex relationships experience less psy-

chological distress and more well-being as compared to

single LGB adults [70]. Additionally, same-sex and hetero-

sexual couples experience increased stability and personal

well-being as the level of commitment and perceived

investment in a relationship increases [71]. Marriage confers

additional protection, as evidenced by improved mental

health of legally married same-sex women as compared to

non-married cohabiting partners, domestic partners, and

those who entered into civil unions [72]. These protective

effects include reduced stress and internalized homophobia,

decreased depressive symptoms, and perceived more mean-

ing in life [70].

In the United States, lesbian and bisexual women in a

same-sex relationship had few options for legal recognition

of their partnerships (civil unions, legal marriage at the

discretion of individual states) until the Supreme Court’s
Obergefell v. Hodges marriage equality decision in June of

2015. In the years leading up to this decision, research

indicated that the denial of full marriage rights to same-sex

couples had negative mental and physical health

implications for all LGB people regardless of their relation-

ship status [73]. While the opportunity to marry will not in

and of itself eliminate health disparities among lesbian and

bisexual women, it will hopefully promote health by

decreasing structural stigmatization as described in the

minority stress model.

Organization/Community Level

The organizational level of the SEM – also referred to as the

institutional level – adds the dimension of “rules and

regulations” found in organized social institutions. Commu-

nity factors expand upon organizational interactions to

include relationships among different organizations and

institutions, as well as larger informal networks

[53]. Because resilience factors develop as a product of

both intra- and inter-organizational and network-based

factors, these two spheres will be considered together in

this evaluation.

Healthcare Systems
There is much literature, as previously discussed,

demonstrating significant disadvantages in access to a regu-

lar source of healthcare and preventive services experienced

by lesbian and bisexual women. Stigma leading to discrimi-

nation and maltreatment within medical settings may lead to

decreased disclosure and delayed utilization of healthcare

resources. On the other hand, disclosure of one’s sexual

orientation in the context of healthcare settings has also

been associated with more regular utilization of healthcare

[59]. Rate of disclosure of one’s sexual orientation to

providers varies from urban to rural settings and with an

individual’s perception of the provider’s comfort discussing

sexual orientation and sexual health. An increased level of

outness is associated with better patient-provider rapport and

may be a key factor leading to increased utilization of

healthcare by lesbian and bisexual individuals and enhanced

rates of screening and prevention [74].

Decreased access to healthcare has been repeatedly

demonstrated among sexual minority women [16, 29, 42,

43, 75]. While much of this disparity has been attributed to a

greater proportion of un- or underinsurance, disparities in

healthcare utilization still persist when controlling for

pre-ACA insurance status [28]. While it is unclear what

other factors contribute to decreased access to care, sexual

minority women are more likely to report unmet healthcare

needs than heterosexual women, heterosexual men, and sex-

ual minority men; in fact, men in same-sex relationships

have been demonstrated to have equivalent or greater access

to healthcare than men in opposite-sex relationships

[43]. This fact suggests that access to care is a multifactorial

issue perhaps related to socioeconomic disparities, preju-

dice, and minority stress, reflecting the fluid and interdepen-

dent nature of the levels of the SEM [41, 42]. Sexual

minority women who perceive greater acceptance will

increase utilization of healthcare. Providers can enhance

access to care by using inclusive language, signage, and

training staff to help foster an environment of acceptance.

Employment/Workplace
Discrimination in the workplace remains present even with

social and cultural shifts toward acceptance and increased

legal protection for sexual minority individuals. Just as with

racial and ethnic minority populations, despite an overall

decrease in overt discrimination, the presence of

microaggressive gestures makes the decision of being

“out” at work a difficult one for many LGB individuals

today [76]. Critical factors shown to drive an individual’s
decision to be out at work include the existence of social

support from co-workers to supervisors in the workplace as

well as the presence of institutional nondiscrimination

policies and LGB-affirmative activities. Increased interper-

sonal and organizational support is correlated with greater
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outness and overall life satisfaction; thus, it is important for

providers to support legislation and policies at all levels

which support sexual minority women [77].

Religion/Spirituality
Multiple studies conducted in the general population have

shown that religiosity (standardized practices, beliefs, and

spiritual activity) and spirituality (sense of connection and

engagement with the sacred) can promote mental health and

psychological well-being. For many individuals, religion

promotes resilience by acting as a framework to explain

and make meaning out of difficult or painful experiences in

the context of a congregational support network. However,

because of the long-standing history of Judeo-Christian

churches promoting anti-gay messages and, in extreme

cases, endorsing conversion therapy (treatment that attempts

to change one’s sexual orientation or behavior), lesbian and

bisexual women may not universally benefit from religious

affiliation or participation. In fact, engagement in such

activities may in certain instances increase internalized

homophobia and shame, and decrease perceived social

support.

Even though religion and sexual minority status are often

perceived to be incompatible and this belief has translated

into lower rates of affiliation with organized denominations,

sexual minority women have been shown to manifest

increased levels of spirituality as compared to the general

population [78]. While undefined in this study, spirituality

among lesbian and bisexual women may include a connec-

tion with a personal “God” in the traditional Judeo-Christian
model or a focus on Wiccan practices, feminist spirituality,

meditation or yoga. There is evidence that religiosity and/or

spirituality can promote resilience in self-identified lesbian

and bisexual women. For example, LGB individuals who

experienced affirmation in the context of a faith group, by

feeling accepted in the faith community, seeing openly LGB

members of the congregation, and being affiliated with a

denomination that affirmed same-sex marriage; experienced

less internalized homophobia, decreased depressive

symptoms, greater levels of spirituality, and improved over-

all psychological health [79, 80].

The benefits of spiritual connection for sexual minority

women depend upon the ability to reconcile one’s religious
faith and sexual identity, usually by reframing scripture and

religious tradition and finding safe religious communities

[81]. For some women, resolution of this religious/sexuality

identity conflict is accomplished by choosing to leave one

religious community and affiliating with a congregation or

denomination that affirms same-sex relationships and sexual

minority identity [82]. Religious groups that have been

recognized as more accepting of LGB individuals include

the United Church of Christ, Episcopal Church, Unity,

Quaker Friends Meetings, and Unitarian Universalists. In

addition, two Christian denominations have been founded

specifically for lesbian, gay, bisexual, and transgender

congregants – the Metropolitan Community Church and

the Unity Fellowship Church Movement. However, there

are diverse paths toward identity integration. Some

individuals find support within their current religious com-

munity even if it does not explicitly affirm sexual minorities.

For women in these “supportive but not affirming”
communities, the process of reintegrating one’s religious

and sexual minority identity is in itself a form of resilience.

Additionally, these women may be empowered by making a

commitment to work toward social justice by transforming

the church from within.

A complex interplay exists between religiosity, spiritual-

ity, internalized homophobia, poor mental health outcomes,

and resilience. There is evidence that religious affiliation can

both mediate harmful outcomes and promote health and

psychological well-being among LGB individuals,

depending on a number of variables. Providers working

with lesbian and bisexual women should consider the possi-

bly of religion/spirituality as a resilience factor by

investigating the importance of faith and spirituality to

each individual, and paying particular attention to identity

integration and the presence of affirming experiences in that

person’s current or prospective faith environments.

Community Support Structures
One way that sexual minority women can cope with societal

and structural discrimination is to connect with the larger

LGB community. The size and vitality of this community is

dependent upon the geographic region, size of the LGB

population, political climate, and community resources. In

many larger metropolitan areas, there are dedicated LGB

community centers which may provide specific support in

the areas of housing, education, healthcare, legal needs,

employment, mentoring, and parenting. These community

centers provide services tailored to the needs of members of

the LGB community and may offer resources not readily

available to heterosexual individuals. For example, the men-

tal health benefits of support found through specialized

resource centers was perceived to be more accessible to

sexual minority women with HIV as compared to heterosex-

ual women with HIV [4]. However, it is important to remem-

ber the limitations of some of these LGB organizations, as

there has been some indication that they are largely utilized

by and perceived to cater to gay-identified white men [83]. -

Non-urban areas, while not often having the breadth of

community services available, may still have organized sup-

port groups for the LGB community (including PFLAG

[formerly Parents and Friends of Lesbians and Gays]

chapters and school-based gay-straight alliances (GSA)) as

well as nonformalized community networks comprised of

self-identified sexual minority individuals. Healthcare
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organizations serving sexual minority women may ask

women involved in these community groups to serve as

community advisory board members or community health

workers.

Another source of community-level support for lesbian

and bisexual girls and women may be organized sports. In

general, participation in high school athletics has been

associated with decreased depressive symptoms, improved

self-reported general health, and increased collegiate gradu-

ation rates among adolescent girls [84–86]. Unfortunately,

the high school and collegiate athletic environment has also

been found to be especially homophobic, leading to overall

decreased participation in competitive level sports by

lesbian- and bisexual-identified youth [87, 88]. This exclu-

sionary climate can have long-lasting effects on the amount

of physical activity, rates of obesity, and overall health

outcomes of adolescent and adult sexual minority women.

However, lesbian and bisexual women have long been

known to enjoy recreational organized sports, and some

communities may have sexual minority women-specific

sports teams available. Additionally, there is a promise of a

more accepting competitive athletic environment with the

increased visibility of openly lesbian- and bisexual-

identified female professional athletes. Healthcare providers

should be familiar with athletic opportunities available in

their community as participation on an athletic team may

serve an important role of social connection and support for

sexual minority women.

Policy Level

This outermost circle of the SEM is influenced by factors from

all other dimensions of the SEM, and in turn exerts influence at

all levels. Public policy is itself amultilevel factor, governed at

local, state, and national levels [53]. Healthcare providers

should be aware of the downstream health effects of support-

ive legislation and advocate for the rights of sexual minority

women as health-promoting factors.

Marriage Equality and Health Outcomes: Impact
of Obergefell v. Hodges
Changes in marriage legislation over the last decade have

provided vital opportunities to quantify the impact of dis-

crimination on health in LGB individuals. After the

2004–2005 elections and subsequent passage of constitu-

tional marriage bans in 16 states, several studies were

conducted to examine the relationship between these

amendments and the psychiatric health of LGB residents of

those states. A groundbreaking study by Hatzenbuehler et al.

used data from the National Epidemiologic Survey on Alco-

hol and Related Conditions to assess psychiatric disorders

as diagnosed by the DSM-IV before and after the elections.

The results showed significant increases in psychiatric

disorders including mood disorders, generalized anxiety

disorder, alcohol use disorders, and psychiatric

comorbidities. Significantly, none of these disorders had a

significant increase in LGB individuals in states without such

amendments, nor did they increase in heterosexual residents

of states with new marriage bans [89]. Another study

conducted a survey after the November 2006 elections, in

which a number of political campaigns intended to further

deny civil marriage to same-sex couples, and found an

increase in psychological distress and minority stress

among LGB individuals [90]. Such disparities have been

rigorously studied in order to determine causation; legal

recognition of relationships is associated with psychological

benefits including less internalized homophobia, decreased

depressive symptoms and stress, and more self-reported

meaning in one’s life [70]. These results suggest that social
policy changes may reduce mental health disparities in LGB

people, likely mediating improvements in physical health

disparities as well [89].

The Supreme Court’s Obergefell v. Hodges marriage

equality decision in 2015 determined that (1) all states must

recognize the marriage between two same-sex individuals in

their state and (2) must recognize marriages of same-sex

couples performed in other states [91]. This decision

impacted health-related policies in a number of ways, includ-

ing employer-provided benefits for same-sex spouses in all

50 states, nationwide family and medical leave for LGB

couples, and recognition of spousal surrogate decision-

making rights and healthcare proxies [92]. Although quanti-

tative research on the health outcomes of marriage equality

has yet to be published, it is widely believed to have the

potential to improve mental and physical health beyond the

proximal effect of expanding health benefits [73].

Nondiscrimination Policies and Hate Crime
Legislation
As a marginalized population, LGBT individuals are at risk

for hate-motivated crimes, and gender-based violence dis-

proportionately affects women [93]. Hate crimes are

typically more violent than non-hate-motivated crimes and

are more likely to be unprovoked and have greater long-term

mental health consequences [94]. Furthermore, internalized

homophobia has been demonstrated to mediate the relation-

ship between hate crime victimization and psychiatric

symptoms – that is, hate crime victims with significant

internalized homophobia are more likely to have long-

lasting mental health sequelae [95]. These health effects

extend to sexual minority individuals who are not direct

victims of LGBT-motivated hate crimes. Sexual minority

youth living in neighborhoods with high rates of sexual

orientation-motivated hate crimes are significantly more

likely to report suicidal ideation, suicide attempts, and drug

use; this relationship does not exist for overall violent crime

and petty crimes [96–98].
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The existence of these relationships lends strong support

to the development of hate crime and nondiscrimination

legislation. This is a complex area of policy, facing the

challenges of intersectionality and defining marginalized

groups [99]. However, significant progress has been made

in this area, as evidenced by the release of the 2013 update to

the Violence Against Women Act (VAWA) which contains

specific provisions for LGBT individuals. Prior to 2013,

VAWA had already made a significant impact on gender-

based violence in the United States, and these new

provisions support increased protection and resources for

LGB women [51]. Furthermore, states without policies

against hate crimes and employment discrimination have

been shown to have a higher prevalence of psychiatric

disorders among LGB individuals [100]. Using the minority

stress model, this suggests that existence of such policies

may improve psychiatric and overall health by decreasing

stigma and internalized homophobia. In the coming years,

advocacy must focus on maintaining women’s rights, as well
as promoting legal protections on housing and employment

for LGB people [73].

Bullying as a Health Risk
Sexual minorites, particularly youth, have higher levels of

minority stress resulting in depressive symptoms and

suicidality, therefore making it imperative to advocate for

public policies to reduce bullying and hate crimes [19].

While civil rights protections against harassment in school

do exist, these have been criticized for applying only to chil-

dren in certain protected groups, including students with

disabilities, racial and ethnic minorities, and victims of gender

harassment or religious discrimination [101]. There is evi-

dence that extending such protections to include sexualminor-

ity youth may improve mental health outcomes. Pooled data

on sexual orientation and suicidal thoughts showed fewer past-

year suicidal thoughts among LGB students in schools with

safe spaces and/or gay-straight alliances [102]. Even after

controlling for exposure to peer victimization, policies that

include sexual orientation can reduce the risk for suicide

attempts [103]. Policies that recognize and promote the right

of all children to a public education, including a safe environ-

ment with protection against bullying, are necessary to

improve the psychological health of LGB youth.

Promoting Resilience in Lesbian and Bisexual
Women

Caring for Self

Research has shown that many lesbian and bisexual women

do not disclose their sexual orientation to their healthcare

providers, feeling this information has no bearing on their

health. Promoting openness and positive patient-provider

relations in healthcare settings through displayed nondis-

crimination policies, utilization of intake forms that do not

assume heterosexual orientation, and training of providers

and staff to increase awareness of population-specific termi-

nology and healthcare may lead to increased identity disclo-

sure by lesbian and bisexual women. An open dialogue

initiated by providers with lesbian and bisexual women

which emphasizes the benefits of disclosure and the impor-

tant relationship between lifestyle behaviors and overall

health outcomes gives the individual a tangible way to

understand and enhance their self-care [74].

When discussing particular health behaviors with sexual

minority women, it is important to inquire about and

consider their unique cultural perspective. A focus group-

based study with sexual minority women indicated that

programs to encourage healthy eating and exercise ought

to focus on health and fitness rather than beauty, given

expressed ambivalence toward dominant attitudes about

appearance, weight, and size. Functional fitness, in particu-

lar, is a dimension of importance to sexual minority women,

and health and fitness goals should be tailored to fit within

the lifestyle of sexual minority women [37]. Effective

counseling to promote regular exercise in sexual minority

women may include messages about “getting stronger” and
“increasing endurance,” rather than focusing on weight loss

and appearance.

Caring for Others

Altruism may be an important resilience factor for

lesbian and bisexual women. This may take the form of

serving as positive role models for other sexual minority

women and becoming involved in social justice movements.

This activism increases a sense of connection with the

broader LGB community and may in turn increase social

support and improve health outcomes. Additionally, altru-

ism may be related to increased hope and optimism for the

future, both of which can serve as important resilience

factors [60].

Lesbian and bisexual women have long been integral to

feminist movements. Sexual minority women have fought

valiantly for the right to vote, civil rights, and legal recog-

nition of marriage. Many of them became caretakers for

their gay brothers suffering from HIV/AIDS in the darkest

days of the crisis. Black women identifying as lesbian or

bisexual have formed strong coalitions rooted in their

shared experience of discrimination at the intersection of

gender, race, and sexual identity. Working toward social

justice in the context of larger feminist movements may be

an important source of resilience for sexual minority

women.
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Building Families

Lesbian and bisexual women have been at the forefront of

changing the face of family. For years, these women have

been pioneers by breaking down the “traditional” notion of

genetics and bloodlines, building alternative families

intentionally and uniquely.

Some women partner in parenting biological children

conceived during a relationship with a previous male part-

ner. Integration for these families may be complex, and

result from delayed coming out of lesbian individuals, or

having parented with a previous male partner in the case of

bisexual women. Adoption is another path women choose to

build a family. There are unique challenges in the adoption

selection process lesbian and bisexual women must face and

overcome at many levels including facing prejudice in the

selection process of adopting together, as well as one parent

adopting a child from her partner’s previous relationship.
The significant increase use of sperm donors, both known

and anonymous, reflects an increasing acceptance of alter-

native family building at the community and policy level,

allowing for a shared experience of the process of preg-

nancy, childbirth, and growing a family. Some choose to

know their donor and may have continued involvement with

the donor and encourage relationships with their children.

Others choose anonymous donors. Regardless of the many

different paths to forming families and the depth of com-

plexity that may be involved, creating alternative family

structures promotes increased self-acceptance and family

support for lesbian and bisexual women and ultimately

leads to more authentic living. It is important for providers

to gain knowledge about the different options for family

building to ensure that lesbian and bisexual women are

provided with counseling that supports them in this impor-

tant process.

Bisexual Pride

An identifiable and supportive peer group made up of

women of the same sexual identity may be especially influ-

ential in increasing the overall health of bisexual women.

Bisexual women living in urban areas report increased high-

risk behaviors and decreased self-reported health as com-

pared to lesbian women [16]. This discrepancy is postulated

to result from the relative lack of a defined group or commu-

nity. Furthermore, the finding of greater mental distress

experienced by bisexual-identified women in urban areas

as compared to those in non-urban areas may be explained

by an increased awareness of the relative lack of support,

especially from within the lesbian and gay community, as

compared to that available to lesbian-identified women. The

possible shifting of identities of bisexual women throughout

the life course may add to the complexities of finding con-

sistent peer support [16]. Providers should be aware of

relevant support services specifically serving bisexual

women to help connect them with similarly identified peers.

Conclusion

Lesbian and bisexual women experience a myriad of factors

across the spectrum of the SEM (i.e., at individual, interper-

sonal, organizational/community, and policy levels) that

may either foster or impede attainment of their full health

potential. At each level, there are specific clinical

interventions or opportunities for social justice advocacy

that should be considered by providers caring for sexual

minority women. Shifting focus from the traditional

disease-based model to a resilience-based model helps to

promote empowerment and a sense of agency among lesbian

and bisexual women, and is integral to supporting the health

and well-being of these populations.

Case Scenario

Jude is a 23-year-old female who presents to establish pri-

mary healthcare with you after recently moving to your area

(Fig. 12.3). On the electronic intake form, Jude endorses

symptoms of depression and anxiety including past

hospitalizations for suicidal ideation. As part of the social

history section, she reports having both male and female

lifetime partners and notes that her current partner is a

woman.

Upon entering the exam room, you find Jude to be mildly

anxious and immediately notice the row of scars in parallel

covering her left forearm. After discussing her past medical

Fig. 12.3 Jude is a 23-year-old female who presents to establish

primary healthcare
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history, family history, and current medications, you feel

that you have begun to establish rapport with Jude and she

seems more at ease.

You then say, “Jude, I understand that you have been

sexually active with both men and women in the past, is

there a particular term or label that you feel best describes

your sexual identity?”
Jude seems somewhat surprised by your question and

states, “Wow, I haven’t ever been asked this question by

my doctor. But you are correct, I have had sex with men in

the past, but it was a number of years ago. For the past

2 years I have been in a committed relationship with my

current girlfriend; though I think if I had to label myself, it

would be as bisexual.”
“Thanks for sharing that information with me, Jude,” you

reply. “Who are your sources of support in terms of your

sexuality?”
“Well, my family is a big support now, although they

weren’t great initially,” Jude explains. “My parents are

pretty religious and when I came out to them it was pretty

hard. They accept my girlfriend and now that I’ve moved,

they are understanding of how hard it is that she’s 6 hours

away. I had a great group of friends before I moved, but I am

feeling really disconnected and lonely since having to relo-

cate here for graduate school.”

Discussion Questions

1. What are the different processes involved in minority

stress theory?

2. How does the intersectionality of multiple identities

relate to trauma and victimization, stigma, and health?

3. How might religious beliefs, degree of outness, parental

acceptance, and integration in the LGB community high-

light strengths and vulnerabilities in lesbian and bisexual

women?

4. What strategies can health professionals use when

attempting to promote health among bisexual women?

5. What community-level resources are available to support

emerging adults who identify as sexual minority women?

Summary Practice Points

1. Stress processes involved in minority stress theory

include experiences of anti-LGB discrimination, the

expectation of rejection, concealing one’s sexual identity,
and internalized homophobia.

2. It is critical for providers to consider how racism, sexism,

classism, heterosexism, biphobia, and ableism may

increase risks of victimization, structural stigma, and

poor mental and physical health outcomes.

3. Increased affirmation within multiple social constructs

can decrease internalized homophobia and improve over-

all health and well-being.

4. Tailored health promotion strategies must acknowledge

and identify the stressors, health behaviors, and outcomes

unique to bisexual women.

5. It is vital to be aware of the different organizations and

resources serving LGB individuals in your community.

Resources

1. GLAAD Bisexual Resource Center: http://www.glaad.

org/tags/bisexual-resource-center

2. National Black Justice Coalition: http://nbjc.org

3. Fredriksen-Goldsen KI, Simoni JM, Kim H, Lehavot K,

Walters KL, Yang J, Hoy-Ellis CP. The Health Equity

Promotion Model: reconceptualization of lesbian, gay,

bisexual, and transgender (LGBT) health disparities.

Am J Orthopsychiatry. 2014 Nov;84(6):653–63.

4. Kwon P. Resilience in lesbian, gay, and bisexual

individuals. Pers Soc Psychol Rev. 2013;17(4):371–83.

5. PFLAG: http://community.pflag.org
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Institutionalization and Incarceration of LGBT
Individuals 13
Erin McCauley and Lauren Brinkley-Rubinstein

Lesbian, gay, bisexual, and transgender (LGBT) populations

are highly diverse; however, they share a common history of

marginalization, stigma and discrimination, and violence

[1], and some groups—particularly LGBT youth—also

experience disproportionate rates of institutionalization and

incarceration [2]. Experiences of social exclusion, stigma,

and discrimination have had a sizable impact on both the

unique mental health issues that members of the LGBT

community face and their health-seeking behavior and

access to care [1]. Additional injustices experienced by

LGBT people who are institutionalized and/or incarcerated

further contribute to the burden of trauma accumulated

across the life course and must be appropriately addressed

during the recovery process. An understanding of the preva-

lence, impact, and forces leading to increased rates of insti-

tutionalization and incarceration in LGBT communities is

therefore crucial to providing competent healthcare to these

groups.

Drivers of Incarceration/Institutionalization

LGBT and gender nonconforming (GNC) individuals expe-

rience elevated rates of incarceration and institutionaliza-

tion; both a history of and current experience of

incarceration and institutionalization have profound

influences on everyday health needs. While the drivers of

incarceration and institutionalization within and across

diverse and often multifaceted LGBT and GNC

communities can be difficult to tease apart, Fig. 13.1 offers

a pictorial representation to organize our discussion.

Pathologization of LGBT and GNC Status

Both historical and the modern pathologization of LGB

sexualities and transgender and GNC gender expressions lie

at root of much of the discrimination and oppression of LGBT

and GNC people and expose them to ongoing inhumane and

immoral treatment. Categorization of nontraditional sexual

orientations and gender expressions as illnesses established a

seemingly rational pathway whereby discrimination in mental

healthcare was sanctioned, with lasting societal implications.

Pathologization of LGBT and GNC identities and expressions

contributed to the creation of negative archetypes (which have

often beenused in the criminalizationprocess aswell), exposed

LGBT and GNC people to traumatizing “treatments” such as

conversion therapy, and acted as a barrier to access appropriate

healthcare (either through LGBT and GNC people avoiding

medical and psychiatric care or not disclosing their status to

medical care providers) [3].

Effect of Pathologization

The pathologization of LGBT and GNC sexuality and gen-

der expression has had many negative consequences, includ-

ing increased incarceration and institutionalization. Mogul,

Ritchie, and Whitlock argued that one of the initial and core

functions of imprisonment in the USA has been the regula-

tion and punishment of sexualities and gender expressions

considered “deviant” [4]. Using archetypes of criminality,

predation, disease, and sexuality imprisonment, the criminal

justice system in the USA has focused on punishing “devi-

ance” through forced sex/gender segregation, violence, iso-

lation, and the denial of sexuality and gender expression in
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prisons and jails [4]. Laws that unjustly targeted LGB peo-

ple, such as the sodomy laws (which were struck down in

2003), contributed to the criminalization of homosexuality

[4]. Mogul, Ritchie, and Whitlock argued that sodomy laws

gave “renewed legal weight to the message that queer people

are immoral, sinful, and deserving of criminal punishment”
[4, p. 72]. They also point to the sumptuary laws—laws

limiting expenditures on food, clothing, and personal

items—which ended in the 1980s and required people to

wear three or more articles of clothing associated with

their birth gender, as another form of gender and sexuality

policing that contributed to the criminalization of sexuality

and gender expression [4].

The pathologization of sexuality and gender expression

also led indirectly to increased criminalization and institu-

tionalization through several other mechanisms including

poverty, minority stress, victimization, trauma, and social/

familial exclusion. By conceptualizing some sexuality and

gender identities and expressions as illnesses, these

characteristics became “othered,” exposing LGBT and

GNC people to a plethora of risks. In turn, increased risks

of poverty, minority stress, victimization, trauma, and exclu-

sion led both directly and indirectly to increased incarcera-

tion and institutionalization. Because of these risks, LGBT

and GNC people were and are more likely to experience

reduced access to care and mental health issues, develop

maladaptive coping skills, and have a diminished safety net

which leaves them more vulnerable to incarceration and

institutionalization. Poverty is linked to access to care

among LGBT and GNC populations. Fredriksen-Goldsen

found that 22% of older transgender and GNC people were

unable to access medical care due to cost, and 15% of LGBT

people fear seeking medical care by a provider outside of the

LGBT community [3]. Lack of access to care is associated

with increased self-medication through maladaptive coping

behaviors, such as drug and alcohol use. Older adult LGB

people are more likely to drink heavily and smoke cigarettes

than their heterosexual counterparts [3]. Fredriksen-Goldsen

also found that older LGBT adults have a high prevalence of

depression and mental distress (31%) and 82% of LGBT

people had experienced victimization [3]. People with men-

tal health issues are overrepresented in the criminal justice

system and mental health issues can lead to institutionaliza-

tion, particularly for those who experience social rejection

and therefore have a reduced safety net of people to provide

care. Research has found that LGBT people are more likely

to rely on the support of a friend than a family member

[3, 5]. The reduced safety net experienced by many LGBT

people can be even more significant for youth. Hunt and

Moodie-Mills found that LGBT youth face higher risks of

incarceration due to homelessness because of family rejec-

tion [6]. The many risks and barriers that LGBT and GNC

people face which put them at increased likelihood of incar-

ceration and institutionalization frequently overlap and

intersect, leading to a complex web of risks with no simple

solution or intervention. Furthermore, the experience of

incarceration then exposes LGBT and GNC people to further

traumatization and victimization which can lead to persis-

tence of or development of more adverse coping

mechanisms, with further social exclusion and a further

decreased safety net and an increase in survival crimes.

This vicious cycle of traumatization, institutionalization,

and incarceration is also affected by events over time.

Events Over Time

Several events over time have influenced the incarceration

and institutionalization of LGBT people. Two highlighted

here—transinstitutionalization and the War on Drugs—have
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Fig. 13.1 Drivers of institutionalization and incarceration for LGBT people
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had particularly adverse effects on the lives of LGBT and

GNC people. The history of mental healthcare in the USA

can be considered in three distinct phases: institutionaliza-

tion, deinstitutionalization, and incarceration; the term

transinstitutionalization refers to the transition from treating

mental health issues via institutionalization to incarceration.

Figure 13.2 provides a brief history of mental healthcare

in the USA, highlighting the three stages of

transinstitutionalization.

Phase Decade Information
In

st
itu

tio
na

liz
at

io
n

18
40

s Dorothea Dix, after witnessing incarcerated people with mental illnesses chained naked to beds, left 
without heat, bathrooms, and in some cases, lights, started a campaign to improve conditions (7).
She succeeded in advocating for the development of mental health hospitals run by state 
governments in the U.S.and Europe (7).

18
70

s A study of sexual behavior defines a “third sex”—homosexuality-- to describe same-sex relations 
and transgender/gender non-conforming behavior. Homosexuality was considered morally neutral 
and the result of “inversion”—changes in the brain while in the womb (8).

19
30

s Throughout the early 1900’s, Freud developed the theory that homosexuality is a result of early 

19
40

s The National Institutes of Mental Health (NIMH) was established 1949, aimed at preventing, curing, 
or aiding in the recovery of mental illnesses (10). Homosexuality was conceptualized as an “illness” 
that needed treatment in institutions and via psychoanalysis, a belief which continued through the 
1970s (8).

19
50

s The first effective anti-psychotic drugs were introduced, behavioral therapy was implemented on a 
broad scale, and the number of people in mental health institutions reached its peak (560,000 in 
1955) (11). The first Statistical Manual of Mental Disorders (DSM) was published, which classified 
homosexuality alongside other sexual “disorders” (8). 

D
ei

ns
tit

ut
io

na
liz

at
io

n

19
60

s The Mental Retardation Facilities and Community Mental Health Centers Construction Act 
provided federal money to develop community-based mental health services (7) . Public  
opinion of institutionalization suffered (11). The gay rights movement garnered more publicity and 
public attention (8).

19
70

s Due to increased symptom management by drugs and therapy, newly prevalent community-based 
mental health services, and the changing cultural perception of mental health institutions, the 
number of people institutionalized started to decline (11). Many people who left institutions were met  
with inadequate housing and follow-up care.

19
80

s LGBT and GNC people became disproportionately represented among the homeless. Rates of 
mental illnesses among homeless populations increased. An estimated 1/3 of all people experiencing 
homelessness were found to suffer from a serious mental illness (11). Homosexuality was no longer 
classified as a mental disorder in the DSM-III; however, Gender Identity Disorder was added (63).

In
ca

rc
er

at
io

n

19
90

s

Many people suffering from serious mental illnesses were unable to find adequate housing or mental 
health care, and ended up incarcerated (11). Series of policies criminalized substance abuse, leading  
to an increase in the number of people incarcerated for nonviolent drug law violations from 50,000 
in 1980 to 400,000 in 1997 (12). Conversion therapies aimed at changing homosexual orientation 
continued despite criticism (8).

20
00

s

High rates of mental illness among incarcerated populations continued. By midyear in 2005, more 
than half of the incarcerated population in the U.S. suffered from a mental  illness (11).  
According to Bureau of Justice Statistics, between 2002 and 2004 56% of people incarcerated in 
State prisons, 45% of people incarcerated in Federal prisons, and 64% of people incarcerated in jails 
suffered from a mental illness (13). 

C
ur

re
nt

In 2012, one in every 35 adults in the U.S. was on probation, parole, or incarcerated in prison or jail, 
with 6,937,600 adults under the supervision of the correctional system (14). Currently, half of males 
and 75% of females who are incarcerated in state prisons and 63% of males and 75% of females 
incarcerated in jails experience mental health problems that merit services each year (13). LGBT 
and GNC people (particularly youth) have a higher likelihood of having mental health issues and 
being incarcerated (2). While we have seen a slight decrease in incarceration, rates remain high. 

childhood experiences (8). Shock therapy and lobotomy became popular treatments for “curing”
mental illness.

Fig. 13.2 A brief history of mental healthcare
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The Shift from Mental Health Hospitals
to Incarceration

The stated goal of deinstitutionalization was to allow people

suffering from mental illnesses the ability to live more

independent and full lives; the reality of deinstitutionaliza-

tion, however, has been far different. The closure of mental

health hospitals overwhelmed communities and families

with individuals who had complex psychosocial and

healthcare needs and eventually contributed to high rates

of incarceration through a process often referred to as

transinstitutionalization. Several factors contributed to

transinstitutionalization, including the cost of healthcare

for families and communities and high rates of dual

diagnoses of substance use disorder and mental illness.

These general trends were exacerbated among LGBT and

GNC people, coinciding with a period of zero tolerance, as

well as increased criminalization of LGB sexuality and

transgender and GNC gender expression. Furthermore, the

pathologization of LGBT and GNC individuals that

contributed to high rates of institutionalization had

far-reaching consequences that contributed to their later

incarceration—such as the archetypes of “deviant” sexuality
in need of treatment which were repurposed as “deviant”
sexuality in need of punishment [4] through the process of

transinstitutionalization.

Cost for Families and Communities

When institutions for people suffering from mental health

diagnoses were closed, families often took on the burden of

paying for and providing care [11]. The expectation that

families could or would take on the financial and interper-

sonal burdens of mental healthcare was particularly unreal-

istic for LGBT and GNC people. For example, Hunt and

Moodie-Mills have found that LGBT youth are far more

likely to have experienced family rejection and are forced

to fend for themselves financially [6]. According to the

Substance Abuse and Mental Health Services Administra-

tion (SAMHSA), the estimated total costs associated with

treating people with serious mental illnesses in 2014 were

$239 billion [15]. The process of deinstitutionalization

caused a shift of the financial burden of care from the

government to the families and communities to which

individuals were released [11, 16]. This burden was particu-

larly difficult for lower-income families or families from

historically marginalized populations, such as genderqueer

individuals who already faced barriers to access for

healthcare [17]. The end result was that some families

were unable to afford or did not have suitable access to

adequate mental healthcare services. Furthermore, families

who were unable to attain adequate care were more likely to

be from low-income communities in which there were insuf-

ficient resources for community healthcare provision. This

resulted in a disproportionate number of people suffering

from mental illnesses in low-income areas, or from histori-

cally marginalized populations, to go untreated or to self-

medicate with substances. This in turn contributed to

increased criminalization of these communities and

subsequent incarceration rates.

Dual Diagnosis with Substance Use Disorders

Many people who suffer from a mental illness have a dual

diagnosis with substance use disorder. According to the

National Alliance on Mental Illness (NAMI), approximately

one third of people experiencing mental illness and half of

people experiencing severe mental illness also struggle with

substance misuse issues [18]. Additionally, approximately

one third of people who abuse alcohol and half of people

who misuse drugs suffer from a mental illness [18]. In 2005,

the Bureau of Justice Statistics reported that over one third

(37%) of individuals with mental health diagnoses in state

prisons were using drugs at the time of offense, compared to

around a quarter (26%) of individuals without mental health

problems [13]. One study looking at “postbooking” jail

diversion programs for adults with dual diagnoses of mental

health illness and substance misuse in Hawaii found that

substance misuse was a more significant causal factor for

criminal offenses [19]. This indicates that substance use

increases the likelihood of incarceration, meaning that some-

one with a mental health issue who has lower access to

healthcare, such as an LGBT or GNC-identified individual,

is at increased risk of being incarcerated for misusing illicit

substances. Another study comparing offending and vio-

lence rates between patients with dual diagnoses and patients

with mental illness alone found that those in the group with

dual diagnoses were more likely to have a criminal history,

although there were no significant group differences as far as

history of violence specifically [20].

The Current State of Mental Healthcare

Simultaneous with the closure of mental health institutions

and the increasing criminalization of mental health disorders,

access to quality mental healthcare was difficult to attain. A

recent study found that between 2012 and 2013, 57.2% of

adults suffering from a mental illness received no treatment,

with Vermont reporting the lowest prevalence of untreated

adults with serious mental illnesses (41.7%) and Nevada

reporting the highest (70.7%) [21]. In addition, more than

20% of adults in the USA with a mental illness reported that

they were unable to access necessary treatment [21].
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LGB individuals report experiencing discrimination at a

higher rate than their heterosexual counterparts and, addi-

tionally, perceived discrimination is positively correlated

with indicators of psychiatric morbidity, meaning that LGB

individuals aremore likely to experiencemental health issues

as a result of discrimination [22]. These findings have been

confirmed in several other studies; for example, Meyer found

that experiences of stigma, prejudice, and discrimination

contribute to a stressful social environment and subsequent

high rates of mental health problems [23]. LGBT individuals

are at even higher risk than heterosexual, cisgender

individuals of experiencing mental health issues. LGBT

youth are more than twice as likely to take drugs or alcohol,

and only 37% of LGBT youth report being happy (compared

to 67% of non-LGBT youth) [24]. In addition, LGB youth are

four times more likely to attempt suicide than their hetero-

sexual peers [25].

Unfortunately, currently available options for provision

of mental healthcare may be particularly inaccessible to or

problematic for LGBT and GNC individuals. We will con-

sider three loci in which mental healthcare is rendered in the

USA today: (1) community-based mental health services,

(2) institutions for the mentally ill, and (3) the criminal

justice system.

Community-Based Mental Health Services

The current trend in mental healthcare favors community-

based services over institutional care, such that community-

based mental health services are considered the standard of

care in the USA [26]. Unfortunately, however, cost is often a

barrier to accessing care in community-based settings. A

recent study reported that 8 million adults with mental

illnesses (18.5%) were uninsured between 2012 and 2013

[21]. In 2014, 27% of uninsured Americans did not seek

needed treatment due to cost [27]. Furthermore, having

insurance does not necessarily grant access to mental

healthcare. People with mental health issues in certain

regions, like Massachusetts or Washington, DC, reported

being unable to access care due to the inadequacy of their

health insurance [21]. Of adults with a disability in the USA,

25.5% (1.2 million) were unable to see a healthcare provider

due to cost [21]. The rates of access to mental healthcare are

even lower for youth. Nearly 65% of youth with major

depression do not receive any mental health treatment, and

of those who do, many do not receive the level of care they

need [21]. In fact, Mental Health America found that only

21.7% of youth with severe depression received “consistent

treatment” (defined as 7–25+ visits per year) [21]. While the

treatment of mental illnesses may ideally be delivered in

community-based settings, several factors prohibit access

and lead individuals to seek care in less desirable venues.

LGBT populations are also likely to find cost a barrier to

community mental health treatment. Four in ten of LGBT

people who had an income under 400% of the federal

poverty level delayed engagement in care because of cost

[28]. In addition, those who identify as LGB more often

report unmet medical needs and less often report having a

usual source of care [29]. Transgender individuals specifi-

cally are much less likely to be covered by health insur-

ance, have access to care, and, even if insured, to have

coverage for transgender-specific health services such as

surgical treatment for gender transition and hormone

therapy [28].

Institutions for the Mentally Ill

While most institutions that provide mental healthcare were

closed during deinstitutionalization, around 200 state

hospitals remain open and operational today. Despite the

small number of state-run psychiatric hospitals, they

accounted for nearly one third of state mental health agency

(SMHA) budgets in 2006, totaling $7.7 billion [26]. A recent

study found that the current role of state psychiatric hospitals

is to house “populations deemed inappropriate for other

settings” (p. 679), targeting three primary populations:

forensic patients (people deemed incompetent to stand trial

or not guilty by reason of insanity), sexually dangerous

persons, and difficult-to-discharge patients [26]. This same

study argued that the diminishing economic climate at the

turn of the twenty-first century complicates efforts to close

the last psychiatric hospitals. Community-based healthcare

services do not have enough funding to accommodate men-

tally ill patients with extremely high needs [26]. Addition-

ally, psychiatric hospitals do not have enough staff to

prepare patients for successful discharge [26]. A study in

Washington State found that 44% of people discharged from

mental health hospitals were readmitted within 540 days

[30]. While information on currently institutionalized

LGBT and GNC people is difficult to come by, a study by

Orel found that middle- to older-aged LGBT participants

expressed the legality of their relationships as a primary

concern, fearing that their living wills and power of attorney

would not be sufficient to guarantee them in-home care as

opposed to institutionalization [31]. Institutionalization

remains a pressing concern for LGBT and GNC

communities.

Criminal Justice System

While the criminal justice system was not intended or

designed to serve as a method of healthcare provision, it

currently does provide healthcare for the growing
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population of people who are currently incarcerated, includ-

ing disproportionate numbers of LGBT and GNC people.

Incarceration is associated with a variety of negative

outcomes, such as higher occurrences of mental and physi-

cal health concerns [32], economic immobility [33], high

rates of discrimination [34], and high rates of future or

lifetime incarceration [35]. Beginning in the late 1970s,

the USA began to experience an unprecedented era of incar-

ceration. While due in part to changes in mental healthcare

(as noted previously), this was largely due to the “War on

Drugs.”
Policies related to mass incarceration, including the

War on Drugs, have had dramatic implications for people

who suffer from mental illness, including those who are

LGBT and/or GNC. The strict policies associated with the

War on Drugs have been credited, in part, for the criminal-

ization of mental illness in the USA. Criminologists con-

tinue to debate the roles of these various policies in the

process of increasing incarceration rates, and have been

unable to provide robust evidence as to the root cause [36]

because these policies are highly embedded within a com-

plex context that makes it difficult to tease apart cause and

effect. However, there is an agreement in the literature that

several key policies, including the War on Drugs,

influenced both the criminalization of mental illness and

sentencing policies and that these policies also influenced

the disproportionate incarceration of LGBT and GNC peo-

ple. Drug and alcohol use rates are higher among LGBT

people than the general population. A review of the

existing literature on drug and alcohol rates for LGBT

people by SAMHSA found that 30% of lesbians struggle

with alcohol abuse, that 20–25% of LG people are heavy

alcohol users (as opposed to 3–10% of heterosexual peo-

ple), that gay men are more likely to use drugs (including

marijuana, psychedelics, hallucinogens, stimulants, and

cocaine), and that LGBT people are more likely to use

so-called party drugs, such as ecstasy and ketamine

[37]. A meta-analysis of studies looking at sexual minority

drug use found that LGB youth were nearly twice as likely

to use substances [38]. A study that sought to explore the

relationship between sexual and gender minority stress,

substance use, and suicidality found that LGBT substance

use was an insidious coping response to victimization on

the basis of LGBT identity and had deleterious effects on

suicidality [39]. Russel, Driscoll, and Truong found that

LGB youth were more likely to use substances, and had

different trajectories of substance use [40]. Additionally,

SAMHSA found that LGBT people who are struggling

with substance use disorders may be less likely to seek

treatment for fear of discrimination from treatment

providers or compounding discrimination if their sexual

orientation, gender identity, and substance use disorders

were to be discovered [37].

Incarceration and Mental Health

In 2015, the Los Angeles County Jail was reported to be the

largest provider of mental healthcare in the USA [41]. People

suffering from mental illnesses are three times more likely to

be in jail or prison than in mental health facilities and 40% of

people with a diagnosis of severe mental illness are under the

supervision of the criminal justice system [42]. Some people

with mental illnesses also end up in diversion programs,

such as drug court, or referral out to community-based

mental health courts [16]. Others are not as fortunate.

According to a 2003 report by Human Rights Watch,

which may still have some applicability in the current crimi-

nal justice system, “in the most extreme cases, conditions

[in jail/prison] are truly horrific: mentally ill prisoners

locked in segregation with no treatment at all; confined in

filthy and beastly hot cells; left for days covered in feces they

have smeared over their bodies; taunted, abused, or ignored

by prison staff” [43, p. 2]. The current state of healthcare

provision relies disproportionately upon the criminal justice

system as a provider of care, especially for LGBT people

who experience disproportionately high levels of trauma,

victimization, and mental health illness. Furthermore,

LGBT adults and youth experience social isolation and

family exclusion, and this diminished safety net increases

the risk of incarceration. Unfortunately, the health care

received in justice settings can be inadequate [43], and the

disadvantage associated with incarceration can have delete-

rious effects on long-term health [44] and economic mobility

and gain [33]. These issues will be discussed at length later

in the chapter.

Prevalence and Impact of Incarceration
on LGBT People

Mass incarceration, coupled with transinstitutionalization,

has had adverse effects on the health and well-being of

LGBT people. Mass incarceration is a term that describes

the rise in incarceration rates in the USA by more than 300%

over the past 30 years [45]. Mass incarceration dispropor-

tionately impacts marginalized populations, such as people

who identify as African American [46], Latino or Hispanic

[47], or those who identify as LGBT [48]. Mogul, Ritchie,

and Whitlock argue that the regulation of sexualities and

gender expressions that are considered “deviant” by the

dominant cultural narrative has always been a paramount

feature of the justice system in the USA, making incarcera-

tion a highly dangerous proposition for LGBT people in

particular [4]. To illustrate, these authors state, “prisons are

places where deviance from gender and sexual norms is

punished through sexual systemic violence, forced segrega-

tion, and denial of sexual and gender expression and failure

154 E. McCauley and L. Brinkley-Rubinstein



to provide medically necessary treatment for the conditions

deemed queer” [4, p. 95–96].

Prevalence of Incarceration Among LGBT
Individuals

Identifying the number of LGBT individuals involved in the

criminal justice system is challenging [49]. When gender

identity or sexual orientation is queried (some data collec-

tion systems do not include LGBT or GNC status), data

collection often relies on self-report, which can be highly

unreliable, especially in coercive and controlled settings.

Justice-involved individuals may hide their LGBT status

for fear of punishment or discrimination by other inmates

or correctional staff.

Arrest and Incarceration of LGBT Adults
Adults who identify as LGBT are more likely to be

questioned by the police, engage in what is often referred

to as “survival crime” such as sex work, and be incarcerated.
The National Center for Transgender Equality [50] found

that one in six transgender people has been incarcerated

(16%), whereas the Bureau of Justice Statistics estimates

that only 5.1% of all persons in the USA will be incarcerated

during their life [51]. In addition, 21% of transgender

women and 47% of Black transgender people have been

incarcerated in their lifetime [50]. Another recent study

found that 19.3% of transgender women reported being

incarcerated during their lifetime [52]. This same study

also reported that transgender women who were Black and

Native American/Alaskan Native were more likely than

their White (non-Hispanic) counterparts to report a history

of incarceration [52]. Mandatory minimum sentencing

(which disproportionately affects racial minorities and the

poor, both of which have high representation among trans-

gender people), the federalization of crimes, and the abol-

ishment of parole for people reentering the community from

prison are factors that have influenced the disproportionately

high representation of transgender people in the criminal

justice system [50].

Juveniles
LGBT youth are significantly overrepresented in the juvenile

justice system, with an estimated 300,000 LGBT youth hav-

ing contact with the juvenile justice system each year. While

LGBT youth comprise 13–15% of justice-involved youth,

they only represent five to seven percent (5–7%) of the

youth population [6]. In addition, LGBT youth are dispro-

portionately arrested and/or detained for nonviolent crimes

[49]. Research has found that youth who identify as LGBT

are twice as likely to be arrested and detained for nonviolent

crimes than their heterosexual peers [48, 53]. One study

identified detainment for truancy, warrants, probation

violations, running away, and prostitution as key areas of

disproportion [48]. There were no differences in detention

rates for LGBT youth for serious violent crimes, however,

indicating that the overrepresentation of LGBT youth in the

criminal justice system centers around nonviolent offenses.

Several possible reasons for the disproportionate rate of

incarceration among LGBT youth have been proposed. For

instance, a study by Majd, Marksamer, and Reyes identified

several factors that may be associated with the increased

risk of detention among LGBT youth [54]. They found that

disproportionate detention centered around juvenile justice

professionals (including judges and court personnel) per-

ceiving that LGBT youth lack family support,

misperceptions that LGBT youth are “aggressive,” and

misconceptions that LGBT youth are more likely to

reoffend [54]. Hunt and Moodie-Mills argue that family

rejection, homelessness, and failed safety nets put LGBT

youth at a higher risk of incarceration and that family

rejection specifically can lead to homelessness and being

pushed into the justice system [6]. Furthermore, youth who

are experiencing homelessness and can no longer depend

on their families to provide for them may be emotionally

and physically vulnerable to abuse, coercion, and engaging

in and becoming victims of survival crimes [6]. Stanley and

Smith also illuminate survival crimes as a key contributor

to the criminalization of LGBT youth. Survival crimes are

nonviolent crimes that are committed out of desperation to

survive, such as shoplifting food or prostitution in order to

pay for food and shelter. Twenty-six percent (26%) of

LGBT youth leave their homes at some point during their

adolescence, and LGBT youth account for 40% of the

youth population experiencing homelessness, despite

being only 5–7% of the overall youth population

[6]. These data are particularly significant because home-

lessness is one of the strongest predictors of contact with

the juvenile justice system among LGBT youth [6]. Height-

ened levels of police contact can also have a disproportion-

ate impact on LGBT youth. Police are often able to arrest

and detain youth for violations that would not be consid-

ered crimes if committed by adults, such as running away

or breaking curfew, leading to increased contact between

the police and LGBT youth [48]. The increased risk of

incarceration observed among LGBT youth is enormously

troubling, as youth detention has been found to dramati-

cally reduce educational attainment and increase long-term

adult incarceration rates [55].

Specific Health-Related Concerns Relevant
to LGBT Inmates

People who identify as LGBT face numerous difficulties in

the carceral environment, including emotional abuse and

harassment, physical abuse, sexual assault, and prolonged
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periods of isolation. In addition, research has shown that

LGBT individuals in correctional facilities often also have

issues related to the provision of medication, housing

policies, discrimination and abuse by correctional staff and

other inmates, and access to support systems.

Provision of Medication
While those who are incarcerated represent one of the only

groups in the USA with a constitutional guarantee of medi-

cal care, gaining access to necessary medical care and medi-

cation is still a persistent issue for LGBT people [50].

Hormone Therapies

Most prisons and jails in the USA deny transgender people

access to hormone therapies, despite the medical necessity

of these medications for this population [4]. For example,

some states have ruled that hormone therapies are “cos-

metic,” despite the DSM-V classification of “gender dyspho-

ria” that categorizes hormone therapies as medically

necessary. Even in states where transgender people can

access their hormone therapies from prison health facilities,

such prescription is under a strict regulation. Typically, a

transgender person must prove that they had a legal prescrip-

tion for hormones and were taking them prior to being

incarcerated, which can be exceedingly difficult given the

poor access to healthcare that transgender people face over-

all [4]. Also, hormone therapies for express purpose of

gender affirmation are often not covered by medical insur-

ance, making a prescription for hormone therapies economi-

cally unfeasible [4]. Therefore, many transgender people

obtain their hormone therapies through unregulated markets,

and therefore lack the documentation necessary to continue

receiving treatment while incarcerated [4]. Denying hor-

mone therapies to transgender people is associated with

“extreme mental distress and anguish, leading to an

increased likelihood of suicide attempt, as well as depres-

sion, heart problems, and irregular blood pressure” [4,

p. 112]. In some cases, even when a transgender person is

approved to receive hormone therapy while incarcerated, it

is provided sporadically, inconsistently, at inappropriate

doses, and without psychological support [4]. Furthermore,

the irregular administration of hormone therapies, created by

the denial or mismanagement of hormone therapies while

incarcerated, and the inconsistent supply of hormones that

incarcerated transgender people sometimes access from the

black market, may lead to adverse health effects such as an

elevated risk of cancer, liver damage, depression, hyperten-

sion, and diabetes [4].

Treatment of HIV/AIDS

HIV and AIDS disproportionately affect transgender peo-

ple, and men who have sex with men [56]. Although data

are not comprehensive, it is believed that transgender

people have the highest rate of HIV/AIDS in the world

[56]. In 2010, transgender people had the highest rate of

newly identified HIV-positive test results in the USA

(2.1%), compared to females (0.4%) and males (1.2%)

[57]. From 2007 to 2011, there were 191 new diagnoses

of HIV among transgender people in New York City, and

99% of those infections were among transgender women

[57]. Additionally, 51% of those transgender women had a

documented history of substance misuse or incarceration

[57]. The testing for and treatment of HIV/AIDS for

incarcerated transgender people or men who have sex

with men is important for the health and well-being of

these populations. Some LGBT people have been denied

treatment or testing while incarcerated [4]. Historically,

people who are HIV positive have suffered discrimination,

and HIV-positive people have also died at higher rates by

preventable diseases [4]. Mogul, Ritchie, and Whitlock

describe circumstances at the Limestone Correctional

Facility in Alabama between the late 1980s and early

2000s in which HIV-positive people were housed in a

segregated unit which was crowded and vermin infested

[4]. Many of the people in this separated unit were suffering

from chronic health conditions and an outbreak of staphy-

lococcus infections, and were essentially abandoned in this

segregated unit until the Southern Center for Human Rights

sued the Alabama Department of Corrections and the pri-

vate prison healthcare service company [4]. An infectious

disease specialist reviewed the case and found that nearly

all of the 43 people who died in this unit between 1999 and

2003 died of preventable illnesses because of the failure to

provide proper medical care [4]. Lastly treatment and test-

ing for HIV and AIDS often comes with a violation of

confidentiality for LGBT people [4]. Because LGBT peo-

ple often already face elevated rates of discrimination and

inadequate healthcare, added stigmatization resulting from

prison employees and other inmates knowing that an LGBT

person has HIV or AIDS can be particularly dangerous.

Housing Policies
The evaluation of LGBT status during jail or prison intake

can be used in housing decisions to separate individuals who

are LGBT from the general population [58]. Depending on

the circumstance and the individual, separate housing may

be either beneficial (i.e., afford protection) or punitive (i.e.,

result in further stigma and isolation). Unfortunately, such

housing decisions, made at the sole discretion of prison

officials, are frequently used to punish and regulate what is

considered by dominant cultural narratives to be “deviant”
sexuality or gender expression. Housing incarcerated adults

who identify as LGBT in separate units can increase the risk

of abuse depending on what other individuals are also

housed in these separate units [4]. On the other hand, many

LGBT people suffer extremely high rates of abuse (physical
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and sexual) in general population housing. Mogul, Ritchie,

and Whitlock describe the story of one Black gay man,

Roderick Johnson, who was incarcerated in 1999 [4]. Origi-

nally placed in safe housing, he was eventually transferred to

a maximum-security prison where he was housed in the

general population, where he experienced repeated rapes

which were not investigated and was traded as a commodity,

masturbated on, and physically assaulted when he refused to

perform sexual acts. At one point, he was even punished by

loss of recreation and commissary privileges after being

forced into performing a sexual act with another inmate.

Despite experiencing horrific violence and abuse, Johnson’s
requests for safe and separate housing were repeatedly

denied [4].

In other circumstances, the placement of LGBT people in

special “protection” units can be harmful. Some jails and

prisons have administrative segregation units for vulnerable

or at-risk individuals where people have less access to social

interaction with their peers and severely limited access to

programs; LGBT people are also subjected to solitary con-

finement at higher rates than their heterosexual and gender

binary counterparts [4]. Tellingly, Mogul, Ritchie, and

Whitlock also describe the story of one inmate who

explained that the psychological toll of solitary confinement

was worse than the experience of rape and abuse that he

suffered in the general population [4].

Housing placement is even more influential for transgen-

der and gender nonconforming people. Typically, transgen-

der people are placed in sex-segregated facilities based on

their genitalia [4]. This can be particularly dangerous for

transgender women, who are often targets of abuse and

harassment in male prisons [4]. The primary justification

for placing transgender women in male prisons is due to

fear that transgender women pose a threat to other women

[4]. This fear is underwritten by the dangerous and untrue

archetype of transgender women as sexually degraded

predators [4]. Transgender people are also more likely to

be placed inappropriately in medical wings, as a conse-

quence of untrue archetypes of transgender and gender

nonconforming people as mentally ill [4].

Treatment by Correction Staff and Fellow Inmates
The Bureau of Justice Statistics found that of incarcerated

adults in federal prisons who identified as bisexual, homo-

sexual, gay or lesbian, or other sexual orientation minority,

11.2% reported being sexually victimized by another inmate

(compared to 1.3% of incarcerated adults who identified as

being heterosexual) and 6.6% reported being sexually

victimized by a staff member (compared to 2.5% of

incarcerated adults who identified as heterosexual) [59]. Sim-

ilarly, among incarcerated adults who identified as bisexual,

homosexual, gay or lesbian, or other sexual orientation

minority in jails, 7.2% reported being sexually victimized

by another inmate (compared to 1.1% for their heterosexual

peers) and 3.5% reported being sexually victimized by staff

members (compared to 1.9% of their heterosexual peers)

[59]. The Bureau of Justice Statistics found that after

controlling for variables, “an inmate’s sexual orientation

remained an important predictor of (sexual) victimization”
[59, p. 15].

Transgender and gender nonconforming people also face

high rates of physical abuse and sexual abuse. The Justice

Department emphasized in a 2012 report that GNC

individuals face particularly high levels of sexual victimiza-

tion [58]. Mogul, Ritchie, and Whitlock argue that transgen-

der men and women who are perceived as gay or effeminate

are at particularly high risk for sexual abuse, as they occupy

the bottom rung of the prison hierarchy [4]. These

investigators also emphasized that transgender women, in

addition to the abuse and discrimination they face as a result

of identifying as transgender women, are also exposed to

added sexual degradation and harassment that women expe-

rience, such as, “excessive, abusive, and invasive searches,

groping their breasts, buttocks, or genitalia, repeatedly

leering at the while they shower, disrobe, or use the bath-

room” [4, p. 101].
Majd, Marksamer, and Reyes found that LGBT youth

experienced physical and emotional abuse, sexual assault,

harassment by guards and peers, and prolonged periods of

isolation [54]. Wesley Ware wrote, “nowhere in the litera-

ture regulation and policing of gender and sexuality, partic-

ularly of low-income queer and trans youth of color, so

apparent than in the juvenile courts and in the juvenile

justice system” [48]. The Bureau of Justice Statistics found

that youth who identified as nonheterosexual reported dis-

proportionate rates of youth-on-youth sexual victimization

compared to their heterosexual counterparts (10.3% versus

1.5%, respectively); however, rates of reported staff-on-

youth sexual victimization were similar for both heterosex-

ual and nonheterosexual youth [60].

In response to the high rates of sexual assault and victim-

ization of incarcerated individuals, the Prison Rape Elimina-

tion Act (PREA) was signed into law in 2003, and a

comprehensive set of regulations was implemented in 2012

[58]. In the final summary of the PREA regulations, the

Department of Justice emphasized the particular vulnerabil-

ity of LGBT individuals in justice settings, especially those

whose “appearance and manner does not conform to tradi-

tional gender expectations” [58]. Among the protections

afforded to transgender people by the PREA is the right to

request private showers; such rights are outlined for prison

staff in an LGBT training guide [50]. The PREA Resource

Center revised the protocol for screening and searching

transgender prisoners in 2013 [50]. Although the PREA

regulations can be leveraged to reduce the violence that

LGBT people face while incarcerated, the ACLU warns
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that some facilities or systems may not be updated [58]. Fur-

thermore, the PREA regulations require adults to be

screened within 72 h of intake to assess their risk of sexual

victimization and abuse, which includes an evaluation of the

likelihood that an individual may be perceived as

LGBT [58].

Access to Support Systems
Prisons and jails in the USA enforce strict rules against any

sexual contact—inmate on inmate or staff on inmate. Some

argue that while in theory these policies are meant to protect

incarcerated people from unwanted sexual contact or atten-

tion, in reality the idea of situational homosexuality (sex

among same-sex inmates who identify as heterosexual

when outside of carceral settings) is considered a threat to

the presumption of normalcy and heteronormativity [4]. This

“threat” of homosexuality can lead to increased monitoring

of LGB nonsexual relationships and forced isolation of LGB

people from their peers [4]. Furthermore, LGB people can be

cut off from their outside support systems. While heterosex-

ual couples are allowed to embrace during visitation times,

homosexual couples are often not permitted to do so and

even cited an instance where a homosexual couple embraced

and were threatened with loss of future visitation [4]. Fur-

thermore, before the legalization of same-sex marriage, con-

jugal visits for homosexual partners were not allowed in four

out of the five states in which such visits were permissible

for other inmates [4].

Specific Mental Health Issues Among Justice-
Involved LGBT Individuals

Incarceration has far-reaching effects on both health and

health-seeking behaviors [61]. In particular, justice-involved

LGBT individuals face specific mental health issues, includ-

ing increased levels of anxiety and stress, issues of self-

esteem, and post-traumatic stress disorder (PTSD).

Increased Levels of Anxiety and Stress
The carceral environment can lead to increased levels of

anxiety and stress through stereotype threat—the fear or

risk of confirming stereotypes related to a minority group

one identifies with, the constant threat of violence, and the

strict regulation of gender expression and sexuality.

Increased anxiety and stress may also lead to clinical

depression [62]. Incarcerated LGBT people may develop

psychological adaptations in response to the high levels of

stress and anxiety, including distrust, hypervigilance, and

isolation [62]. While these adaptations might seem dys-

functional or even pathological in a community context,

these psychological processes and coping mechanisms rep-

resent normal responses to the pathological context of

prison or jail [62].

Issues of Self-Esteem
Transgender people who are denied access to necessary

hormone therapies may suffer from issues of self-esteem

upon release. The physical and psychological effects of

hormone deprivation can leave transgender people trapped

in a space between womanhood and manhood, unable to

express their true gender identity [4]. The repression of

identity is correlated with issues of self-esteem that can

lead to social isolation, depression, self-harm, and suicidal

ideation. A study by Nuttbrock, Rosenblum, and

Bluminstein found that identity affirmation was crucial

for the emotional well-being of transgender people

[63]. Transgender identity affirmation was conceptualized

as the extent to which transgender identity is disclosed and

recognized by others, preformed and supported by others,

and incorporated successfully in social roles and

relationships [63]. The carceral environment for most

transgender people limits the ability of identity affirmation

through social isolation, regulation of identity, and the

denial of hormone therapies.

Post-traumatic Stress Disorder
LGBT people are at an increased risk of being raped or

sexually assaulted during incarceration. Additionally, more

than two third of people who are raped in prison are raped

multiple times, making the negative effects on their health

and likelihood of PTSD even higher [64]. Neal and Clements

found that people who were sexually assaulted by other

prisoners were physically injured 70% of the time, whereas

people who were sexually assaulted by correctional staff

were physically injured 50% of the time, indicating that

prisoner-on-prisoner rape can be particularly traumatic

[64]. Furthermore, rape, particularly brutal or repeated

rape, has been found to be associated with PTSD [65],

meaning that LGBT people who have been sexually

assaulted or raped while incarcerated are at risk for PTSD.

Moreover, researchers have found a link between PTSD

manifestations among people who have been raped and

negative social reactions such as coping avoidance

[66]. LGBT people who have been raped during incarcera-

tion may exhibit additional symptoms beyond PTSD, such as

depression, anger, guilt, disruption of belief systems, and

sexual dysfunction [64].

Mental Deterioration
Transgender and gender nonconforming people who have

been incarcerated in solitary confinement for prolonged

periods of time may suffer from mental deterioration due

to sensory deprivation [4]. Mogul, Ritchie, and Whitlock

described punitive segregation units in which transgender

and gender nonconforming people were caged 23 h a day

for 7 days a week without television, radio, or personal

contact [4]. This extreme level of sensory deprivation, over

a prolonged period of time can cause people to lose the
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ability to concentrate, to hallucinate, and in some cases to

lose their aptitude for social interaction [4].

The Future of LGBT Justice-Involved
Individuals: Returning to a Public Health
Paradigm

Incarceration rates have seen a slight decline over the last

few years, but rates remain at historically high levels [67]

and LGBT individuals are still disproportionately

represented in correctional facilities. However, there is a

swelling national movement to identify and understand the

harms that incarceration is causing among the most dispro-

portionately impacted populations and to return to a public

health paradigm for mental health and substance use disor-

der treatment. For LGBT populations specifically, numerous

policy and legal shifts have facilitated improved access to

medical care and health insurance coverage, including pas-

sage of the Affordable Care Act and the recent Supreme

Court overturning of the Defense of Marriage Act. However,

much work remains to be done.

Decriminalization of Substance Use and Mental
Illness

Recent initiatives have devoted time and energy to develop-

ing programs such as “prebooking” diversion, which gives

police officers the discretion to take a person with a sub-

stance use or mental health issue to a treatment facility rather

than to jail. In addition, drug court and mental health courts

have been established in states across the nation and research

shows that they work. Findings from Virginia recently

showed that on average drug courts cost taxpayers less

money and that participants recidivated less often. Other

alternatives to incarceration that deploy therapeutic

techniques should be used more often as more and more

advocates (see decarceration.org) are calling for an

expanded era of decarceration. Criminal justice-involved

LGBT populations, who often experience worse outcomes

while incarcerated, would benefit exponentially from

continued progression away from mass incarceration. How-

ever, given that correctional facilities are one of the largest

“providers” of mental health services in the USA, and that

structural change often happens gradually, there is also a

need to consider the current context of incarceration and its

impact on LGBT individuals specifically. Jails and prisons

should engage in training for correctional workers in an

attempt to lessen the prevalence of LGBT-related stigma

and discrimination. Additionally, housing policies should

be thoughtfully considered with an eye toward the collateral

consequences of solitary confinement and policies that house

people solely according to their biological sex. Research

exploring the specific impact of incarceration on the physical

and mental health of LGBT individuals is still nascent and

much remains to be learned. Future studies must endeavor to

elucidate how best to identify LGBT individuals in carceral

settings, effective policies to protect LGBT people, and the

impact of incarceration on LGBT populations over the life

course. While mental healthcare has evolved for the better

over the years, further improvement is still needed. For

LGBT persons who suffer from both mental illness and

co-occurring substance use, incarceration is a very real pos-

sibility, and stigma related to each problem can compound

the challenges and result in destabilization. Research and

advocacy efforts must continue so that, in the future, mental

health and substance use can be addressed concurrently and

without inflicting further harm on the lives of already vul-

nerable populations.
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Resilience Promotion in Clinical Practice



An Overview of Trauma-Informed Care 14
Andrés Felipe Sciolla

Trauma-informed care (TIC) is a comprehensive approach

to clinical practice that evolved from the treatment of

mental health and substance misuse among populations of

disenfranchised, low-income, ethnic minority women in the

1980s to encompass modifications at individual provider,

team and systems levels in provision of healthcare to all

patients in all settings. This evolution has been buttressed

by a remarkable surge of traumatic stress-related research in

multiple disciplines over the last two decades. Both clinical

experience and research suggest strongly that patient care

should reflect an awareness of the prevalence and impact of

trauma in the lives of patients and providers and should offer

conditions for recovery from exposure to traumatic

experiences, such as feeling safe and minimizing the risk

for retraumatization.

This chapter begins with an overview of TIC from an

historical perspective, describing the various definitions of

TIC that have emerged over the years. The chapter also

features a focused discussion on the neurobiology of fear

learning, including fear acquired early in life. Research into

the neural basis of fear provides an empirical context to

explain the emphasis of TIC on the adaptive nature of

posttraumatic stress reactions (i.e., “What happened to

you?” instead of “What’s wrong with you?”), normalizes

the persistence of such reactions, and highlights the path to

recovery and resilience. In addition, the particular relevance

of TIC to provision of healthcare services to LGBT

individuals is reviewed while making a case for trauma-

informed approaches in other settings where LGBT

populations receive services, such as education, foster care,

and corrections. The chapter closes with a discussion of

current practice gaps and a critique of some features of

TIC and resilience, understood to be cultural products of

highly individualistic western, educated, industrialized,

rich, and democratic societies. From a global perspective,

it remains to be seen how collectivistic societies, in which

the majority of humans live, can adapt and test the effective-

ness of TIC to their populations, including LGBT

individuals, their resources, and their needs.

Definitions of TIC

Several definitions of TIC have been advanced over the

years. Recently, Elizabeth Hopper and colleagues arrived

at a consensus definition from a review of the literature,

which contains cross-cutting themes from previous

definitions:

Trauma-Informed Care is a strengths-based framework that is

grounded in an understanding of and responsiveness to the

impact of trauma, that emphasizes physical, psychological, and

emotional safety for both providers and survivors, and that

creates opportunities for survivors to rebuild a sense of control

and empowerment. [1]

These cross-cutting themes are largely captured and

elaborated in the Substance Abuse and Mental Health

Administration’s (SAMHSA’s) influential definition and

promotion of a trauma-informed approach to care, which is

grounded on four assumptions and six principles

(Table 14.1) [2]. This approach includes understanding the

definition of trauma, its impact across settings, services, and

populations, and appreciating the role of context and culture

on individuals’ perceptions and processing of traumatic

events. A later publication by SAMHSA added several key

elements, including the importance of trauma screening and

assessment, the difference between trauma-informed (i.e.,

may not target trauma sequelae) and trauma-specific (i.e.,

designed to target trauma sequelae) services and steps

recommended to build a workforce capable of implementing

TIC [3].
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The Origins of Trauma-Informed Care

Throughout the 1980s, as homelessness, poverty, and the use

of crack cocaine reached epidemic proportions in larger cities

across the USA, providers of substance use and mental health

services observed that childhood and adult victimization

affected nearly every client they served. Among those

clinicians were social worker Helen Bergman and

psychologists Maxine Harris and Roger D. Fallot, founders

of Community Connections, the largest private, nonprofit

agency providing a full range of supportive services in the

metropolitan Washington, DC, area. In a series of interviews

with 99 homeless individuals, mostly African American

women with serious mental illness, Harris and collaborators

found extraordinarily high prevalence rates of 87% and 65%

for childhood physical and sexual abuse, respectively, and

similarly high rates (87% and 76%, respectively) for adult

physical and sexual assault [4]. Sadly, only 3 of the

99 women reported no experience of physical or sexual

abuse in either childhood or adulthood [4]. Further analysis

revealed that the degree of trauma, as measured by recentness,

frequency, and number of types of exposure to violence, was

positively associated with the severity of a broad range of

psychiatric symptoms. The authors therefore concluded that

there was an urgent need for services that would include

consideration of the impact of trauma in the lives of women

who are homeless [5]. Paradoxically, these women had come

to view abuse and violence as normative, not their primary

problem, and presented to providers with complaints of physi-

cal ormental symptoms, while accepting the psychiatric labels

of “sad,” “bad,” or “mad” as given to them by others [6].

Table 14.1 Assumptions and principles of trauma-informed approach (SAMHSA) for human services organizations and systems [2]

Assumptions Comments

Realize the widespread impact of trauma and potential paths

for recovery

The subjective experience and overt behavior of individuals are understood as

attempts at coping overwhelming events or circumstances

Exposure to trauma plays a role in the emergence of health risk behaviors,

substance use and mental disorders, as well as medical illness directly linked to

(e.g., sexually transmitted infections) or mediated (e.g., cardiovascular disease)

by health risk behaviors

In addition to healthcare, opportunities for recovery are found among

individuals seen in other sectors, such as schools, child welfare, criminal

justice, and faith-based organizations

Recognize signs and symptoms in patients and members of

the healthcare system, including staff and providers

Familiarity and recognition of signs and symptoms of traumatic exposure is

achieved through timely screening and assessment, workforce development,

supervision, and self-care practices

Respond by fully integrating knowledge about trauma into

policies, procedures, and practices

Members at every level of the organization adapt their language, policies, and

procedures to conform to the trauma-based needs of the people they serve

Practitioners in the organization are trained in evidence-based therapies and

best or promising trauma practices

Inclusion of trauma awareness in mission statement

Resist retraumatization Commitment to an ongoing identification and modification of organizational

practices that may retraumatize staff or clients or interfere with recovery

Maintenance of “universal precautions” (See Fig. 14.2)

Principles Examples

Safety The physical environment and interpersonal relationships promote a sense of

physical and psychological safety, as defined by those served

Trustworthiness and transparency Trust between clients and providers is built and maintained through operations

and decisions that are transparent

Peer support To promote recovery and healing, safety and hope, services integrate the

mutual self-help and collaboration of those with lived experiences of trauma

(often referred as “trauma survivors”)

Collaboration and mutuality Power differences among clients, providers, and organization members are

minimized in order to promote meaningful participation in decision-making

Empowerment, voice, and choice The primacy of the people served is affirmed, strengths are recognized and built

upon, resilience and the ability to heal and recover from trauma are intrinsic to

individuals, organizations, and communities

Self-advocacy skills are cultivated and clients are given choices and supported

in goal-setting

Cultural, historical, and gender Issues The organization offers gender culture and sexual orientation-responsive

services, understands the impact of historical trauma, and leverages the healing

potential of traditional cultural practices
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While acknowledging the contributions to the field of

contemporary authors in diagnostic challenges [7], treatment

[8], and theoretical conceptualizations regarding coping

with trauma exposure [9], Harris saw the need for new

treatment approaches for the women who sought help at

Community Connections, whose substance misuse, and

poorer mental and physical health were embedded in socio-

economic disadvantage and stigmatization [6]. Because of

the complexity of the relationships between trauma expo-

sure, adaptation to trauma, and the larger socioeconomic

context, treatment focused primarily on the reduction of

symptoms from diagnosed posttraumatic stress disorder

(PTSD) was often insufficient [10]. Moreover, these

women did not have the resources to access individual

therapy, were deemed too disturbed or disruptive for group

therapy, and lacked the resources to sustain participation in

peer-led or self-help substance recovery programs [6]. In

response to these gaps, Harris and Fallot developed the

Trauma Recovery and Empowerment Model (TREM), a

manualized group intervention in which feminist principles

are central to the intervention’s empowerment goals [11].

TREM is based on four core assumptions: (1) perceived

dysfunctional behaviors and/or symptoms can be legitimate

coping responses to trauma; (2) women exposed to child-

hood trauma frequently do not develop typical adult coping

skills because of the impact of trauma on development;

(3) sexual and physical abuse sever core connections to

women’s families, communities, and sense of self; and

(4) women who have been abused repeatedly feel powerless

and unable to advocate for themselves [11].

Later, in considering how mental health and substance

use treatment served individuals exposed to childhood

trauma without treating the sequelae of that exposure, Harris

and Fallot distinguished between trauma-specific services –

designed to treat the psychological and behavioral sequelae

of trauma – and trauma-informed services [12]. The latter,

while not designed to treat trauma sequelae per se, make the

necessary accommodations to be responsive to the needs of

individuals who have been exposed to trauma across a wide

variety of missions (e.g., physical health, mental health,

employment counseling, housing supports, etc.)[12]. Harris

and Fallot listed structural and organizational conditions

required to support the establishment of trauma-informed

systems of care, and delineated a set of core principles that

should be cultivated and maintained among the people

providing services (Table 14.2).

Around the same time that Bergman, Fallot, and Harris

made their observations with homeless women, psychiatrists

noted a similar high prevalence of histories of abuse and

violence among adult psychiatric inpatients, most of which

Table 14.2 Requirements and principles of a trauma-informed system (Harris and Fallot [12])

Requirements 1. Administrative commitment to allocate resources, set priorities, and design programs that acknowledge the role that

trauma plays in the presenting problems of consumers

2. Universal screening for trauma history

3. Training and education of all staff members on trauma-related issues

4. Hiring practices that target trauma champions

5. Review policies, procedures, and practices (i.e., client–provider relationships that reenact abusive dynamics) that may

retraumatize clients or trigger their trauma-based coping

Principles Traditional approach Trauma-informed approach

1. Understanding

trauma

Understood as a single event frequently associated with

PTSD impacting predictable areas of functioning (e.g., fear

and avoidance of riding or driving a car after a car accident)

Repeated traumas that challenge fundamental assumptions

about the self, relationships, and the world that come to

define an individual’s identity and impact unpredictable

areas of functioning (e.g., learning difficulties in a girl

repeatedly raped by a babysitter)

2. Understanding

the consumer

survivor

The appreciation of the whole person is blocked by the

importance of the chief presenting problem

The understanding of a problem or symptom is placed in the

context of the whole individual and her or his life trajectory

and context

3. Understanding

services

Services are time-limited, cost-conscious, and risk-aversive,

and goals are circumscribed (e.g., stabilization after a crisis)

Services are strengths-based. Emphasis on skills building,

promotion of autonomy, and prevention of problematic

behavior in the future. Symptom management is secondary.

Risks associated with interventions are negotiated between

consumers and service providers

4. Understanding

the service

relationship

Hierarchical relationship between a professional expert and

an passive recipient of services. Trust and safety are assumed

from the outset of the relationship. Can replicate dynamics of

childhood trauma

Collaborative relationship in which the professional expert’s
recommendations can be questioned and the consumer is an

active participant. Emphasis on consumer choice. Trust and

safety are earned over time
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were not being documented in clinical charts [13]. Among

these psychiatrists was Sandra L. Bloom, whose experience

adapting the therapeutic community model (or “therapeutic

milieu”) to this population eventually led her to develop

another model of trauma-informed care – the Sanctuary

Model – in the early 1990s [14]. This Model is informed

by four types of evidence: the neurobiology of trauma, the

creation of nonviolent environments, social learning, and the

study of complex adaptive systems [15]. Specifically, Bloom

and colleagues recognized the challenge of helping

individuals recover from trauma when a healthcare team

functions in ways reminiscent of family or other systems

that caused trauma in the first place [14]. To the extent that

the traumatizing system abused power, induced helpless-

ness, manipulated information, and discouraged the expres-

sion of positive emotions while engendering negative

emotions such as shame and fear, the new approach would

mitigate these abuses by distributing power among patients

and team members, offering options and choice, sharing

information freely, maintaining safety, and avoiding

retraumatization [14]. However, in Bloom’s opinion, chil-

dren who grow up in dysfunctional, traumatic environments

often understand these systems and behaviors as normative

and are more likely to propagate that abuse on themselves or

others into adulthood even when the abuse causes additional

suffering. As noted by Bloom, “the more dangerous the

environment is and the more normalization of that environ-

ment has been mandatory to survival, the greater the resis-

tance to change” [14].
In the Sanctuary Model, the view of mental illness itself

shifted from a “sickness model” to an “injury model.” The

injury model encompasses the meaning of symptoms, the

role of the patient, and treatment goals. Instead of equating

problems to psychopathology, behavioral adaptations were

viewed as stemming from developmental trauma; instead of

a passive patient meeting a sickness expert, a person

presenting for care was considered to be actively seeking

to learn about the nature of their injuries and recovery;

instead of a magical cure, the goal of treatment was to

work on rehabilitation, even if this meant learning to live

with limitations [14]. For Bloom, violence “[threatens] the

integrity of attachment relationships” and “is broadly

defined as anything that hurts the self or the community,”
while safety includes a moral dimension that “is an attempt

to reduce the hypocrisy that is present, both explicitly and

implicitly, in our social systems” [14].
In its latest iteration, published in 2013, the Sanctuary

Model places even greater emphasis on organizational

culture, making a distinction between trauma-organized

systems (i.e., those that continuously reproduce the

conditions that traumatize its members) and developmen-

tally grounded trauma-informed systems [16]. According

to Bloom, “developmentally grounded” refers to a system

built around the implications of attachment theory and

neurobiology. Here Bloom expands the traditional view on

attachment in psychologically intimate dyads to the

relationships that develop among all members of a system

or organization. Borrowing computer terminology, Bloom

equates metaphorically the attachment relationships that

characterize organizational culture to an “operating system”
and trauma to a “virus” infecting a trauma-organized orga-

nization [16]. The trauma-informed healthy system she

proposes entails the commitment to address seven

“universals”: (1) the inevitability of change, (2) managing

power, (3) envisioning safety, (4) emotional intelligence,

(5) learning all the time, (6) the constancy of communica-

tion, and (7) justice and the common good [16].

Although Bloom’s Sanctuary Model has limited empiri-

cal evidence [17–19], it inspired what is arguably the most

widely known dictum of TIC: a shift from the symptom-

oriented, detached questioning of “What’s wrong with you?”
to the narrative-based, compassionate inquiry of “What hap-

pened to you?” [20].

Toward a Synthesis: Raja’s Pyramid Model
of Trauma-Informed Care

In a scoping review of the literature of TIC in medical

settings, Raja and colleagues identified core principles of

TIC in medical settings and characterized how providers

can apply these principles to maximize patient

engagement and empowerment [21]. Principles were divided

into two domains: “universal trauma precautions” and

“trauma-specific care.” Because the former are foundational

– used with all patients and in all settings – while the latter

are appropriate in a smaller percentage of specific

circumstances, these investigators arranged the core

principles of TIC into a pyramid, further subdividing the

two aforementioned domains to create a total of five key

clinical strategies (see Fig. 14.1) [21].

A. Universal trauma precautions. The first domain in the

pyramid contains two strategies – patient-centered care

and cultural competence/humility and understanding the

health effects of trauma. Individuals exposed to trauma

are frequently sensitive to and react emotionally (e.g.,

with fear or avoidance) to the power differential that is

ubiquitous in healthcare settings and encounters with

providers. Patient-centered communication and behav-

ioral practices [22] – care that is respectful and respon-

sive to patient beliefs and needs in clinical decision

making – are well suited to address such emotional

reactions by engendering rapport, trust, and safety. To

increase the applicability of patient-centeredness to

diverse populations, the concept of cultural competence
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– the behaviors, attitudes, and institutional policies

required to effectively provide cross-cultural care – is

also included at the foundational level [23]. With its

explicit commitment to redressing power imbalances in

the patient–provider dynamic and community-based care

and advocacy [23], cultural humility can synergize

patient-centered care, especially for patients from

socially disadvantaged or stigmatized backgrounds.

Such patients are not only at higher risk for exposure to

traumatic events across the lifespan but also are det-

rimentally affected by microaggressions [24, 25], defined

as “indignities, slights or insults that send a message of

derogatory or negative status to members of

marginalized group” [26]. The second strategy in the

universal trauma precautions domain requires an under-

standing [of] the health effects of trauma. Providers

commonly feel unprepared to work effectively with

patients presenting with psychiatric comorbidity and

health risk behaviors in so-called difficult encounters

because of the negative attitudes toward or limited train-

ing in dealing with psychosocial aspects of patient care

[27]. Providers may feel better able to handle this com-

mon clinical presentation if they keep in mind the health

effects of trauma, which include increased prevalence of

health risk behaviors such binge drinking, heavy drink-

ing, smoking, risky HIV behavior as well as medical-

psychiatric comorbidity [28]. By linking childhood

adversities and self-destructive behaviors, essentially

shifting from “what’s wrong with you?” to “what hap-

pened to you?” perspective, providers may be more

likely to empathize with patients and minimize patient

shame and maladaptive behaviors. Training programs

can leverage this strategy with patient-centeredness and

motivational interviewing techniques.

B. Trauma-specific care. The second domain in the pyramid

includes three strategies: interprofessional collaboration,

understanding one’s own history and reactions pertaining
to trauma, and trauma-screening practices. Interprofes-
sional collaboration in this model underscores the

importance of cultivating relationships with other

providers, knowledge of their expertise or scope of prac-

tice, and education regarding trauma-specific services

and resources to which patients can be referred. This

includes developing a thorough understanding of profes-

sional roles and responsibilities, such as mandated

reporting laws. Understanding one’s own exposure his-
tory and reactions to trauma underscores the need for

clinicians to acknowledge their own vulnerability as

human beings to trauma and its sequelae, including expo-

sure during the course of professional work to so-called

vicarious or secondary traumatic stress. Secondary trau-

matic stress (also called “compassion fatigue”) and vicar-
ious traumatization are distress reactions in care

providers who, as a result of their work, are exposed to

disturbing images, intense affect, and intrusive memories

recounted to them by their patients or clients. Although

Fig. 14.1 The pyramid model of trauma-informed care. The base of

the pyramid is comprised of “universal trauma precautions,” the knowl-
edge, skills, and attitudes of healthcare providers that increase the

engagement – and ultimately health outcomes – of patients with trauma

histories, without requiring screening or knowledge of trauma expo-

sure. The “trauma-specific care” domain is depicted above this base and

correspond to the strategies in which healthcare providers engage when

a patient’s trauma exposure history is known. The shape of the figure

represents the recommendation that universal trauma precautions

should be used with all patients, while trauma-specific care should be

adopted with a smaller percentage of patients and clinical situations.

Having screening for trauma on top of the pyramid reflects the fact that

this topic is debated and it requires training and appropriate resources

for patient referral (Reproduced from Raja et al. [21], with permission

from Wolters Kluwer Health, Inc.)
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conceptually related, secondary traumatic stress

emphasizes symptoms of PTSD while vicarious trauma-

tization highlights changes in cognitive schemas in

providers about the self, relationships, and the world.

Sitting atop the pyramid, is screening for traumatic

events. Whether or not and how to offer such screening

is a complex decision for both individual practitioners

and healthcare systems, and involves careful consider-

ation of patient preferences, the scope of screening (uni-

versal versus case-finding) and the availability of

resources to which patients who screen positive may be

referred.

The Relationship Between the Neurobiology
of Trauma and TIC

Research on the neurobiology of trauma in early life has

progressed rapidly during the last three decades. Due to

space constraints, this section will focus on the manner in

which knowledge of threat conditioning and extinction (see

Chap. 4 for more detail) informs TIC’s emphasis on convey-

ing a sense of safety and avoiding retraumatization. Inter-

ested readers can glean additional support of TIC tenets from

recent comprehensive reviews in fields such as genetics and

epigenetics [29], cellular aging [30], neuroendocrinology

[31], neuroimmunology [32], and neuroimaging [33]. By

documenting the automatic and nearly instantaneous

sequelae of early life trauma in molecular and physiological

processes, findings from these fields suggest that the persis-

tence of neurobiological changes long after trauma exposure

cannot be reversed simply by individual determination or

effort. Indeed, brain systems underlying the executive con-

trol necessary to consciously alter behavior to become more

adaptive are those that are most compromised by childhood

trauma. Appreciation of this body of work may thus facili-

tate expressions of empathy from providers and the general

public and decrease the ongoing discrimination experienced

by patients with trauma-related problems. For people

exposed to childhood trauma, these research findings may

foster development of self-compassion and self-forgiveness

through metacognitive processes in which they see them-

selves as individuals with their own strengths and resilience.

Readers may also be interested in sweeping attempts at

cross-disciplinary syntheses [34–36] as well as clinical

applications of this neurobiological research [37, 38].

The learning and extinction of defensive behaviors

evoked by discrete and acutely threatening stimuli and the

modulation of those behaviors according to context depend

on highly interconnected brain structures in the so-called

“fear” circuit. This system detects, interprets, and guides

the behavioral response to fear. In PTSD, this circuit

reorganizes such that the response to threat is no longer

contextual and appropriate to certain threatening stimuli;

rather, it is a prolonged and generalized response that shuts

down other brain systems important for appropriate behav-

ioral responses and adaptations to emotional stimuli. The

circuit includes, among other structures, the hippocampus,

amygdala, and medial prefrontal cortex [39]. While the

amygdala appears to be crucially involved in detecting and

responding to threatening stimuli, the ventromedial prefron-

tal cortex and the hippocampus appear to be essential in the

process of learning and remembering when stimuli that

predicted threat before no longer do so [39]. In maladaptive

responses to threat like those that occur in PTSD, heightened

amygdala activity amygdala and aberrant function of the

medial prefrontal cortex and hippocampus are thought to

underlie deficits in response discontinuation and contextual

processing (i.e., disregard of safety signals) [39]. Figure 14.2

depicts a schematic representation of this circuit.

The anxious anticipation of day-to-day events that evoke

previous traumatic experiences (commonly referred to as

“triggers”) and a low threshold for recurrent posttraumatic

“fight, flight, or freeze” reactions are pervasive among

individuals exposed to trauma. Many may not know what

their triggers are until they encounter them and, even then,

may not be aware of their reactions to these triggers. For

others, their sense of helplessness can be compounded by

knowing that their triggers seem innocuous to most people,

and their reactions to them inappropriate. These anecdotal

observations can be related to a neuroimaging study of

healthy adults exposed to childhood maltreatment. For

example, subjects showed activation of the amygdala in

response to sad faces presented to them subliminally (i.e.,

the pictures were shown too briefly to permit conscious

recognition), and the amygdala activation was positively

related to the severity of reported maltreatment [40]. This

finding corresponds to the fast, subcortical pathway of threat

depicted in Fig. 14.1.

Research [41–44] and anecdotal reports [45] have consis-

tently shown that individuals with trauma histories can

experience severe posttraumatic reactions in response to

prevalent aspects and practices of healthcare environments

that serve as reminders of previous trauma. For example, it

has been documented for some time that anxious individuals

require significantly higher doses of anesthetics for

induction and maintenance of anesthesia during surgical

procedures [46]. More recently, a multicenter, prospective

cohort study found that accidental awareness during general

anesthesia was associated with both the incidence and
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severity of PTSD symptoms 2 years postoperatively, and

that prior history of PTSD and perioperative dissociation

were independent predictors of PTSD after surgery [47]. A

case report of two young male veterans with a history of

PTSD who underwent elective surgery contrasts the

outcomes of trauma-uninformed and trauma-informed care

[48]. While recovering from anesthesia, one patient

exhibited flashbacks in the form of a prolonged agitated

delirium that did not respond to several attempts to reorient

him; indeed, he believed he was in battle and that his buddies

needed his help [48]. The other patient had an uneventful

emergence from anesthesia after the team followed several

trauma-informed modifications. These included avoiding

touching the veteran’s upper body when waking him up

and instead using a “foot touch” (the latter being less likely

to trigger a defensive reaction than the former), the use of

clonidine (a medication that decreases the release of norepi-

nephrine associated with the fight, flight, or freeze response),

and discharge instructions that included referral to a primary

care-psychiatry collaborative program [48].

The central argument of this section is that knowledge of

the cross-species neural [49] and genetic basis of the fear

circuit [50], fear conditioning and extinction [51], stress

sensitization [52], and fear generalization [53] makes

understandable – indeed, “normalizes” – the distress

reactions that patients with trauma histories can experience

in response to healthcare practices and features in the physi-

cal environment. This normalization is also aided by

research showing that fear conditioning can be established

or elicited without conscious awareness of being exposed to

a threatening stimulus, as evidenced by experiments in

patients with hippocampal damage and subliminal

exposure [54].

Abnormalities in the acquisition and extinction of

responses to threat in PTSD patients have received the

most research attention. In contrast to trauma-exposed

subjects without PTSD, those with PTSD exhibit both

enhanced conditioned responses to a trauma reminder during

acquisition as well as impaired extinction [55]. Extinction of

a learned threat response depends on the intactness of at

least three brain regions, including the prefrontal cortex,

hippocampus, and amygdala [51]. Integrity of these

structures ensures that the environmental context in which

an individual encounters a threatening stimulus is encoded

[49]. A meta-analysis of neuroimaging studies found evi-

dence of structural changes of these brain regions in

individuals with PTSD [56]. Summarizing a large body of

evidence, a recent review concluded that “people suffering

from PTSD have difficulty learning and remembering that

stimuli that used to predict threat [are] no longer [predic-

tive]” [57]. Since stress itself can impair extinction of

conditioned fear responses and PTSD is associated with

heightened stress, the conditions for a vicious cycle that

perpetuates symptoms and undermines treatment efforts are

thus established [58].

The changes in brain structures and failure to discrimi-

nate between threat and safety cues documented in PTSD

patients have also been observed in maltreatment-exposed

Fig. 14.2 The two pathways of responding to threat. In the fast

subcortical pathway, threatening stimuli are routed directly to the

amygdala from the sensory thalamus. This is an unconscious process

that involves implicit memory systems. In the slow, cortical pathway,

threatening stimuli engage higher order cognitive processes that

provide the amygdala increasingly more complex appraisal of the

stimuli, including the explicit memory context provided by input

from the hippocampus (Adapted from The Brain from Top to Bottom,

The Two Pathways of Fear, available at http://thebrain.mcgill.ca. The

content of the site is under copyleft)
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children without PTSD [59]. Furthermore, both animal and

human models show that early life stress is associated with

early appearance of the adult mode of extinction of

responses to threat [60]. In contrast to the infant extinction

mode, which leads to a permanent reduction in the threat

response, the adult system is characterized by greater relapse

of fear response after extinction training [60]. These

observations are consistent with evidence that exposure to

childhood adversities, especially when associated with adult

revictimization or trauma, is associated with subsequent

development of PTSD [52].

In summary, research on the neurobiological basis of

trauma provides a theoretical foundation for some of the

tenets (safety) and principles (resist retraumatization) of

trauma-informed approaches (Table 14.2) and suggests

modifications of practices and the physical environment in

healthcare. The impact of these modifications on patient

experience, satisfaction with care, and health outcomes can

subsequently be empirically tested.

TIC and Trauma-Informed Approaches Outside
Healthcare

Besides healthcare settings, individuals exposed to trauma

are overrepresented in other human services systems and,

consequently, the tenets of trauma-informed approaches

may be of benefit to consumers and providers in many

settings. Children and adolescents exposed to trauma inter-

act with multiple systems, and members of the National

Child Traumatic Stress Network (NCTSN) have made

recommendations to make the education, healthcare,

corrections, juvenile justice, first responders, and child wel-

fare systems more trauma-informed [61]. In addition to

reviewing the literature supporting the adoption of trauma-

informed approaches for each of these systems, NCTSN

made seven recommendations to help independent

practitioners interact with clients and coordinate services

from a trauma-informed perspective [61]. The

recommendations are:

1. Promote the integration of trauma-focused practices

across formal mental health treatment and other service

sectors.

2. Identify changes in practice that providers and

policymakers in each system view as important to achiev-

ing outcomes that matter to them (e.g., school attendance,

grades, recidivism, physical health outcomes, service uti-

lization, cost-effectiveness).

3. Rigorously evaluate the benefits of implementing trauma-

informed care.

4. Introduce trauma-informed services into the core education

and training for every child- and family-serving system.

5. Provide trauma-informed care and traumatic stress

interventions early and strategically.

6. Replicate specialized evaluation, assessment, and treat-

ment services provided by programs within the NCTSN.

7. Emphasize interdisciplinary collaboration and relation-

ship-building.

These recommendations have improved care in a variety

of settings [62–64]; interested readers are referred to these

references for further information.

Another system highly impacted by trauma is the

corrections system. A comparative study found a 48% prev-

alence rate of PTSD in a prison sample, while the

corresponding rate in the general population was 4%

[65]. Prevalence rates of PTSD represent only one aspect

of trauma burden in this population, as the prevalence of

childhood sexual abuse in the prison population was 70% for

women and 50% for men [65]. The high trauma burden

found in this study has been replicated in various samples

of incarcerated individuals, such as women [66], youth [67],

and older adults [68]. Additionally, a history of childhood

maltreatment has been shown to be associated with disci-

plinary actions while in custody, especially for women [69].

Given the pervasive risk of violence and further retrauma-

tization during incarceration, and the fact that systems of

incarceration are separated based on biologic sex, a model of

trauma-informed correctional care has been proposed that

considers gender-specific responses to trauma [70].

According to this model, treatment for cisgender women

needs to emphasize empowerment, emotion regulation, and

safety, considering that internalizing behaviors (e.g., anxi-

ety, social withdrawal, and somatic concerns) are more

common in cisgender women. For cisgender men, on the

other hand, treatment needs to emphasize feelings,

relationships, and empathy since externalizing behaviors

(e.g., bullying, substance use) are associated with cisgender

men. It is worth noting that this model adopts a binary view

of gender and, for a gender-based TIC model to be truly

comprehensive, transgender individuals must be included.

As in trauma-informed approaches in healthcare, the authors

of the proposed model argue that trauma-informed principles

may be helpful even in the absence of trauma-specific clini-

cal interventions available to inmates [70]. The model also

includes specific recommendations to increase buy-in from

leaders and administrators, group exercises for staff (e.g.,

demonstrating how to sensitively talk inmates through pat

downs and searches) and encouraging the sharing of stories

of trauma healing while keeping trauma details to a mini-

mum to avoid triggering of staff’s own traumatic memories

or vicarious traumatization [70]. Miller and Najavits’ model

also considers the integration of trauma-specific treatment,

which others have extended to community-based programs
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available to inmates upon reentry [71], which have

promising empirical support [72]. The literature on trauma-

informed interventions for incarcerated women has been

systematically reviewed, revealing decreases in PTSD

symptoms and other outcomes such as drug use and

reincarceration [73].

SAMHSA has also published specific recommendations

for a trauma-informed criminal justice system and its

Gather, Assess, Integrate, Network, and Stimulate

(GAINS) Center for Behavioral Health and Justice Transfor-

mation offers apropos training for criminal justice

professionals (samhsa.gov/gains-center).

TIC for LGBT Healthcare and the Promotion
of Wellness Among LGBT Individuals
and Communities

Although the topic remains understudied, especially among

bisexual, transgender, and gender nonconforming

individuals, a meta-analysis of school-based studies showed

that sexual minority youth are at increased risk of exposure

to abuse and violence, with odd ratios of 1.2, 1.7, 2.4, and 3.8

for physical abuse, violent threat or assault, missing school

because of fear, and sexual abuse, respectively [74]. Using

the Adverse Childhood Experiences (ACE) Study scale in a

probability-based sample from three US states (Maine,

Washington, Wisconsin), researchers found a higher rate in

the number of reported ACEs as well as increased odds of

exposure to each ACE category among LGB respondents

[75]. The ACE Study scale inquires about five categories of

childhood maltreatment and five categories of household

dysfunction (familial mental illness, substance abuse, incar-

ceration, parental discord, and domestic violence) [76].

Likewise, a systematic review of stressful childhood

experiences including probing for household dysfunction in

addition to maltreatment showed that nearly one in two

LGBT individuals reported childhood emotional abuse in

both probability (47.5%) and nonprobability samples

(48.5%) [77].

Predictably, given that sexual minority groups have an

increased likelihood of exposure to early life adversities,

prominent disparities have been documented in PTSD prev-

alence between LGBT and heterosexual populations. Using

data from a representative US sample and heterosexual

adults without same-sex attraction or partners as compari-

son, researchers showed that LGB and heterosexual

respondents with same-sex sexual partners had significantly

elevated risk of exposure to nearly all traumatic events,

especially childhood maltreatment and interpersonal vio-

lence (risk was not elevated among heterosexuals with

same-sex attraction but no same-sex sexual partners, perhaps

due to lower stigma levels) [78]. The adjusted odd ratios for

PTSD onset were 2.03, 2.06, and 2.13 for lesbian and gay,

heterosexual with same-sex sexual partners and bisexual

participants, respectively [78]. Further insight into how gen-

der nonconforming behaviors elevate risk for lifetime PTSD

has been shed by the Growing Up Today Study, a US

population-based longitudinal cohort of children of the

Nurses’ Health Study II participants. PTSD prevalence was

highest among bisexual women (26.6%) and lesbians

(18.6%), followed by mostly heterosexual women (13.5%)

and men (11.8%) [79]. Between 32.3% and 48.4% of the

variance in PTSD risk among sexual minorities in this

sample (heterosexual with same-sex contact, mostly hetero-

sexual, bisexual, lesbian/gay) was explained by childhood

abuse, which in turn was partly explained by gender

nonconformity [79].

LGBT individuals are not only targets of acts of abuse

and violence by heterosexual individuals but also their own

romantic and sexual partners. A systematic review of US

studies of men who have sex with men revealed similar or

higher rates of intimate partner violence (IPV) to those

documented among presumed heterosexual women

[80]. Results from a systematic review of IPV in self-

identified lesbians found multiple limitations in the litera-

ture, including convenience samples and near-absent consid-

eration of the role of homophobia and heterosexism in the

emergence of violence or abuse. Victimization rates of any

type of IPV ranged widely from 9.6% to 73.4%, and perpe-

tration rates similarly ranged widely from 17% to 75%

[81]. Considering probabilistic samples only, lesbians report

lower rates of IPV than bisexual women, whose perpetrators

are generally their male partners [81]. In another systematic

review, LB women were at higher risk for lifetime and

childhood sexual assault than GB men, although the authors

cautioned that further studies are needed that disaggregate

gay/lesbian from bisexual individuals [82]. Similar to adults,

a cross-sectional, school-based study in three US states

(Pennsylvania, New Jersey, and New York) showed that, in

comparison to heterosexual youth, sexual minority

adolescents reported significantly higher rates of all types

of dating victimization and perpetration experiences, with

the highest rates reported by transgender youth [83].

In addition to various forms of interpersonal violence,

indirect forms of chronic stress in the lives of LGBT

individuals have been the subject of systematic studies,

mostly inspired by theMinority Stress Model [84, 85]. Unde-

niably, structural stigma, defined as “societal-level

conditions, cultural norms, and institutional practices that

constrain the opportunities, resources, and wellbeing for

stigmatized populations” [86], is a source of chronic

psychological stress to LGBT populations, often lying out-

side conscious awareness [87]. Conceptually, however,

structural stigma does not meet a widely accepted definition

of trauma that emphasizes the individual experience of an
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event, series of events, or set of circumstances [2]. Neverthe-

less, as is discussed in more detail in Chap. 4, structural

stigma has been shown to be associated with a blunted

hypothalamic-pituitary-adrenal axis response in LGB

young adults [88], which has also been associated with

PTSD [80] and environmental [81] and psychological dis-

tress [82]. Moreover, Hatzenbuehler and colleagues have

shown that sexual minorities living in communities with

high levels of structural stigma exhibit a shorter life expec-

tancy of approximately 12 years due to an excess of suicide,

homicide, violence, and cardiovascular disease [86].

The TIC implications of the increased prevalence of

abuse, victimization, and structural stigma observed among

LGBT populations have been the subject of multiple lines of

research. Among the earliest is the association between

childhood sexual abuse (CSA) and HIV infection. During

the early 1980s, data from a small sample of adult men with

a history of CSA (partnered with women at the time of the

study) showed that most reported preoccupation with sexual

thoughts, compulsive masturbation, and multiple female and

male sexual partners [89]. A few years later, a longitudinal

study of heterosexual men and women attending an HIV

testing and counseling program found that 28% and 15%

of the women and men, respectively, reported a history of

CSA, and were four and almost eight times more likely,

respectively, to have engaged in sex work at some point in

their lives [90]. Participants reporting CSA were also more

likely to report sex with anonymous partners, a higher aver-

age number of partners in a given year and to abuse

substances [90]. These findings were replicated in a sample

of gay men from three large urban centers in the USA who

reported significantly increased HIV risk behaviors, includ-

ing unprotected anal intercourse, being paid to have sex,

positive syphilis serology, and being HIV-positive [91].

Studies since then have been the subject of a meta-analysis

indicating that men who have sex with men (MSM) with

CSA history are almost twice as likely to engage in recent

unprotected anal intercourse and 1.5 times more likely to be

HIV-positive as compared to MSM without such a history

[92]. Studies of HIV-positive women have also been the

subject of a meta-analysis, which found that recent PTSD

is five times more common and IPV more than twice as

common than in HIV-negative women in the general

population [93].

A systematic review of studies of HIV-positive men and

women indicated an increased risk for PTSD and poorer

adherence to antiretroviral regimens in these populations

[94]. Strikingly, in a cross-sectional study of HIV-positive

biological and transgender women, those who answered

affirmatively to a single screening question regarding expo-

sure to abuse or violence in the past month had over four

times the odds of antiretroviral failure (defined as having a

detectable viral load or �75 copies/mm) as compared to

women with negative trauma screening [95]. The recursive

interactions between trauma, PTSD, substance use disorder,

and HIV risk [96] have led more recently to a syndemic

conceptualization of the intersecting epidemics of trauma

and HIV infection calling for a TIC approach [97], as well

as delivery of trauma-specific therapies [98] and trauma-

informed risk reduction interventions [99–101].

Mirroring results from the ACE Study, which found a

dose-response relationship between ACE score and health

risk behaviors [102], a survey with representative samples in

three US states (North Carolina, Washington, and

Wisconsin) found that sexual orientation was no longer

associated with health risk behaviors after adjusting for the

increased prevalence of ACEs in sexual minority

individuals compared to heterosexuals [103]. Similarly, a

large, nationally representative survey found that the

increased risk of exposure to early life adversity explained

between 10% and 20% of the increased prevalence of

tobacco, alcohol and drug use, and psychiatric symptoms

among LGB youth versus heterosexual comparisons

[104]. Besides family-based childhood adversities, school-

based and neighborhood-based abuse and violence have an

impact on health risk behaviors as well. A survey of 9th

through 12th grade students in Massachusetts and Vermont

compared reports of threat or injury with a weapon or

deliberately damaged or stolen property while at school

among LGBQ and heterosexual youth during the previous

year. LGBQ youth reporting high levels of victimization

endorsed more health risk behaviors, while health risk

behaviors of LGBQ youth who reported low levels of vic-

timization were similar to their heterosexual peers

[105]. Another study linked suicidality and relational and

electronic bullying reported by sexual minority youth to the

rate of neighborhood-level assaultive hate crimes directed at

LGBT individuals [106, 107]. Consistent with the increased

health risk behaviors reported by LGB and LGBQ youth

exposed to violence, a survey of adults recruited at a

crowdsourcing internet jobsite showed that maltreatment

by adults and peer bullying explained the disparate rates of

lifetime physician-diagnosed physical health conditions

among sexual minority individuals compared to

heterosexuals [108].

In summary, studies reviewed in this section demonstrate

that LGBT individuals exhibit a substantially elevated risk

of exposure to trauma and that this exposure is highly con-

sequential to physical and mental health outcomes. Addi-

tionally, blunted HPA axis reactivity –one of the

mechanisms linking trauma exposure to health outcomes–

has been observed in sexual minority individuals exposed to

environments punctuated by high structural stigma, which

may also underlie the association between structural stigma

and early death due to cardiovascular causes [109]. This

finding argues for considering structural stigma as a context
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that not only enables individual exposure to violence and

abuse, but possibly amplifies neurobiological changes

underlying the deleterious impact of trauma on health.

Together, epidemiological, preclinical, and clinical

research makes a compelling case for addressing LGBT

healthcare needs and well-being at both individual and

population health levels through trauma-informed policies

and practices. Those policies and practices should be the

target of systematic evaluation and empirical investigation

in the future. In the meantime, the studies reviewed comprise

a solid theoretical foundation for the design and develop-

ment of trauma-informed prevention, early intervention, and

treatment efforts to address the glaring health disparities

affecting LGBT populations.

Evidence of the Effectiveness of TIC

Although TIC formulations have evolved since the 1980s,

empirical testing of professed benefits remains limited to

date. One of the most ambitious efforts in this direction was

the Women, Co-occurring Disorders, and Violence Study

(WCDVS), a quasi-experimental nine-site longitudinal

study that compared the effectiveness of usual care to

comprehensive, integrated, trauma-informed services for

women with co-occurring substance use and mental health

disorders and a history of physical and/or sexual abuse

[110]. Primary endpoints in the WCDVS study were alco-

hol and drug use, general psychological distress symptoms,

and posttraumatic symptoms; secondary outcomes

included service costs. Importantly, consumers of mental

health services, survivors of trauma, and women in recov-

ery were involved in the design, delivery, evaluation, and

governance of the study [111]. In addition to providing

trauma-informed services, the nine sites provided one of

the following trauma-specific services: TREM [11], Seek-

ing Safety [112], Addiction and Trauma Recovery Model

(ATRIUM) [113], and/or the Triad Group model [114].

Six- and 12-month follow-up results painted a mixed

picture, in part because improvement was observed in both

the intervention and the usual care group [115, 116]. At

6 months, patients receiving the intervention experienced

significant improvement in substance use outcomes and

posttraumatic symptoms, and nearly significant improve-

ment in psychological distress symptoms as compared to

usual care [115]. In a similar comparison at 12 months,

there was no significant reduction in addiction symptom

severity, but the intervention was associated with statisti-

cally significant improvements in both psychological dis-

tress and posttraumatic symptoms [116]. In the words of

the researchers: “Any multi-site study of this magnitude

and complexity, governed by committee, is replete with

both creative solutions and hard-won compromises to its

methodological challenges. The result is a study with

conspicuous strengths and weaknesses” [111]. Considering

the similar costs of operating comprehensive, trauma-

informed compared with routine services and the potential

gains for patients receiving trauma-informed care, the

authors concluded that treatment intervention services were

cost-effective [117]. In other words, available evidence

indicates that there is no reason not to implement trauma-

informed and trauma-specific systems.

The reduction or elimination of seclusion and restraint in

a wide variety of healthcare settings and populations is

congruent with TIC and has received ongoing empirical

attention, chiefly in emergency or inpatient psychiatric

wards [118–123]. The promise of this practice is illustrated

by a randomized controlled trial of an intervention based on

the Six Core Strategies TIC model [124] at a psychiatric

hospital in Finland involving male patients with schizo-

phrenia who had a history of violent behavior. Before the

intervention, the high-security wards used seclusion as the

primary coercive method, sometimes preceded by restraints

and injectable medication. Four out of the 13 wards served

the most treatment-resistant men with schizophrenia (one

ward in the control and one ward in the intervention condi-

tion). Among other elements, the intervention featured

individual crisis plans drawn from a questionnaire of trau-

matic experiences and violent behavior and a list of com-

mon triggers, warning signs, and calming activities. Study

outcomes included duration of seclusion-restraint, the

number of patient-days with seclusion, restraint, or room

observation, and the number of incidents of physical vio-

lence against any person, including self-harm. Compared to

a 25–19% decrease in seclusion-restraint and observation

days in control wards, corresponding decreases of 30–15%

were observed in the study wards [125]. Notably,

seclusion-restraint time increased in the control wards,

from 133 to 150 h per 100 patient-days, while it decreased

in the intervention wards from 110 to 56 h [125]. The

highly significant statistical differences in study outcomes

were achieved without a concomitant increase in patient-

to-patient injuries, including self-mutilation [125]. Unfor-

tunately, the authors do not report on other important

outcomes, such as associations with duration of hospitali-

zation and symptom severity, which should be investigated

in the future. In another study, substantial reductions in

seclusion-restraint were observed in child and adolescent

psychiatric wards at a state hospital after the Six Core

Strategies model was adopted by leadership and staff,

although the intervention did not involve a control

group [126].

As another example, Project Kealahou is a federally

funded program seeking to provide TIC and trauma-specific

therapies to female youth exposed to trauma, as well as

interagency collaboration among the mental health, educa-

tion, juvenile justice, and child welfare service sectors in

Hawaii [127]. A program evaluation involving 28 youth and
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16 caregivers who completed both a baseline and a 6 month

follow-up interview, revealed significant improvement in a

range of program endpoints, including depression, behav-

ioral problems, emotional problems, and caregiver strain, as

well as satisfaction with the program [128].

In summary, these initial studies provide evidence that

even a uniform approach to TIC can be beneficial in both

healthcare and non-healthcare environments. Studies seek-

ing to determine how approaches can be tailored based on

age, setting, sexual orientation/gender identity, etc. are

clearly needed.

Knowledge and Practice Gaps in TIC

A trauma-informed approach poses fundamental challenges

to certain aspects of human services systems, including the

healthcare system, as they are commonly configured in the

USA. In its most far-reaching version of TIC, the Sanctuary

Model, Bloom challenges the short-term bottom-line focus

in for-profit healthcare and calls for commitments to social

responsibility and “deep democracy” (i.e., recognizing “the

basic ecological fact that everything is interconnected, that

all life is a complex and interdependent web” [page

100–101]) in trauma-informed organizations [16]. Even in

less comprehensive versions, a trauma-informed approach

requires leadership, organizational commitment to

change, and investment in the face of limited evidence of

effectiveness or efficacy using the gold standard in treatment

evaluation, randomized controlled trials. In this instance, it

may be beneficial to introduce TIC alongside other social

justice and ethical imperatives [129–131].

Development of a trauma-informed workforce is also

important to consider. At least in terms of the healthcare

workforce, curricular exposure to TIC is limited with few

exceptions [132, 133]. Despite increasing inclusion of spe-

cific trauma topics (e.g., IPV content) in the curriculum of

US medical schools [134], gaps in actual clinical perfor-

mance remain [135]. Among practicing physicians, few pri-

mary care providers and pediatricians regularly screen for

trauma exposure across the lifespan or feel confident in their

skills [136–138]. Data on actual trauma-informed practices

in other healthcare professions are also scarce, despite

cogent calls for integration of the science related to ACEs

into their work [131, 139]. However, the recent publication

of several randomized controlled trials of educational

interventions that resulted in self-reported or observed

improvement in patient-physician communication around

ACEs in primary care providers is decidedly encouraging

[140–142].

Anecdotal evidence suggests that one barrier to participa-

tion in training and/or routinely incorporate TIC practices is

a provider’s personal history of trauma. An early survey of

providers in social service agencies working with children

indicated a prevalence of childhood maltreatment of any

type (neglect or abuse) of 28.2% for male providers and

36.8% for female providers [143]. In a second survey of

professionals responsible for evaluating child sexual abuse

allegations, 13% of men and 20% of women reported a

history of childhood sexual abuse, and 7.3% of men and

6.9% of the women reported a history of childhood physical

abuse [144]. A third survey involved 297 members of the

Massachusetts Academy of Family Physicians who appeared

to be representative of the Academy’s overall membership,

at least in terms of demographics (51.2% female)

[145]. Reported rates for childhood abuse were 18.1% and

26.5% for any childhood abuse and 24.3% and 42.4% for

any lifetime abuse for men and women, respectively

[145]. A fourth, large survey of female nurses (N ¼ 1981)

found that 17.87% reported childhood physical abuse,

17.99% reported childhood sexual abuse and 10.29%

reported witnessing IPV between parents or caregivers dur-

ing childhood [146]. Childhood maltreatment (but not

witnessing IPV during childhood) increased the risk for

adult IPV in the sample (25% lifetime) [146].

Interestingly, respondents in three of the surveys who

disclosed a history of trauma were more likely to believe

children’s reports of abuse [143], ascertain abuse in case

vignettes [144], or feel confident in their ability to screen

patients for a history of childhood abuse [145]. However, the

possibility of secondary or vicarious traumatization, partic-

ularly for providers who have a personal history of trauma, is

an important consideration. If healthcare systems were more

trauma-informed, healthcare workers themselves might be

less likely to experience both primary traumatization and

retraumatization; this is a fertile area for future study. A

recent meta-analysis identified a personal trauma history as

one of the risk factors for secondary traumatic stress [147].

A study of physicians referred for remediation after

making professional boundary violations revealed that 29%

of respondents were positive for the minimization/denial

subscale of the Childhood Trauma Questionnaire, which

indicates a likely underreporting of childhood maltreatment

[148]. However, there are no published Childhood Trauma

Questionnaire data obtained from nonreferred physicians to

serve as a benchmark. Thus, the possibility remains that a

significant minority of physicians and other healthcare

providers who disavow their histories of childhood

adversities may be less likely to engage in trauma-informed

practices. This is a tenable question that could be addressed

by future research. Future research should also focus on the

contrasting hypothesis: Are healthcare providers with

avowed histories of trauma that have worked through the

psychological sequelae of their trauma particularly compe-

tent in TIC practices? Anecdotal experience show that such
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individuals seek jobs caring for others who have experienced

adversity as a means to “give back” and empowerment.

TIC, Resilience, and the Limitations
of Resilience

Even if TIC can be adopted faithfully in contexts far

removed from the historical and sociopolitical context in

which TIC first emerged in the USA, the preeminence of

individual empowerment, strengths, and resilience in TIC is

intricately linked to the values of an individualistic culture.

In this type of culture, “societies exist to promote the well-

being of individuals” and “individuals are seen as separate

from one another,” in contrast to collectivistic societies,

where “Individuals are seen as fundamentally connected

and related through relationships and group

memberships”(page 311) [149]. It therefore remains to be

seen if this individualistic feature can be adopted in collec-

tivistic cultures. Social psychology has shown that the

individualistic-collectivistic distinction is associated with

cross-cultural differences in a range of mental processes

and behaviors, ranging from the meaning of suffering

[150] to the pursuit of individual goals [151] and the extent

to which people view themselves as agents acting indepen-

dently [152]. Most contemporary formulations of resilience

revolve around neurobiological or psychological qualities of

an individual [153], although there are recent exceptions to

this trend proposing a community view of resilience focus-

ing on robust health systems, social connectedness, psycho-

logical health, and vulnerable populations [154]. The

concerns about a more culturally responsive view of resil-

ience have been reviewed by Buse and colleagues, who

consider the impact of culture on expression of emotions,

somatization, locus of control, self-enhancement, dissocia-

tion, family and community support, and healing rituals or

ceremonies [155].

Conclusions

Since its inception in the early 1980s, TIC has evolved from

a therapeutic approach for disadvantaged women with men-

tal illness and co-occurring substance misuse to a veritable

social movement. During this evolution, the original focus of

TIC on healthcare has expanded into other human service

arenas, and now includes proposals to transform organiza-

tional policies and procedures in addition to the practices of

individual service providers. In giving voice to the lived

experience of people who have experienced trauma, TIC

emphasizes the importance of respect, dignity, and collabo-

rative patient-clinician relationships. These values are con-

gruent with two broad-based approaches to service provision

– patient-centered care and cultural competence – that enjoy

increasing buy-in from stakeholders at all levels, including

consumers and communities. While empirical evidence for

the added value of adopting a universal, trauma-informed

approach to care is being gathered, this congruence of TIC

with other approaches and a strong focus on social justice

and equity will likely facilitate widespread uptake and

dissemination.

In summary, this chapter reviewed the literature to build a

case for the relevance of trauma-informed approaches to the

provision of services for LGBT and gender nonconforming

or genderqueer individuals across the lifespan and in numer-

ous sectors, including school, child welfare, justice, and

healthcare. Burdened by both high rates of trauma exposure

and health disparities, these populations can benefit from

programs and practices that embed TIC principles in their

design, implementation, and evaluation.
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Introduction

Given the frequency of trauma in LGBT populations, there

are clinical and public health imperatives for routine screen-

ing for and subsequent assessment of traumatic experiences

and trauma-related symptoms in healthcare settings. Trauma

screening and assessments are best performed in a trauma-

informed context, where clinicians start by developing trust

and rapport with a patient, build on an individual’s strengths
and encourage utilization of supportive resources, and fol-

low principles of awareness, safety, and autonomy. Such an

environment is particularly important when working with

individuals who identify as LGBT not only because of the

high rates of trauma among LGBT communities, but simply

disclosing one’s sexual orientation and/or gender identity

can be traumatic in an unfriendly environment. Optimizing

care to LGBT communities requires healthcare providers to

be educated about how sexual and/or gender minority sta-

tuses impact both the overall health status and the healthcare

experience of their patients. Clinicians can play a crucial

role in facilitating healthy coping and adaptation in LGBT

patients who have experienced trauma.

This chapter will begin by outlining the rationale for

contextualizing trauma assessment based on sexual orienta-

tion and gender identity. We will then describe a stepwise

approach to assessment for trauma, including screening,

subsequent assessment, and diagnosis of trauma-related

sequelae. Next, we will discuss how to contextualize trauma

assessment in LGBT populations and conclude by describ-

ing the assessment of posttraumatic growth and resilience.

Contextualizing Trauma Assessment Based
on Sexual Orientation and Gender Identity

LGBT communities frequently experience social and cul-

tural hardships on the basis of sexual orientation, gender

identity, and/or gender expression that range widely from

infrequent instances of bias, to chronic everyday discrimina-

tion, to overt violence. These experiences are also informed

by an individual’s age, race/ethnicity, socioeconomic status,

and stage of development. Effective healthcare providers

appreciate these complexities and educate themselves on

how to evaluate and treat LGBT individuals whose medical

or psychiatric presentations may or may not be related to

their sexual orientation or gender identity minority status.

For example, if a patient discloses that they have a long-term

same-sex partner during a routine primary care visit, it is

important to not automatically stereotype and start asking if

the patient has HIV, is sexually promiscuous, uses drugs, has

an open relationship, or is a victim of trauma. However,

what should healthcare providers do when an LGBT patient

discloses trauma? What nuances in history and presentation

should be explored in these patient populations? These

questions highlight the importance of contextualizing

trauma assessment based upon sexual orientation and gender

identity.
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Assessment for Trauma

Effective assessment of trauma begins with screening for a

past history of traumatic experiences and the presence of

symptomatic sequelae. Further assessment for the presence

of a trauma-related psychiatric diagnosis is indicated for

those with positive screens, and further assessment for

other trauma-associated psychiatric sequelae is indicated

for individuals who are found to have a trauma-related

psychiatric diagnosis.

Screening for Trauma

Screening for trauma is appropriate for primary care, behav-

ioral health settings, emergency rooms, and in tertiary care

settings, as patients with a history of traumatic experiences

may present in any of these settings. A variety of screening

tools may be used, though not all have been validated in

LGBT populations (see Table 15.1; see Chap. 18 for discus-

sion of assessment instrument limitations for LGBT

patients). The Primary Care PTSD Screen (PC-PTSD-5) is

a five-item screen validated in the primary care setting and

has additional clinical utility in behavioral health, emer-

gency department, and other clinical settings where a

focused and quick screen is indicated [1]. In additional to

the PC-PTSD-5, the Short Form of the PTSD Checklist [2],

Short Screening Scale for PTSD [3], and Startle, Physiolog-

ical Arousal, Anger and Numbness (SPAN) Inventory [4]

have been validated in primary care settings. An additional

screening tool for use when evaluating injured children and

their parents, the Screening Tool for Early Predictors of

PTSD (STEPP) [5], has been validated in emergency

rooms and urgent care settings.

Transition from Screening to Assessment

Prior to proceeding from screening to a detailed assessment,

clinicians should ensure that sufficient rapport, trust, and

comfort have been established to permit further inquiry

into specific aspects of a patient’s trauma history [6]. This

preparatory conversation provides key information to pre-

dict how an individual is likely to tolerate a more detailed

Table 15.1 Trauma screening and assessment instruments

Tool Key features Limitations

Screening

tool

Primary Care PTSD Screen

for DSM-5 (PC-PTSD-5)

5 items Clinician administered Validated

in primary care settings

Cutoff scores were validated in predominantly male

veterans Not validated in LGBT-specific populations

Short Form of the PTSD

Checklist

2- or 6-item versions Clinician

administered Validated in primary care

settings

2-item form has poor specificity Not validated in

LGBT-specific populations

Short Screening Scale for

PTSD

7 items Self-administered Validated in

primary care settings

Validated for DSM-IV (not DSM-5) Not validated in

LGBT-specific populations

Startle, Physiological

Arousal, Anger and

Numbness (SPAN)

4 items Self-administered Useful for

screening following recent trauma

experiences

Validated for DSM-IV (not DSM-5) Not validated in

LGBT-specific populations

Screening Tool for Early

Predictors of PTSD (STEPP)

12 items Clinician administered Validated

in acute care settings For children and

their parents

A triage tool, not a diagnostic measure Validated for

DSM-IV (not DSM-5) Not validated in LGBT-

specific populations

Assessment

tools

PTSD Checklist 17 items Self-administered Validated in

primary care settings

Validated for DSM-IV (not DSM-5) High symptom

crossover with other psychiatric conditions Not

validated in LGBT-specific populations

PTSD Symptom Scale –

Interview for DSM-5

17 items Clinician-administered semi-

structured interview Validated in

behavioral health settings

20 min to administer Not validated in LGBT-specific

populations

Clinician-Administered

Posttraumatic Stress

Disorder (PTSD) Scale

(CAPS)

30 items Clinician-administered

interview Validated in behavioral health

settings

45–60 min to administerNot validated in LGBT-

specific populations

LGBT POC (People of

Color) Microaggressions

Scale

17 items Self-administered Validated in

LGBT populations of color

Not a diagnostic tool for DSM-5

conditions Unknown if generalizable to all LGBT

populations of color

The BTQ (Brief Trauma

Questionnaire)

10 items Self-administered Assesses

history of traumatic events, including

items relevant to LGBT populations

Validated for DSM-IV (not DSM-5) Does not include

symptoms Not validated in LGBT-specific

populations

ACE (Adverse Childhood

Events)

Items in 14 domains Researcher-

administered Includes events relevant to

LGBT populations

Over 60 min to administer Used for research; not yet

a validated clinical tool
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discussion. Useful initial questions include “What strengths

did (or do) you use to get through or endure your trauma?” or
“How did you survive?” [7].

Trauma-informed assessment is guided by the principles

of awareness of trauma, safety for the patient, prominence of

patient choice and empowerment, and emphasizes strength-

based, patient-centered strategies. The socioecological

model of trauma includes examining individual and inter-

personal factors that shape a person’s response to trauma,

but also considers community and organizational, societal,

cultural, and historical factors that shape the manner in

which societal definitions of trauma evolve in response to

cultural shifts [8].

Detailed Assessment of Trauma Symptoms

The Diagnostic Statistical Manual of Mental Disorders

(DSM-5) [9] defines trauma systems according to four

domains: intrusive symptoms, negative alterations in mood

and/or cognition, avoidance of trauma-related stimuli, and

heightened arousal and reactivity. Given that these domains

extend across the cognitive, mood, and anxiety elements of

the human experience, a wide range of immediate and

delayed reactions have been described in the literature in

response to trauma [6].

A variety of assessment tools have been validated for

patients with trauma symptoms (see Table 15.1). These

instruments include the Clinician-Administered Posttrau-

matic Stress Disorder (PTSD) Scale (CAPS) [10], the

PTSD Symptom Scale – Interview for DSM-5 (PSSI-5)

[11], the PTSD Checklist [12], and the Impact of Events

Scale [13]. As with the aforementioned screening tools,

some but not all of these assessment instruments have been

studied in LGBT populations.

Diagnosis of Trauma-Associated Sequelae

The DSM-5 includes two trauma-specific diagnoses: Acute

Stress Disorder and Posttraumatic Stress Disorder. The diag-

nostic criteria for trauma-related diagnoses are discussed in

detail in Chap. 1. The DSM-5 also includes additional

trauma diagnoses, such as specific trauma-related disorder

and unspecified trauma-related disorder, which are broader

descriptive diagnostic terms for trauma-related mental

illnesses that do not fully meet criteria for either PTSD

or ASD.

In clinical practice, a structured psychiatric or psycholog-

ical interview is generally sufficient to confirm or exclude

the diagnosis of PTSD or ASD. In primary care and other

settings where full psychiatric or psychological assessments

are not routinely feasible, the PTSD Checklist [12] has been

shown to be effective in supporting the diagnosis of

PTSD and is feasible to administer and interpret in these

settings [14].

In addition to trauma-specific diagnoses, individuals with

a history of traumatic experiences have higher rates of other

depression and anxiety disorders, substance use disorders,

and eating disorders [15]. Further, individuals with severe

mental illness may be more vulnerable to trauma [16]. There-

fore, screening for and subsequently assessing for the pres-

ence of other psychiatric conditions is clinically indicated

for individuals with a history of traumatic experiences.

Contextualizing Screening and Assessment
of Trauma in LGBT Populations

Rationale for Contextualizing

The impact of stressful life experiences must be considered

when screening and assessing for trauma. As discussed in

Chap. 1, there has been significant debate in the diagnostic

conceptualization of what constitutes a traumatic event.

While the DSM-5 defines a traumatic event as “exposure to

actual or threatened death, serious injury, or sexual vio-

lence,” it is well-recognized that nontraumatic events that

are not life-threatening but are still emotionally or physically

stressful may lead to subsequent psychological distress

[17]. For example, exposure to childhood emotional abuse

or neglect – which clearly does not threaten life or physical

integrity as defined above – is associated with the develop-

ment of psychiatric illness [18].

For individuals who identify as LGBT or gender

nonconforming, an emerging body of research consistently

demonstrates associations between minority stress

experiences, many of which do not meet the specific criteria

for trauma, and adverse health outcomes. High rates of

bullying in LGBT and gender nonconforming youth can

lead to substance use, depressive symptoms, and PTSD

[19, 20]. Further, structural stigma via lack of nondiscrimi-

nation policies is associated with greater depression, anxiety,

and PTSD among LGB adults [21]. Contextualizing screen-

ing for the unique forms of trauma and stress experienced by

LGBT individuals is thus critical to identifying the presence

of, and risk for, psychiatric distress.

How Is the Assessment of LGBT Patients Similar
and Different from Assessment of Their
Heterosexual/Cisgender Counterparts?

Regardless of sexual orientation or gender identity, the same

standard of care applies when it comes to building an alli-

ance, performing a thorough psychiatric evaluation, and

15 Screening and Assessment of Trauma in Clinical Populations 185

http://dx.doi.org/10.1007/978-3-319-54509-7_1
http://dx.doi.org/10.1007/978-3-319-54509-7_1


delivering appropriate medical care. Frequently, an inter-

viewer may not discover that a patient identifies as LGBT

until sufficient rapport has been established or the patient is

convinced that it is relevant to disclose this information. One

of the foundations of trauma work is to build a strong

therapeutic alliance with the patient as a first step, and this

principle is particularly important for LGBT patients.

While there are several similarities in screening and

assessing trauma across diverse sexual orientations and gen-

der identities, numerous differences exist. LGBT individuals

can experience internal minority stressors, including

internalized homo/bi/transphobia and rejection sensitivity,

and may conceal their identities. External minority stressors

that don’t meet the diagnostic criteria for trauma such as

sexual and gender minority-related bullying, harassment,

and discrimination, frequently remain unassessed via stan-

dard screening and assessment instruments. These nuances

are particularly important at certain stages in development,

such as childhood and adolescence, when the differential

vulnerability to stress may have a long-lasting impact on

an LGBT individual’s mental, physical, and behavioral

health. Additionally, the “microtraumas” of daily marginali-

zation and discrimination may have differential effects for

LGB individuals who are also members of a stigmatized

ethnic or racial minority group experiencing race or

ethnicity-related discrimination [22]. Table 15.2 lists

questions that can be used in the clinical setting for

discussing LGBT-related trauma and stress.

What Specialized Screening and Assessment
Considerations Are Relevant for LGBT People
of Color?

As discussed in Chap. 10, some LGB individuals may have a

difficult time finding support within the LGB community

due to racial or ethnic stigmatization factors, including

immigration status, acculturation status, language barriers,

family of origin, and socioeconomic class. However, counter

to evidence that some LGB ethnic and racial minorities have

poorer outcomes compared to those with racial and ethnic

privilege, some individuals with dual minority status have

been shown to have lower rates of mental health problems.

As suggested in the APA guidelines, a double minority

status could provide skills in “negotiating one stigmatized

aspect of identity,” which “assists the individual in dealing

with and protecting the individual from other forms of

stigmatization” [23].
The impact of the intersection between racial and LGBT

identities can become more complicated if the patient is also

an immigrant or forced migrant, as migrant individuals

experience unique vulnerabilities (see Chap. 11). For exam-

ple, family support may be limited if family members are

physically living in other countries; alternatively, families of

origin are frequently a source of emotional, verbal, physical,

and sexual abuse [24]. Repeated and chronic abuse can

contribute to psychological barriers that prevent migrant

individuals from seeking help, particularly when law

Table 15.2 Questions for assessing trauma, stress, and resilience

Clinical questions discussing minority stress

In what environments are you out about your sexual orientation/gender identity status? In what settings are you not out?

How comfortable are you with others knowing about your sexual orientation/gender identity status? At home? At work?

What, if any, discrimination or unfair events have happened to you as a result of your sexual orientation, gender identity, or gender expression?

How worried are you that others might treat you differently or discriminate against you as a result of your sexual orientation/gender identity?

In what ways, if any, are you bothered or concerned by your sexual orientation/gender identity?

Do you ever feel, or have you ever felt, depressed, anxious, sad, or stressed about your sexual orientation/gender identity?

Do you ever feel you have to say or do things you don’t want to in order to fit in with other LGBT individuals?

In what ways, if any, do you feel you struggle with your sexual orientation/gender identity?

Clinical questions discussing resilience

How have your feelings regarding your sexual orientation/gender identity changed over time?

Who are the supportive individuals in your life? How supported do you feel by these people regarding your sexual orientation/gender identity?

How supportive is your family regarding your sexual orientation/gender identity?

Describe your social support network; how comfortable are you with this network?

When you have a stressful life experience, how do you handle it?

When you are in a situation that makes you feel unsafe, how do you handle it?

How do you cope with depression, anxiety, or other challenging emotions?

What ways, if any, do you feel you could be more supported regarding your sexual orientation/gender identity?
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enforcement and other officials in countries of origin

participated in the abuse.

The LGBT POC (People of Color) Microaggressions Scale

can be used to quantify and study stressors specific to LGBT

individuals who are also racial or ethnic minorities [25].

The self-report consists of 18 questions divided

into three subscales of (a) racism in LGBT communities,

(b) heterosexism/transphobia in racial/ethnic minority

communities, and (c) racism in dating and close relationships.

These authors found that higher microaggression experiences

were found in men compared to women, lesbian women and

gay men compared to bisexual women and men, and Asian

Americans more than African Americans or Latinos.Whereas

follow-up studies are needed to determine if higher scores on

this specific scale correlate to poorer outcomes, previous

studies have revealed the repeating theme that LGBT ethnic

minorities often have worse physical and health outcomes

(e.g., more smoking or more depression).

What Specialized Screening and Assessment
Considerations Are Relevant for LGBT Youth?

As discussed in Chap. 6, children and adolescents who are

LGBT or are questioning their sexual orientation, gender

identity, or gender expression are at greater risk for certain

types of trauma and stress. Over one-third of LGB youth have

been bullied on school property as well as electronically,

nearly 30% have been in a physical fight, 10% have been

threatened with a weapon, and almost one in five LGB

individuals have been forced to have sexual intercourse

[26]. Few studies exist on the experiences of transgender

youth; however, gender nonconforming youth experience

higher rates of discrimination and victimization [19]. Unsur-

prisingly, LGB students are more likely to avoid school due to

safety concerns, nearly half have considered suicide, and are

more likely to use tobacco, alcohol, and other substances [26].

The behavioral changes identified above may precede an

individual’s coming out, so universal screening for bullying

and violence is recommended for all youth [27].

Screening for childhood abuse and mistreatment can be

performed by calculating an individual’s ACE (Adverse

Childhood Experiences) Score. This is determined through

answering 10 questions about potential adverse childhood

experiences that can lead to poorer physical health outcomes

in adulthood [28]. For the most part, the 10 questions asked

are broadly applicable; however, they may not capture

SOGI-specific experiences, and thus could potentially give

LGBT patients an artificially lower score. For example, the

ACE questionnaire omits questions such as “Were you ever

discriminated against due to your sexual orientation or gen-

der identity?” Furthermore, question 7 asks specifically

about a mother or a stepmother, which automatically

excludes two male parents. Thus, even though the ACE

study is a valuable tool that helps to explain how trauma

(both life threatening and not) can affect future physical

health outcomes, it is not clear that it holds the same speci-

ficity or sensitivity for LGBT individuals compared to het-

erosexual and cisgender people.

For LGB youth who have disclosed their sexual orientation

and/or gender identity, additional instruments have been

developed to assess for trauma and stress. One recently devel-

oped instrument, the Sexual Minority Adolescent Stress

Inventory [29], includes measures on disclosure of sexual

orientation, internalized stigma, family/peer/school inter-

actions, and racial/ethnic intersectionality. Another measure,

the Parental Support for Sexual Orientation Scale [30],

examines parental support for youth identifying with a sexual

orientation minority or are in a same-sex romantic

relationship.

What Specialized Screening and Assessment
Considerations Are Relevant for LGBT Adults?

Even when reluctant to interact with the healthcare system

due to a past history of trauma, LGBT individuals with life-

threatening or chronic medical illnesses will at some point

present for care. Such presentations can be challenging in

many ways. Since the US Supreme Court ruling in 2015,

same-sex marriages are legal across the United States [31].

However, that does not end the discrimination and bias that

some LGBT couples continue to face in the healthcare

system, particularly when they are not legally married. As

discussed in Chap. 8, life partners can help in decision-

making, provide comfort for the patient, mobilize social

supports, and will also need support themselves from

providers. When the partner is not recognized or acknowl-

edged, patient care can be adversely impacted. Partners

might not receive medical updates or be acknowledged as

the next of kin in capacity evaluations. Social services could

also potentially be denied, as during disposition to certain

programs or nursing homes. Furthermore, for LGB

individuals who lose their partner, family support may be

limited or nonexistent due to ostracization for being in a gay

and lesbian relationship. In such cases, the surviving partner

may become even more isolated, placing them at risk for

complicated grief or depression.

Unfortunately, validated instruments assessing stress and

trauma for LGBT older adults are not available at this time.

However, it is recommended that clinicians be able to dis-

cuss trauma and stress with LGBT elders across the four

domains of successful LGBT aging: physical, mental, emo-

tional, and social health [32].
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Assessment of Posttraumatic Growth
and Resilience

Most sexual minority identity research has yet to systemati-

cally study growth experiences associated with childhood

and/or minority stress [33–37]. To date, the literature has

focused chiefly on adverse psychological and social

outcomes without assessing posttraumatic growth and

resilience [33, 37]. However, sexual orientation stress can

mediate growth and resilience by stimulating stigma-related

coping that confers psychological benefits and overall

positive effects on mental health [38]. Indeed, Berger et al.

[39] reported that 63% of lesbian and gay participants

reported growth associated with the sexual identity develop-

ment process. Additionally, qualitative research on sexual

minority identity development has provided substantial evi-

dence that sexual identity disclosure to others is associated

with both losses and gains, and ultimately produces resil-

ience [40, 41], to the extent that some researchers have

applied the term “Coming Out Growth” to this process

[42]. Figure 15.1 highlights select factors that have been

associated with positive health effects among LGBT

individuals.

Discussing growth and resilience is a critical component

of assessing for trauma, as it can identify an individual’s
strengths as well as opportunities for clinical intervention or

referral to additional resources [42]. Table 15.2 lists several

questions that can be used clinically to assess for coping and

resilience among LGBT individuals. Indeed, simply

discussing coping and resilience with patients can elicit the

resilience of LGBT patients they encounter during the pro-

cess of trauma screening and assessment. Further, while

individuals may identify certain aspects of coping and resil-

ience, these can be strengthened clinically through several

techniques discussed elsewhere in this text. Some of these

factors, such as emotional coping and self-acceptance, can

be enhanced through motivational interviewing and use of a

trauma-informed approach to care (see Chaps. 17 and 15,

respectively). Others, such as social support, can be bol-

stered by connecting individuals (and their family members,

if open to participating) with supportive resources in the

community (see Chap. 20).

Conclusion

Deciding where and how to screen for stressful and trau-

matic experiences is a topic of increasing discussion in

clinical practice. While assessment and diagnosis may be

nuanced, the myriad negative sequelae of traumatic

experiences necessitate early identification and manage-

ment to optimize the health of individuals who have expe-

rienced trauma. Numerous screening and assessment tools

Fig. 15.1 Resilience factors among LGBT individuals
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have been developed, although these instruments must be

contextualized based on sexual orientation and gender

identity. Using the strategies described in this chapter,

clinicians can not only develop proficiency in screening

and assessing for stress and trauma inclusive of LGBT

individuals, they can also begin to promote posttraumatic

growth and resilience.

Key Clinical Recommendations

• LGBT populations are at elevated risk for traumatic

experiences.

• The assessment of trauma in LGBT individuals should be

contextualized to LGBT populations.

• There are tradeoffs when choosing tools for trauma

screening and assessment; clinicians should be able to

tailor common assessment instruments to evaluate

LGBT-specific traumatic and stressful experiences.

• Trauma-informed assessment is guided by the principles

of awareness of trauma, patient safety, prominence of

patient choice and empowerment, and emphasis on

strength-based strategies.

• Healthcare providers should approach LGBT individuals

with openness, humility, and a genuine curiosity to

understand.

• Resilience can be fostered through use of motivational

interviewing and employing trauma-informed principles

to elicit openness, hope, and optimism.
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Patients and Their Bodies: The Physical Exam 16
Sarah M. Peitzmeier and Jennifer Potter

Introduction

Chapter 4 reviewed the impact of trauma on the health of

LGBT individuals. In this chapter, we will discuss how under-

standing traumamay be particularly relevant when conducting

a physical examwith an LGBT patient. The laying of hands on

the body to examine a patient has been a central part ofmedical

practice for thousands of years and happens in most medical

encounters [1]. While physical touch has the potential to be

therapeutic and the exam may contribute to diagnosis and

healing, it also carries the potential to harm. This is of particu-

lar concern for patients with a trauma history, where a history

of physical, emotional, sexual, institutional, and healthcare-

related traumas canmake the physical exammore emotionally

or physically challenging. Independent from trauma history,

LGBT patients may find physical exams traumatizing if they

seem incongruent with their gender identity (such as transgen-

der women receiving a prostate exam). The experience of the

physical exam can thus have negative consequences and, in a

worst-case scenario, can trigger acute reactions such as disso-

ciation or panic attacks. We review practical techniques of

good clinical practice and positive patient-provider interaction

that can make physical exams more empowering and prevent

such adverse reactions; we also discuss how to manage these

reactions when they do occur. Most of the literature on

performing a trauma-informed physical exam concerns pelvic

exams for individualswith natal female reproductive anatomy;

where possible we also present evidence about other types of

exams and guiding principles that can be generalized to many

different exam procedures.

Performing a Trauma-Informed Physical Exam
That Is LGBT-Inclusive

See Table 16.1 for some guiding principles for performing a

trauma-informed physical exam that is LGBT-inclusive.

Screen for Trauma

Screening for trauma is critical in the medical setting (see

Chap. 14 for more details on how to build a trauma-informed

practice). Even when a patient screens negative, the clinician

can never be completely sure of the patient’s trauma history,

since not all patients who have experienced trauma recall the

event or perceive events that are consistent with clinical

definitions of trauma to be “traumatic.” Others may make a

conscious decision not to disclose. Therefore, it is important to

avoid following one set of procedures for physical exams with

patients who screen positive for trauma, and a completely

separate set of procedures for those who screen negative.

One should always act in a way that conforms to basic

principles of trauma-informed care, though extra precautions

to avoid retraumatization due to the exam can be taken with

those who screen positive (see section “Additional

Considerations for PatientsWhoHave Experienced Trauma”).
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Consider if You Actually Need to Perform
the Exam

Although most patients will not be traumatized by a physical

exam, any exam has some potential to be traumatizing. This

is especially true if the exam requires the patient to become

particularly vulnerable (as during a breast, pelvic, prostate,

or rectal exam) or if the patient has a history of trauma of any

kind. Posttraumatic distress can be triggered even years after

the index traumatic event by strong emotions (e.g., feeling

helpless, out of control, trapped, or unprotected), physical

discomfort, and/or any sensation that is reminiscent of the

original trauma. Because all aspects of the physical exam

have the potential to cause such harm, it is important to

avoid asking patients to submit to exams that are not clearly

warranted – especially those aspects of an exam that cause

the greatest vulnerability.

Review the evidence in your specialty for what aspects of

the physical exam are supported by reliable and consistent

evidence, and which are not. For instance, the American

College of Physicians conducted a systematic review and in

2014 concluded that there is no evidence to suggest that

routine screening with bimanual examination (BME)1 for

asymptomatic, average-risk, nonpregnant women reduces

morbidity or mortality as long as cervical cancer screening

guidelines are followed [2], with some calling BMEs “more

of a ritual than an evidence-based practice” [3]. Nevertheless,
many gynecologists continue to regularly perform this exam

on asymptomatic patients [4, 5]. Similarly, testicular exams

are no longer recommended to screen for testicular cancer in

asymptomatic adolescent or adult individuals with natal male

anatomy [6]. In another example, the US Preventive Services

Task Force (USPSTF) ruled in 2009 that there is insufficient

evidence to suggest any benefit to clinical breast exams above

and beyond mammography as a screening procedure for

breast cancer, and also recommends against teaching breast

self-exams [7], as does the American Cancer Society [8].

If you are in the middle of a visit and are not sure whether

a particular screening exam is indicated, let the patient know

you need to obtain consultation to determine the most up-to-

date medical recommendations, and step out of the room to

confer with a knowledgeable colleague in the moment. If

such guidance is not immediately available, set an intention

with the patient to complete the discussion at their next visit

rather than proceeding with the exam, particularly if the

exam has a higher potential to be traumatizing (e.g., breast,

pelvic, prostate, or rectal exams).

Completely unnecessary exams must be avoided. For

instance, asking to see trans patients’ body parts merely

out of curiosity about anatomical changes or surgical results

is unprofessional and a form of harassment. In a qualitative

study we conducted, one patient recounted a story of a

surgeon who, while preparing to perform a breast augmen-

tation for a trans woman, asked to see her vagina because he

was curious about what it looked like [9]. This sort of

curiosity is never appropriate.

Consider if There May Be Alternative Procedures
to Recommend to or Offer the Patient

Increasingly, alternatives exist to physical exams that are

backed by evidence and may be preferred by some patients.

For instance, self-collected swabs for gonorrhea and chla-

mydia testing, including vaginal, anal, and throat samples,

are actually superior to physician-collected samples in their

sensitivity and specificity [10].While some patients will prefer

to have a provider collect the sample, others will appreciate

having the option to perform sample collection themselves.

Make No Assumptions About Patients’
Preferences and Discuss the Benefits, Potential
Harms, and Limitations of the Examination,
Particularly with Regard To Data Pertaining
to LGBT Populations

After reviewing the benefits and risks of exams to decide

whether they are indicated (see section “Consider If You

Actually Need to Perform the Exam”), the clinician should

engage in shared decision making with LGBT patients about

whether to perform the exam. Involving the patient in this

decision helps the locus of control remain with the patient

Table 16.1 Guiding principles

1. Ensure that the locus of control remains with the patient – i.e., that the patient feels they have voluntarily consented to the exam and feels

empowered to stop the exam, communicate with you, or ask for modifications at any time

2. Engage in shared decision making regarding what screening the patient opts to do, especially in the face of uncertain evidence or conflicting

guidelines

3. Explain the procedure to the extent preferred, using the patient’s preferred terminology for body parts

4. Discuss what modifications to the exam can be made to promote patient comfort

5. Acknowledge the patient’s trauma history and validate any negative consequences they feel resulting from the trauma

1A bimanual examination is when the clinician places two fingers inside

the vagina and the other hand on top of the abdomen in order to palpate

internal pelvic structures such as the cervix, uterus, and ovaries.
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and helps ensure that they fully understand and consent to

the exam.

This discussion should include a review of data (or lack

thereof) pertaining to benefits and risks in specific LGBT

communities, especially transgender patients, for whom

high-quality evidence is frequently limited. For instance,

no studies have specifically evaluated the benefits and

harms of clinical breast exams, mammography, testicular

or prostate exams, and Pap tests of the neovagina among

postsurgical trans women. In the absence of definitive data,

expert consensus recommendations are available to guide

care [11–13]. For example, the University of California San

Francisco (UCSF) Center of Excellence for Transgender

Health recommends against performing Pap tests of the

neovagina in trans women because its walls are typically

composed of keratinized skin or urethral/colon mucosa

and recommends screening mammograms for trans women

50 or older with more than 5 years of estrogen and proges-

terone use and additional risk factors (family history,

BMI > 35) [14]. While recommended exams should be

promoted, patients should nevertheless be made aware of

the quality of the evidence that underlies such consensus

recommendations.

This discussion should also review potential harms of the

exam, which include the possibility that it may cause emo-

tional distress and/or physical discomfort. After validating

the patient’s concerns, discuss modifications that can be

made to the exam to make it more acceptable to the patient

(see section “Before Proceeding with the Exam, Discuss

Whether the Patient Desires Any Modifications to the

Exam to Reduce the Potential for Retraumatization”). If
an exam is clearly indicated, it is the clinician’s job to

help the patient feel comfortable enough to adhere to the

recommended guidelines as closely as possible. However,

this should never be accomplished at the expense of true

informed consent. In our qualitative work with transgender

men, several reported being told they could not obtain

hormones if they did not first agree to have a cervical Pap

[15]. This echoes the outdated practice of withholding birth

control if the patient has not had a Pap test [16], another

coercive and medically unsupported practice.

In addition, clinicians should avoid assuming that either

discussing the physical exam in advance or performing the

exam will necessarily cause psychological harm, and should

refrain from broaching the topic of an exam with

exaggerated caution. Some LGBT patients may have extra

sensitivities or concerns about an exam while others may

not. Simply ask about a patient’s prior experience with

similar exams, and find out which aspects went well and

which could be improved in the future.

Before Proceeding with the Exam, Discuss
Whether the Patient Desires Any Modifications
to the Exam to Reduce the Potential
for Retraumatization

Explain to the patient what they can expect in terms of

length of time the exam will take and what sensations or

discomfort they may experience. To the extent preferred,

explain the mechanics of the exam (e.g., offering to show

a speculum before a Pap test if they would like to know

the details). These conversations should take place while

the patient is still clothed and in a location where the

patient is empowered to participate in such a

conversation [17].

Discuss potential modifications to the exam to increase

individual comfort. In a qualitative study of transgender

men’s preferences with regard to cervical cancer screening,

patients reported a wide range of comfort with the exam and

many found modifications helpful [15] including:

1. Self-insertion of the speculum

2. Use of a pediatric speculum

3. Use of lubricant and/or topical lidocaine to ease speculum

insertion

4. Having a trusted support person accompany them as a

chaperone

5. Positioning alternatives

6. Use of antianxiety medications

Allowing the patient to make modifications to reduce

physical and/or emotional discomfort with the exam shifts

the locus of control toward the patient and makes retrauma-

tization less likely. Alternative positioning diagrams and

descriptions are available elsewhere [18]. Different patients

will have different preferences, so asking the patient “What

we can do to make this exam easier for you?” and briefly

providing some options to open up the discussion is impor-

tant. Regardless of trauma history, modifications can make

the exam more tolerable for any patient.

It is extremely important that the locus of control with

respect to both proceeding with an exam and stopping the

exam at any point resides at all times with the patient.

Review with the patient that it will always be their choice

whether and when to proceed with an exam and that they

retain the right to change their minds at any time and stop

the exam. If choosing to proceed, agree in advance on the

signal the patient will use to indicate that they want to

stop the exam and be sure to respect that signal

immediately.
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Always Obtain Assent Before You Physically
Touch or Examine a Patient

Prior to performing any aspect of a physical exam it is

important to explain to the patient what you plan to do and

obtain assent. For example, one might say, “Now that we’ve
completed your history, I’d like to check your blood pressure
and listen to your heart and lungs. . . Is that OK?” Once a

patient has assented, it is important to continue to provide

verbal notice before touching the patient; for example, one

might say, “Now you’ll feel the stethoscope touching the

right side of your back.” When performing a particularly

sensitive exam that involves touching vulnerable parts of the

body (e.g., the genitals), provide a warning before each

maneuver (“Now I’m going to separate the outer folds”. . .
“Now you’ll feel a little pressure as I insert the speculum”).
These warnings help patients prepare themselves so the

touch does not come as a surprise and cause a startle

response. It may be helpful to students just learning these

techniques to perform the exam as if the patient cannot see

what is going on, as in this case explaining every action prior

to doing it comes very naturally. As many members of the

treatment team (e.g., medical assistants, nurses, etc.) may

have occasion to touch patients in the course of providing

care, it is important to teach all team members these trauma-

informed exam techniques and to observe their performance

to make sure they achieve the desired level of competence.

Non-gendered or less-gendered terminology can be par-

ticularly important to use with transgender patients who

experience body dysphoria unless they indicate a preference

for traditional clinical terms, e.g., using “folds” instead of

“labia” when performing pelvic exams with transgender

men. Language with sexual (“I’m going to come into you

now”) or violent connotations (such as “blades” of the spec-
ulum) should be avoided. See Potter et al. [15] for alternative

language suggestions.

Particular sensitivity is required in situations in which

extra caregivers, such as translators, American Sign Lan-

guage (ASL) interpreters, personal care attendants, etc., are

present in the exam room. In these cases, you should discuss

how the patient wants or needs the exam to be conducted

(e.g., with the translator in the room but standing behind a

curtain, using hand signals agreed upon in advance and the

ASL interpreter stepping outside the room, etc.) before pro-

ceeding [17]. These steps are particularly important when

caring for patients with a known trauma history and for

transgender patients, who may be more likely to experience

additional people in the room as voyeurs.

During the Exam, Be particularly Mindful
of Your Tone and Reactions

The patient may feel most vulnerable during the actual

exam itself due to physical positioning or touch and thus

may be most sensitive to triggers at this time. Speak and

move calmly and slowly, as these actions will help both you

and the patient remain calm during what can be a stressful

situation for both parties. Avoid expressing surprise or

making any remarks during the exam about the patient’s
body that are not relevant to the performance of the exam.

For instance, some trans patients may have anatomical

changes as the result of hormones or surgery, while others

may not. In a qualitative study of trans men’s experiences
with cancer screening, one participant reported feeling dis-

turbed when a clinician commented during an exam of his

postmastectomy chest, “I bet you were happy when those

were gone!” While the clinician may have been trying to

build rapport by validating the patient’s decision to have

gender-affirming chest surgery, the comment was medically

unnecessary, made the patient feel like an object of scru-

tiny, and drew attention to a part of their body that had been

the focus of considerable dysphoria in the past. Body

piercings or tattoos should also not be commented on unless

medically relevant.

Additional Considerations for Patients Who
Have Experienced Trauma

While the above steps apply to all patients, additional steps

may be necessary for patients with a history of trauma who

are having a difficult time approaching the exam.

Validate the Patient

Normalize that many people have an impulse to avoid exams

in the wake of trauma. Emphasize the importance of locus of

control and of accomplishing needed exams as a key ingre-

dient to self-care.

For patients who have experienced violence and abuse,

self-care may seem like a foreign concept, exhausting to

contemplate or pointless to consider. Gently remind such

patients that everyone deserves to be cared for, we all have

the power to take care of ourselves, and caring for one’s
body is an important aspect of healing from trauma and

abuse.

Be Patient and Focus on Building a Relationship

In our qualitative work with transgender men and cervical

cancer screening, an established, trusting relationship with

the provider was a key facilitator to screening: many patients

were unwilling to receive a cervical Pap test with a new

provider, but were willing to do so once trust was established.

Supportive and gentle encouragement by a provider repeatedly

over multiple visits can enhance a patients’ intrinsic motiva-

tion to undergo a needed procedure, despite initial reluctance.
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Brainstorm Additional Ways to Support
the Patient

When working with patients who have experienced trauma,

it is particularly important to discuss adaptations to the exam

that can be used to optimize comfort. These adaptations are

analogous to the accommodations you would make for any

patient who has additional needs that must be addressed in

order to perform a thorough exam (e.g., a patient with an

above-the-knee amputation who is unable to place both

lower extremities in footrests for a pelvic exam and requires

collaborative problem solving to achieve a comfortable and

feasible position in which the exam can be performed suc-

cessfully). Such time spent up front can be pivotal in

establishing an environment in which the patient eventually

feels sufficiently safe to proceed with the exam. It is often

useful to devote an entire visit to this discussion to allow

enough time to discuss concerns and preferences, and to not

rush the patient. In our qualitative work, transmasculine

patients who were reluctant to undergo cervical cancer

screening often expressed the desire for a consult visit

where they would be able to talk to the provider about

what the procedure would entail and how to manage

challenges that might occur during the exam, such as emo-

tional and/or physical discomfort. This approach further

allows for patients to prepare themselves for a subsequent

exam and to feel more in control of the process.

Discuss potentially pursuing a team-based approach to

accomplishing the exam, such as involving a therapist in

helping the patient learn techniques to manage discomfort

and/or inviting a supporter of the patient’s choosing to attend
the exam. If participation of an office assistant or chaperone

is anticipated, an explanation of the reason for that person’s
attendance is crucial. Some patients may feel more uncom-

fortable undergoing certain exams in the presence of

chaperones as they can feel like a voyeur [15]; therefore,

whenever possible, the patient should be given the choice of

whether to have one.

For some patients, premedication with a short-acting

anxiolytic medication (e.g., benzodiazepine) may also be

helpful. Keep in mind that such medicines may cause disso-

ciation during the exam or even amnesia, which may be

alarming to patients who have experienced trauma

[19]. When using such medicines, it is therefore a good

idea to discuss these side effects with patients prior to their

administration. Again, inviting a person the patient trusts to

witness the encounter if medication is used can create a

space that feels more safe [15].

Patients who have experienced trauma in the past may

be more likely to experience physical pain due to factors

such as anxiety leading to involuntary pelvic floor muscle

contraction and/or spasm, which can also impede insertion

of specula or digits in the case of pelvic and rectal exams.

Strategies to reduce pain include application of topical

lidocaine gel for vaginal or rectal exams, topical nitroglyc-

erin for rectal exams, and oral anesthetic spray for pharyn-

geal swabs. Postmenopausal women and transgender men

on testosterone may also benefit from a 5-day course of

estrogen or suppository prior to a pelvic exam to reduce

atrophy-mediated discomfort upon speculum insertion.

Transgender men may have some sensitivities around

using estrogen cream, so the discussion should be

broached thoughtfully, emphasizing that the effects are

highly localized and short term.

Be Prepared to Handle Dissociation or Distress
During the Exam

If a patient seems to be experiencing mild distress during the

exam, even if they have not signaled or asked for you to stop,

ask the patient if they would like you to do so. Some patients

will prefer to continue and get the exam over with despite

some distress (particularly if the only distressing aspect is

physical pain and not emotional distress), while others will

appreciate the opening to ask you to stop. If a patient is

having more severe distress or dissociates during the exam

(e.g., eyes become glazed, stares off into space, seems to no

longer be engaged in the present, begins to cry, or has a

flashback), stop the exam immediately. Have the patient sit

up fully covered, and utilize grounding techniques. These

are techniques designed to bring the patient back to the

present:

• Verbally reorient the patient using safety statements (“I

am Dr. XX”. . . “You are safe right now”. . . “You are in

the present, not the past”. . . “You are at ___ and the date

is ___”).
• Ask the patient to keep their eyes open and look around

the room. Ask the patient to describe the exam room in

detail using all of their senses (e.g., objects, sounds,

textures, colors, smells, shapes, numbers, temperature).

• Reconnect the patient with their body by asking them to

grip the table as hard as they can with their hands, wiggle

their toes in their socks, or place their feet on the floor and

literally feel the ground supporting them.

• Once the patient is reengaged in the present, and prefera-

bly when they are once again fully clothed, talk about

what happened, reassure the patient that such reactions

are common and make sense after a person has experi-

enced trauma. Reassure the patient that they did not “fail”
in some way, that you are not upset that they were not

able to complete the exam at this visit, and that you are

invested in continuing to work together to make sure they

receive the best possible care.
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Debrief After the Exam and Make Sure
the Patient Has a Plan for Self-Care After
Leaving the Office

For patients who experience distress during the physical

exam, always conclude the encounter by assisting the patient

in reconstituting and developing a self-care plan for after

they leave the office. This plan might include:

• Connecting with a therapist, friends, family, or pet

• Picturing themselves in a safe and soothing place (e.g.,

the beach, mountains, or a favorite room)

• Repeating a coping statement (“I can handle this”. . .
“This will pass”), poem, or prayer

• Self-soothing by setting an intention to give themselves a

safe treat (e.g., nice dinner, warm bath, listening to favor-

ite music, etc.)

– If they feel their gender identity was undermined by

the exam (e.g. some transmasculine patients report

feeling their identity feels challenged or destabilized

after undergoing a Pap test), they may want to make a

plan for affirming their gender in positive ways

(e.g. one patient in our qualitative study reported

going shopping for men’s clothing and asking his

friends to text him and call him “handsome” after his
Pap test).

Make sure the patient has a follow-up appointment sched-

uled before they leave the office. If possible, give the patient

a transitional object to take home – such as a business card

with your name and contact information on it – to help them

stay tangibly connected.

Case Example

The patient is a 55-year-old woman who is brought in to your

office by a female friend. She does not make eye contact

with you as you attempt to make introductions but answers

all of your questions, and you learn that she goes by “Mary,”
identifies as a lesbian, and uses the pronouns

“she/her”/“hers.” When you ask what brings her in today,

she hesitates initially and then says after encouragement

from her friend: “I’ve been having bleeding down there.”
With supportive prompting, you learn that she underwent

menopause at around age 50 but has been having erratic,

sometimes heavy vaginal bleeding for the past 6 months. She

admits that because of a history of childhood sexual abuse,

she has always hated having her vagina penetrated with any

object, including tampons, fingers or toys during sex, or the

device doctors use during a pelvic exam. In fact, her last

attempt to have a Pap test more than 15 years ago was

unsuccessful because she developed extreme pain on inser-

tion of the speculum. After that experience, she made a

decision to avoid medical care altogether “unless it’s an

absolute emergency.”

Discussion Questions

• What exams are warranted in this case?

– Visual inspection of entire perineum, speculum exam

of vaginal vault and cervix with cervical Pap test, and

bimanual palpation.

• How will you prepare the patient for the exam given her

reluctance?

– Explain time frame for the exam: 3–5 min

– See example introductory language below for points

you may want to consider discussing.

• What strategies can you use to adapt the exam to optimize

comfort?

• If an exam cannot be performed due to patient preference,

what else can be done to evaluate her chief complaint?

Example Introductory Language
to the Physical Exam

Having explained the general principles to follow, here we

provide example language adapted from a script developed
for our work providing cervical Paps to transgender men

[20]. The provider uses gender-neutral language and open-

ended questions to explain the exam to the extent preferred
by the patient, check in about past experiences with the Pap,

offer a number of modifications, and allow space to discuss,

validate, and address patient concerns. This script can be
adapted for other types of exams.

• In a moment, I’ll step out to let you get ready for the

examination. Before I do that, I wanted to make sure that

you understand the examination. What terms would you

prefer I use or avoid when discussing your body?

• The Pap test looks for cells from the cervix that appear to

be abnormal and might be a sign of a cancer developing

so that we can monitor closely or treat any abnormal cells

found in order to prevent cancer. The cervix is an internal

organ located at the end of the frontal canal [or patient’s

preferred term for vagina]. During the exam, I use a tool

called a speculum to widen the [patient’s preferred term

for vagina] so I can insert a small spatula and then a brush

that collect cells from the inside and outside of the cervix.
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The process usually takes about 5 min. We send the cells

to a lab for further testing and get the results back in about

2–3 weeks.

• [When appropriate, e.g., for patients aged 30–65]:

Because we know that infection with the HPV virus can

trigger cells to start growing abnormally and possibly turn

into cancer, the lab will also test the samples we collect

today for HPV.

• If any of the tests we do today are abnormal, we will help

you arrange further testing or treatment.

• Have you had a Pap test before? [If yes] What aspects of

the procedure were difficult or that you would like to do

differently this time? [Discuss with patient; offer

modifications that address their specific concerns].

• Traditionally, when a pelvic and Pap test are done, the

patient lies on their back on the exam table with their feet

in these footrests, but you can choose a different position

if you wish. Some people prefer to have their feet flat on

the end of the table; other people lie with the soles of their

feet together and their legs out in a frog-like position.

Some people prefer to have the top of the exam table

raised up a bit so that they can see what is going on during

the examination. How would you like to be positioned for

the examination?

• Some people also find that they have discomfort when the

speculum is inserted and that it helps them to insert the

speculum themselves with my guidance. Is this some-

thing that you would like to do or try?

• Sometimes people want another person, perhaps a friend

or another medical professional, in the room during the

exam. Who, if anyone, would you like in the room to be

with you while you are having the examination?

OR: Usually when I perform this exam, I have a medical

assistant in the room with me who helps hand me the tools

I need. How would you feel if he/she/they were in the

room during your exam?

• Before we do the exam, would you like to see the specu-

lum and the swabs and brushes that we use?

• Would you like me to talk you through what I’m doing as

the exam goes along or would you prefer that I remain

silent?

• Finally, I want you to know that you are in control of the

examination. If at any point, you would like me to pause

or stop the examination for any reason, just let me know.

You can tell me to stop or simply hold up your hand, and

I’ll check in with you about what you want to do. How

does that sound?

• What other questions do you have before the exam?

• Great, I’ll leave now and give you a few minutes to

change. Please take off your pants and underpants, put

on this gown, and sit on the end of the table with this sheet

over your lap.

Performing a Physical Exam in the Immediate
Posttrauma Setting

Clinicians may be called upon to perform a physical exam

immediately after a patient has experienced trauma, includ-

ing physical or sexual child abuse, elder abuse, intimate

partner violence, or hate crimes. These can be some of the

most difficult exams for a person who has a history of

trauma, and there are special considerations for LGBT

survivors. As a case example, we focus in this section on

how to make sexual assault forensic exams (SAFEs) trans-

inclusive. We do not attempt to provide a comprehensive

tutorial for performing a SAFE exam, but instead focus on

aspects of the exam that require special consideration in

transgender patients. The principles discussed here extend

to other LGBT populations, types of trauma, and types of

physical exams immediately after a traumatic event.

The goal of a SAFE is to provide medical care, including

treatment of injuries, postexposure prophylaxis of sexually

transmitted infections, and emergency contraception as rele-

vant, and to document evidence that can be used if the

patient decides to report to law enforcement. SAFEs are

usually conducted by sexual assault nurse examiners due to

the specialized nature of evidence collection, but clinicians

working in an emergency department or primary care setting

also may need to provide acute care to someone following an

assault [21].

Special Considerations: Data, Disparities,
and Context

Members of LGBT populations experience sexual violence

at rates comparable to or higher than their heterosexual,

cisgender counterparts (see Chap. 18). Best estimates sug-

gest that some 50% of transgender people have been sexu-

ally assaulted [22].

Trans survivors of sexual violence often report that anti-

trans bias was a key factor that motivated the assault. In a

2005 survey by FORGE, 42% of survivors reported that their

assault was motivated at least in part by their gender [23],

while in a study of transgender people in Virginia, 71% of

transfeminine survivors and 40% of transmasculine

survivors felt they had been targeted due to their gender

[24]. Hate and bias-motivated crimes generally result in

greater psychological trauma than non-bias crimes as the

person’s sense of themselves, their identity, and their com-

munity is also under attack [25]. Thus, transgender survivors

of sexual violence are more likely to have to cope with the

fact that their identity was under attack than would cisgender

survivors. Transgender survivors of color also have to grap-

ple with the sense that they were targeted because of their
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intersectional racial and gender identities; a review of anti-

trans hate crimes in Los Angeles found that many

perpetrators expressed both racialized and anti-LGBT slurs

[26]. In addition to more complex emotional scars, assaults

motivated by animus toward transgender individuals often

leave more complex physical scars as well, as hate crimes

motivated by anti-LGBT bias tend to be more violent than

hate crimes against racial or religious groups [27], and

injuries may be more likely to include disfigurement to the

face, chest, genitals, or other gendered body parts [28]. The

nature of the attack may be otherwise tied to gender, as when

one transgender woman was beaten using her own high heels

[26]. In order to fully support transgender patients, clinicians

should educate themselves about federal hate crime laws,

just as they should seek to be informed about the Violence

Against Women Act (VAWA) and reporting considerations

for cisgender women.

Receiving a full-body exam, including a pelvic exam,

immediately after a sexual assault can be traumatic. Further

complicating post-assault care, transgender survivors may

have to deal with the simultaneous challenge of reentering

the healthcare setting where they have also experienced

trauma in the past. The National Transgender Discrimination

Survey found that 10% of respondents had been sexually

assaulted by a healthcare provider, 26% had been physically

assaulted by a medical provider, and 19% had been denied

medical care because of their identity [29]. These numbers

may be higher among transgender people of color [30]. This

context may make the physical exam feel overwhelming.

Data about to what degree transgender survivors are able to

access SAFEs specifically are not available, but disparities

in accessing healthcare due to either avoidance or being

denied care may carry over to SAFEs as well. Due to the

importance of forensic evidence in prosecuting sexual

assault, transgender individuals may be more likely to be

assaulted, less likely to receive a SAFE, and less likely to

receive justice.

Special Considerations: Administrative Issues,
Forms, and Interacting with Others Besides
the Patient

As with general intake forms, care should be taken to

use forms related to the exam that accommodate a range

of gender identities and sexual orientations. Despite the

best forms, however, a trans person may or may not

indicate their identity on intake forms, particularly if they

are accompanied by someone who does not know they

identify as trans. During an exam, it is important to avoid

expressing surprise or alarm if body parts are not concordant

with what you expected based on the intake.

As with any SAFE exam, take the initial assault history in

private, away from any support person. If the patient requests

the presence of a support person during portions of the history

and exam, ensure that exam findings are not shared with the

support person without the patient’s knowledge and consent.
Keep in mind that any person accompanying the patient –

regardless of the gender of this companion – might actually

be the person who abused the patient. Also, do not disclose to

the support person that the patient is trans unless the patient

explicitly gives permission to do so.

An important part of the SAFE involves marking a body

diagram for where the patient has injuries. Use a gender-

neutral diagram such as the one in Fig. 16.1. If your organi-

zation or state requires the use of gendered body maps or

forms, or such forms are necessary to best document injuries

from the assault, then explain to the patient why you are

required to use such forms, and explain that this is not done

to disrespect their gender identity. These explanations can

minimize distress caused by forms that are not inclusive.

If consultation with or referral to an outside provider is

necessary for follow-up, the patient may be anxious about

having to meet with a new provider and once again disclose

that they are transgender. Where possible, identify providers

in your area in advance who have experience working with

transgender patients, so you can assure the patient that the

providers will be both welcoming and knowledgeable. Offer

to assist the patient in informing the consultant of the

patient’s gender identity in advance, if the patient would

find this introduction helpful.

Special Considerations: Clinical Considerations
for Trans Patients

Be aware of anatomical changes that trans people may have

as a result of hormones or surgery, and common physical

findings that results from practices such as chest binding

(compressing chest tissue for a flatter appearance) or genital

tucking (pushing the testes into the inguinal canal and the

penis between the legs). For instance, chest binding can

result in scarring, abrasions, rashes, and cuts to the torso

[31], while tucking may cause defects or hernias at the

external inguinal ring [32]. This background helps the exam-

iner evaluate what may be normal for the patient and what

may be related to the assault. However, make no

assumptions and nonjudgmentally ask the patient whether

abrasions, cuts, and other physical findings are assault-

related. For example, rather than assuming that cuts on the

chest are from chest binding – or from self-harm practices,

which are relatively common in this population [33] –

nonjudgmentally ask how long the person has had the cuts

[28] and where the cuts come from. Document all injuries

198 S.M. Peitzmeier and J. Potter



[34], including details such as the location, size, number,

color, and depth of injuries. Use imaging studies where

clinically appropriate. The role of the clinician is not to

judge whether an assault occurred [21] or to use legal

terms in the patient record (e.g., “patient alleges”) but

instead to document in detail the injuries present and infor-

mation reported by the patient.

Trans men on testosterone experience vaginal atrophy

and the vaginal wall becomes less elastic, more fragile, and

prone to perforation [35, 36]. For trans women who have had

genital reconstruction, the neovagina is also often less elastic

than a cisgender woman’s vagina [32]. While data are not

available, trans individuals may therefore be more likely to

experience genital injuries during a sexual assault, which

may make acquisition of HIV/STIs more likely. During a

pelvic exam, it also means that a pediatric, shorter-billed or

narrower speculum may be necessary during the exam to

avoid further trauma [28]. For neovaginal exams, consider

using an anoscope rather than a vaginal speculum, as the

neovagina has an inferior angle and lacks fornices and a

cervix.

While numbers are hard to obtain, particularly for trans-

gender individuals, anal penetration is likely more common

among sexual assault survivors with natal male anatomy

than among cisgender female survivors of sexual assault;

in one study of gay and bisexual male survivors, 45.2% were

anally penetrated [37]. Particular attention to anorectal

trauma may therefore be warranted.

Trans men may not be aware that they can become preg-

nant as a result of penile-vaginal penetration, even if they are

on testosterone and are experiencing amenorrhea [38]. It is

the examiner’s job to sensitively counsel the patient that

pregnancy is a concern in this context if the patient has not

had a hysterectomy and is not using birth control. The

examiner should explain the options around emergency con-

traception (EC). Be aware that some patients may be reluc-

tant to take estrogen or even progesterone-containing pills,

either because the idea conflicts with their gender identity, or

because they are concerned that these hormones will inhibit

or conflict with testosterone therapy. There are no known

contraindications to giving oral EC to patients on testoster-

one, though this practice has not been studied in transgender

Fig. 16.1 Gender-neutral body

diagram for use documenting

injuries in post-assault exams
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men specifically [38]. Explain that commonly prescribed

oral EC methods do not contain estrogen and are either

progesterone-only or contain ulipristal acetate. The copper

IUD contains no hormones and thus may be a more palatable

form of emergency contraception for some patients. There is

no need to halt testosterone use in transgender men receiving

emergency contraception [28].

For trans women who use silicone injections, physical

assault may dislodge silicone deposits, which can be danger-

ous [28]. As mentioned earlier, assailants may particularly

target gendered body parts where silicone injections are

commonly used, such as buttocks, breasts, and face; there-

fore, these areas should be carefully examined and any

injuries documented.

Be prepared to arrange specialty consultation if there is

damage to the neophallus or neovagina that requires surgical

repair beyond your ability. Ideally, make a standing arrange-

ment with a surgeon in your area, so that you do not need to

rush to find someone when presented with a patient in a

crisis. You may also need to consult with the surgeon who

performed the original operation on a particular patient, with

the patient’s consent [28].
Prosthetics can have evidentiary value and patients should

be asked to bring prosthetics in for evidence collection if they

were worn during the assault [34]. While generally clothing is

taken and submitted as evidence for testing, there may be

special sensitivities toward taking prostheses, wigs, and other

gender-related items from the patient. First, these can be

expensive to replace. Second, leaving the facility without

these items can leave a patient emotionally and/or physically

vulnerable, particularly if they feel they need to “pass” for

safety. If the patient feels strongly that they need to keep a

prosthetic, try swabbing or collecting samples from the sur-

face of the item rather than taking the item entirely, if possi-

ble. Regardless, counsel the patient on how to access victim

compensation funds to replace prostheses that are damaged or

submitted as evidence. If possible, have extra wigs or

prostheses available for the patient to take with them, and

makeup available for trans women to use before leaving if

desired. Most facilities that perform SAFEs have underwear

and clothing available for patients after a SAFE, and having

these additional items can be important in facilitating evi-

dence collection and promoting the patient’s mental health

and safety after the exam [28].

Special Considerations: Patient-Provider
Interaction

Clinicians should take special care to explain what they want

to do and why they want to do it before each step of the

exam, giving the patient the opportunity to ask questions or

deny a specific procedure before proceeding. While

providing a detailed explanation is important for any patient,

experiences of being treated as a medical or anatomical

curiosity and mistrust of healthcare system in general make

this practice particularly critical for transgender clients.

Specific aspects of a SAFE may be particularly important

to explain to trans patients; for example, having body parts

photographed can be important from a legal perspective, but

may make a patient feel that they are being subjected to

unnecessary scrutiny unless properly prepared as to why this

step is necessary.

Before the patient leaves the acute care setting, it is

important to help the patient make a safety plan that

considers trans-specific issues. These include bringing cru-

cial documents, medication, or other items related to gender

transition with them if they decide to leave an abusive

relationship and how to locate LGBT-competent survivor

support organizations. An example of a comprehensive

safety planning tool for trans clients can be found at http://

forge-forward.org/wp-content/docs/safety-planning-tool.

pdf. It is also crucial for clinicians to assess for suicidal

ideation, which is common among trans individuals

[39, 40], and may be triggered by an acute experience of

assault or abuse.

Clinicians and organizations should develop partnerships

with trans-competent community organizations, advocacy

services, and providers, so that transgender patients can be

smoothly referred to established and trustworthy services for

medical and/or psychosocial follow-up. Building profes-

sional relationships ahead of time permits clinicians to con-

duct “warm handoffs” by helping patients connect with

services while still in the office, thereby increasing the

likelihood of engagement in follow-up care compared to

simply providing patients with contact information and

sending them home.

Conclusion

The physical exam is an important part of most medical

encounters. Principles such as being thoughtful about

whether an exam is medically necessary, engaging in shared

decision making as to when the exam should be performed,

understanding sensitivities that may be more common in

LGBT patients, explaining the exam and discussing patient

concerns, being open to making modifications to the exam to

increase physical and emotional comfort, and being prepared

to identify and address distress during the exam can make

the physical exam both trauma-informed and LGBT-

competent.
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Over the past century, there has been a remarkable shift in

the leading causes of death in the United States. In 1900,

infectious diseases including influenza and pneumonia,

tuberculosis, and gastrointestinal infections were among

the most common causes of death [1]. With advances in

healthcare in the twentieth century, the burden of mortality

caused by infectious diseases waned. The leading causes of

death today have shifted to cancers, heart disease, diabetes,

HIV/AIDS, and obesity – all of which are strongly linked to

lifestyles and health behaviors. Contemporary theories of

disease distribution link biomedical and lifestyle

perspectives to understand patterns of disease occurrence

as being influenced by a patient’s genetic background, their
environment, and their behaviors [2]. While many illnesses

and afflictions that drive individuals to seek the advice of a

healthcare professional are biomedical in origin, many may

be preventable or their progression mitigated through behav-

ior change.

For many patients, a visit to a healthcare professional is

seen as an encounter in which they are asked questions about

their health and the reason for their visit, undergo a targeted

physical examination, and are then recommended an appro-

priate treatment that is often pharmaceutical in nature. While

some visits with practitioners may look like this, others may

be more conversational in nature, with a healthcare provider

giving advice and counsel related to a patient’s health and

behavior. The process of visiting a provider can be incredi-

bly stressful for LGBT-identified patients, who have life

experiences and unique health challenges with which many

health providers are unfamiliar and poorly equipped to han-

dle. Many LGBT individuals have felt a societal pressure to

conform to specific behaviors throughout their life, perhaps

to be less “gay,” to act “normal,” or to “blend in” with a

desired community [3–5]. Behavior change is tricky to

accomplish and must be facilitated in a manner that is

intrinsically tied to the individual’s participation and con-

sent, particularly with individuals whose autonomy has been

diminished personally, socially, and institutionally.

The classic example in behavior change theory is related

to patients with high alcohol consumption and liver disease

[6]. While treatment options may be available to address

progression to liver disease and subsequent complications,

talking with such patients about changing their chosen drink-

ing patterns to improve their health is also an integral aspect

of care. As another example, consider an HIV-positive

patient with suboptimal adherence to their antiretroviral

therapy (ART). A prescriber might opt to shift the patient

to an easier treatment regimen with fewer pills, but there is

also an opportunity for the provider to help the patient

address behavioral barriers that are contributing to their

adherence difficulties. Behavior change thus plays an impor-

tant part in modern healthcare; however, some methods of

facilitating this change are more effective than others.

Conversations with patients about behaviors that impact

their health are common occurrences for all types of medical

professionals who provide direct patient care. The impor-

tance of these conversations is clear; however, the manner in

which these dialogues are structured so as to both respect the

patient’s autonomy and be most effective at changing

unhealthy behaviors is less apparent. In this chapter, we

discuss the utility of motivational interviewing (MI), a type

of counseling that emphasizes a patient’s own intrinsic

motivations to change a behavior with a focus on a specific

goal [7]. At its core, behavior change does not happen by a

provider telling a patient how to behave [8], e.g., telling a

patient to curtail their number of sexual partners to reduce

their risk for HIV and sexually transmitted infections (STIs)
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will most likely not result in effective behavior change.

Rather, MI relies on building an internal motivation within

the patient to change behaviors that the patient realizes are

having a negative impact on an aspect of their life and health

that they want to improve (Fig. 17.1).

The patient-centric, nonjudgmental, and nonconfronta-

tional nature of MI is a flexible and empathetic approach to

working with patients who identify as LGBT. The support-

ive tone of MI is particularly well suited to the LGBT

community in that it promotes behavior change and resil-

ience without condescension or overt direction, which may

turn LGBT patients away from affecting a positive change in

their health behaviors. For an LGBT person with a history of

trauma, be it physical, sexual, emotional, cultural, or institu-

tional, MI works well to return the locus of control to the

individual, who may otherwise feel that their ability to

control events and situations in their life has been lost

[9, 10]. Beyond this, MI allows providers to better under-

stand their patient’s perspectives and become more effective

resources for their patients. This chapter presents the basic

principles of MI, provides tips and techniques to effectively

integrate these principles into everyday interactions with

patients, and discusses how MI techniques can be inclusive

of LGBT populations.

Origins of Motivation Interviewing in Theories
of Behavior Change

William Miller, a psychologist at the University of New

Mexico, developed motivational interviewing techniques

during the late 1970s and early 1980s in an effort to change

behaviors of individuals with alcohol addiction [6]. Stephen

Rollnick then described the application of MI to clinical

practice in 1995 [11]. Miller and Rollnick argue that behav-

ior change can be communicated in three distinct styles:

following, directing, and guiding.

Following

In the communication style of following, the key skill is

listening and understanding. A patient-provider interaction in

which the provider relies on the following to effect a change in

behavior puts the emphasis on the patient’s vocalizations

about their behaviors and trusting that the patient will set the

pace and goals that are appropriate to effect a change in their

own behavior. This allows the patient to take the lead in their

decisions to make a change in their own behavior and

embodies the locus of control within the patient.

Directing

A directing style of communicating behavior change

resembles the more traditional type of behavior change

practiced in healthcare, in which providers attempt to influ-

ence an individual’s behaviors directly [12]. In essence,

providers who utilize a directing style of communicating

behavior change tell their patient what to do, without much

explanation or reason. While many patients have come to

expect this of their providers, the top-down nature of

directing often creates a barrier between patient and pro-

vider, ultimately failing to facilitate behavior changes

[13]. For example, consider the following encounter

between a family medicine physician and Anthony, a

52-year-old gay man being seen for a chronic cough.

Anthony has been smoking tobacco for 35 years (Fig. 17.2).

PROVIDER: How has your cough been since the last time I saw

you?

ANTHONY: Well, it hasn’t improved much and it’s keeping me

awake at night. I can’t seem to figure out why it won’t
go away.

PROVIDER: Have you quit smoking like I asked you to the last

time you visited?
Fig. 17.1 Components of motivational interviewing
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ANTHONY: No. . ..well smoking helps me stay awake at work,

and since I haven’t been sleeping that well because of the
cough, I’ve been having some trouble quitting. Also, I

smoke most when I’m out at the bar with friends, and

that’s the only time I have with my gay friends given my

work schedule.

PROVIDER: Well, my recommendation is that you need to quit

smoking. I can put you in touch with a smoking cessation

counselor, but you really need to focus on quitting.

Here, the provider solely utilizes a directing style and

comes off as gruff and uninterested in the details

surrounding the patient’s struggle to quit smoking. The

top-down directing style, albeit useful to emphasize impor-

tance when used sparingly, is not effective when used as the

sole communication style.

Guiding

Of the three styles of communicating behavior change, MI is

most embodied in guiding. In essence, a practitioner can use

a guiding style to serve as a resource and help an individual

realize, set, and achieve their goals. Using principles of

guiding, a practitioner provides their expertise to set up

options and alternatives to help a patient, rather than com-

municating about one set path that a patient must follow, as

seen in the directing style above.

While providers can, and should, skillfully integrate fol-

lowing, directing, and guiding communication styles into all

conversations with patients, MI is rooted in a guiding style of

communication in which a provider focuses on helping the

individual move past feelings of ambivalence to build their

internal motivation to effect behavior change. As we will

discuss in the remainder of the chapter, MI is nonjudgmen-

tal, nonconfrontational, and nonadversarial, making it a

well-suited framework to guide conversations between

providers and their LGBT-identified patients. In the context

of resilience and health promotion, shifting to a guiding

communication style is a simple way to support patients in

everyday conversations by engaging the patient in their own

healthcare. Further, while providers may not have training in

discussing topics of sexual orientation, gender identity, or

sexual behavior, the process of MI can support the provider’s
own growth by virtue of listening to the patient’s experience,
their chosen language to talk about themselves and their

lives, and the diversity of motivations for which people

initiate – and change – behaviors.

Fundamentals of Motivational Interviewing

A core goal of MI is to build the patient’s internal

motivations to change a specific behavior. Stated simply,

this involves guiding the patient to think about their life

experiences and concerns, and to examine the consequences

that specific behaviors and decisions have on their

aspirations and goals. As discussed with the three core

communication styles of behavior change earlier in this

chapter, a provider guides their patient to thinking about

behavior change by leading patients to explore the effect a

behavior change would make in their life, i.e., building the

patient’s internal motivation for behavior change. In this

vein, Miller and Rollnick describe the fundamental spirit of

MI to be collaborative, evocative, and honoring of patient

autonomy [7].

In MI the provider and patient are equal in power and

make decisions collaboratively to help the patient enact

change. To do this, a provider must often evoke a patient’s
own internal motivations to affect a health behavior change,

usually by guiding the patient to make the connection

between their goals or concerns and the behavior change.

To facilitate this, MI is always conducted with the utmost

respect for patient autonomy. While a provider can advise,

instruct, or encourage a behavior change within a patient, MI

recognizes that it is the patient who must ultimately decide

what to do and whether or not they will actually make an

agreed-upon behavior change. Further, MI can be

strategically used to enhance an individual’s self-efficacy

in engaging in a particular behavior. If a behavior change

or an action plan suggested by a provider seems overwhelm-

ing for a patient, a provider can use MI to break that plan or

behavior change into smaller steps. By empowering a patient

Fig. 17.2 Anthony is a 52-year-old gay man being seen for a chronic

cough
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to accomplish each of these smaller steps, a provider can

enhance the confidence an individual has in their ability to

get through their struggle to achieving healthy behavior

change.

While seemingly simple, complexities arise in motivation

interviewing. Ambivalence in an individual is the first core

complexity. Consider the following interaction, noting the

use of contrasting conjunctions (but, however, although,

though, etc.) to express ambivalence. Here a provider is

meeting with Sarah, a transwoman who was diagnosed

with HIV 20 years ago, before she began transitioning

(Fig. 17.3). Sarah’s viral load has been consistently unde-

tectable but has recently started to rise.

PROVIDER: By taking your HIV medications every day as

scheduled, you can keep your viral load down. That

would help keep you healthy, and it will also protect

your partner from acquiring HIV. Improved adherence

to HIV medications helps keep everyone in a relationship

healthy.

SARAH: Yes, I do know all of this and I want to keep my

partners healthy. Butwhen I don’t take my HIVmeds, I’m
less bloated and I feel more alert and awake. And my viral

load has always been low, even when I’ve missed some

doses, and I make my partners wear condoms.

Here, the patient is ambivalent about the idea of changing

her behavior regarding how she takes her HIV medications.

On the one hand, she feels okay – perhaps even better – when

she skips doses; on the other, she doesn’t want her partners to
contract HIV from her and feels she currently tries to mini-

mize this risk by having her partners wear condoms. While

many providers may perceive patient ambivalence as impos-

sible to navigate, ambivalence is best understood as a natural

response to being encouraged to change. For example, no

matter how many times a dentist explains the benefits of

flossing, a patient might be resistant to make flossing part of

their daily routine because of time constraints during the

morning rush or their gums feeling sore after flossing.

Thus, patients may understand that a health behavior is

appropriate for them, but because of certain constraints or

limitations, they are ambivalent about making a change in

their behaviors or lifestyle [14]. By coming forward and

suggesting a change in behavior, a provider may provoke

an opposing or ambivalent response. To avoid this outcome,

the provider should use MI techniques to get the patient to

articulate the arguments in support of behavior change rather

than vocalize a counterargument to behavior change. To

navigate these conversations, MI relies on four guiding

principles, easily remembered using the acronym RULE,

first described by Miller and Rollnick in 1992 [11, 15].

R: Resist the Righting Reflex

In the previous example demonstrating a patient’s ambiva-

lence to improve their HIV medication adherence, a

provider’s suggestion for a behavior change was met with

ambivalence and would likely result in a failed attempt at

health behavior change if the provider continues in a

directing communication style. It makes sense that clinicians

often instinctually attempt to correct what they perceive is an

unhealthy behavior, in an effort to protect a patient’s health.
However, the reflex to “right” a patient is frequently deter-

mined based on what the provider perceives to be of the

utmost importance – optimizing health. This reflex can come

through in a directing style, establishing an uneven power

dynamic in the patient-provider interaction. To effectively

utilize MI, providers must check their reflex to right and

instead allow a patient to vocalize their motivations and

understanding of what behaviors they may need to change.

This technique will help providers navigate through a

patient’s ambivalence, and helps to avoid the patient

vocalizing any ambivalence they may have, as an individual

tends to attach to or believe what they hear themselves

say [7].

U: Understand the Motivations of Your Patient

MI can be adapted for individuals from all backgrounds, and

techniques can be adjusted to account for different levels of

client readiness to change their behaviors. A key aspect to

helping guide a patient to a health behavior change is to

understand their perspectives, motivations, and thoughts

about their behaviors, as well as their goals and concerns

related to changing those behaviors. When ample time is

available, providers can explore a patient’s current situation
in depth to understand the patient’s motivations. However,

patient-provider interactions are often constrained to 20-min

visits, and providers may therefore be limited in their ability
Fig. 17.3 Sarah is a transwoman who was diagnosed with HIV

20 years ago before she began transitioning
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to fully examine all of a patient’s motivations. In situations

with limited time, it is helpful to focus on understanding a

patient’s motivations for change and discussing how they

might make a change in an incremental fashion in an effort

to establish a foundation for additional discussions in the

future.

L: Listen to Your Patient

Perhaps the most important aspect of MI is listening to the

patient. Effective listening is a difficult skill to master,

particularly as many providers are seen as having the

answers to concerns that patients may come with to a visit.

As MI relies on understanding perspectives within the

patient, the “answers” more often than not originate within

the patient rather than the provider. Listening techniques,

including reflective listening, are discussed in the next part

of this chapter.

E: Empower, Engage, and Encourage Your
Patient

There is a clear body of evidence suggesting that patients

who are engaged in their own healthcare experience better

outcomes than patients who are disinterested or disengaged

in their treatment plans and overall healthcare [16–19]. The

fourth guiding principle of MI centers on empowering a

patient to make a behavior change in their lives.

Let’s revisit the conversation with Sarah, this time

approaching her challenges with taking her HIV medications

using RULE, the four guiding principles of MI.

PROVIDER: Can you tell me about how taking your HIV

medication has been since the last time I saw you? [R, U]

SARAH: It’s been more a challenge in the last few months –

I’ve been taking my meds for so many years and I’m tired

of them.

PROVIDER: When you say that you’re tired of your meds, what

do you mean? [R, U, L]

SARAH: Well, the routine of taking my meds every day has

never bothered me. More recently, I have been thinking

that over the past 20 years I haven’t felt sick and my

counts have always been low, even when I’ve missed a

few doses here and there. Maybe it’s not the drugs that are
keeping me healthy – maybe it’s something else. The

drugs just make me feel bloated and I don’t feel attractive
some days.

PROVIDER: So you don’t feel like the drugs are what are

keeping you healthy? Why might you want to keep taking

your medications on schedule? [U]

SARAH: Yeah. . .and being bloated makes me want to skip my

medications. The rational part of me knows that I should

be better at taking my meds to keep my counts low and I

want to be healthy for both me and my partner.

PROVIDER: I’m glad to hear that keeping your counts low is a

priority for you, but that feeling bloated may distract on

that goal. Let’s focus on keeping you healthy, and also try
tweaking when you take your meds to try and minimize

the times that you feel bloated. How important is it to you

to focus on keeping your counts low? [E]

SARAH: It’s really important to me – especially if we could do

something to help with the bloating and my feelings about

my body image when I take my meds.

Here, the provider skillfully avoids prompting Sarah to

vocalize her ambivalence by using the RULE principles.

Rather than talking to Sarah with a directing style that

prompts Sarah to express her ambivalence, the provider

guides Sarah and hones in on her goals to stay healthy,

while also considering her concerns. Simply focusing on

going through each of the RULE principles is key technique

to skillfully navigate through a patient’s ambivalence. In the

next portion of this chapter we will discuss more techniques

that can be used to incorporate MI into healthcare practice,

particularly for LGBT patients.

Incorporating Motivational Interviewing into
Patient-Provider Interactions

Motivational interviewing builds on key skills that

providers may use in everyday practice, focusing on the

guiding communication style and the core principles of

RULE. Here we detail the three skills of MI: asking,

informing, and listening.

Asking

There are a number of considerations that must be taken

into account when asking questions in the context of

MI. Asking is particularly useful in getting to understand

your patient, so as to direct conversation and guide patients

toward thinking about behavior change with respect to their

unique perspectives and goals.

Open vs. Closed Questions
In time-limited settings such as healthcare clinics, closed-

ended questions can be helpful in ascertaining the most

relevant information in a patient encounter. However, this

leaves little room for the patient to respond and elaborate.

Consider the following closed questions:
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“On a typical night, how many drinks do you have?”
“When you have sex, what percentage of the time are you

using a condom?”
“How many times a week do you exercise?”
“Are you depressed or anxious?”
“Have you missed any doses of your HIV medications in the

last month?”

While these questions may seem informative, they each

have an expected, limited response. For example, if a

patient responds to the second question above saying they

use a condom 75% of the time, this does not provide any

insight into the gender of their sexual partners, the type of

sexual activities in which they are engaging (oral, anal,

vaginal, etc.), their positioning during sexual activities

(top, bottom, versatile, etc.), or any other information that

may be crucial to understanding a patient’s sexual risk.

These types of questions may appear to be efficient in

their direct nature, but they often require a number of

follow-up questions. By transitioning to questions that are

more open in format, providers can ascertain more infor-

mation and cultivate a conversational rapport with their

patient, allowing the patient to provide more information

that they feel is relevant in each of their answers. Consider

the following open versions of the five questions posed

above:

“What role does alcohol play in your life?”
“How do condoms fit into your sex life?”
“In what ways do you incorporate exercise into your life?”
“What does depression feel like to you?”
“How has taking your HIV medications this past month

been?”

Shifting to asking open questions allows the patient to

share a story, rather than a simple answer, and provides an

opportunity for patients to elaborate on their perspectives.

This plays into RULE, specifically into understanding your

patient’s perspectives [U], and is one technique that can be

used to successfully incorporate MI into a 20-min consulta-

tion. The manner in which a provider asks follow-up

questions is also important. Open-ended follow-up questions

are particularly useful and emphasize a pattern of asking-

listening-asking. Here, the provider guides the conversation

to focus on the patient’s internal motivations and to progres-

sively gain more and more insight into the patient’s
perspectives.

Agenda Setting
Another reason to begin an interaction with open questions is

to allow the patient to bring specificity to the conversation on

their own accord. In contrast, if the provider focuses on a

topic that they think is important – for example, discussing

body image with a patient who identifies as lesbian who has

high blood pressure and an above-average BMI – this may

prematurely focus the conversation, boxing the patient-

provider interaction into a conversation about the patient’s
body, when the patient may also have other things they

would like to discuss. Rather, the provider should allow the

patient to discuss things broadly, and then set an agenda with

follow-up questions in an effort to allow a conversation to

touch multiple aspects of behavior change. This may include

the patient’s concerns with body image, but also can include

other aspects of the patient’s life that she may feel are

relevant to discuss with a provider. By beginning with a

patient’s concerns, rather than the provider’s, the patient

will be more likely to be receptive to suggestions. With

agenda setting, a provider can outline a few different aspects

of a specific behavior that they want to discuss with the

patient during a single visit, based on their patient’s back-
ground discussed at the beginning of the consultation. This

agenda can be set to incorporate both the topics that a patient

brings up in the first few minutes of open questioning in a

patient-provider interaction and also the items that a pro-

vider wants to discuss with a patient, without being overly

directing. This reduces the pressure on both provider and

patient and is likely to make the patient more receptive to

suggestions from the provider.

Consider the following interaction with Stephen, a gay

man in his mid-20s who is in the emergency room after

passing out during a workout. Stephen works out at least

eight times a week and presents anxious and irritable, with

abnormally high creatinine kinase levels, suggesting that

Stephen is overexerting himself with an unhealthy gym use.

PROVIDER: Can you tell me about your gym use, including

what motivates you to go to the gym and how you fit

going to the gym into your daily life?

STEPHEN: You’re the fiftieth person today to ask me these

questions – seriously, I’m fine, I am just exhausted from

work and friends. I work out a lot to burn stress off and to

keep my body tight – really just trying to look and feel

good for the summer in P-town, you know, Provincetown,

Massachusetts – gay beach destination.

PROVIDER: I completely understand, and I just want to help

get a better picture of your gym use, to help me under-

stand how you came to the ER today and how using the

gym fits into your everyday life. If you like, we can talk

about your gym habits – when you go, how often you go,

what you do when you’re at the gym, what motivates you

to go to the gym so often. I’d then like to talk about some

techniques to help you keep you from over-training and

some changes you can make to improve your health.

Would this be an okay order for our conversation? Or
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are there perhaps other things that you would like to bring

up in our conversation?

Here, the provider uses agenda setting to outline an inter-

action with a patient, which is particularly useful consider-

ing Stephen’s mood. The provider sets a tone for a dialogue

about behavior change, set in the context of understanding

Stephen’s motivations for his gym use. Agenda setting can

also be useful when a provider is offering a number of

potential options or solutions for a patient to take going

forth, and is laden with asking the patient for consent to

continue a conversation. The provider can present a list of

these options to the patient, allowing the patient to choose a

handful of options to discuss together, thus engaging the

patient in setting the course of the conversation and creating

a positive rapport for change dialog.

Key Techniques to Asking the Right Questions

1. “What next?” questions
“What next?” questions serve a variety of purposes in

gauging where a patient is on their journey to behavior

change. Primarily, these types of questions ask an indi-

vidual what the next step for them will be, and help to

establish the how when building internal motivations for

a change in behavior. For example:

“With everything we just talked about in mind, what

will you do next?”
“So what do you think about your adherence to your

HIV medication now?”
“What will you do next with regard to your smoking?”
These questions serve a “check-in” function in assessing

the patient’s commitment to change and can be followed

up with further planning questions or may indicate the

need to backtrack and reassess the patient’s perspectives
and goals before proceeding further.

2. “What if?” questions
“What if?” questions pose hypothetical situations that can
be used to foster motivation in patients who may be less

inclined to make a change in their behavior and present a

friendly way to envision change, particularly in situations

where the patient is more ambivalent. Potential

hypotheticals include:

“Suppose you were able to use condoms more fre-

quently with your outside partners: what might

some of the benefits be for you and your primary

partner?”
“If your relationship with your parents were stronger,

how would your life be different?”
“What do you think your life will be like in 10 years if

you don’t make any change in your substance use?”
3. Scales to assess motivations [1–10]

For a patient who you feel is less motivated to change a

behavior, scales can be a useful tool to help gauge their

motivations and to brainstorm what might help them

become more confident in their ability to change. Scales,

partnered with hypotheticals and targeted follow-up

questions, can be useful for both the provider and the

patient to gain insight into a patient’s perspective. The

Miller and Rollnick set of scales have two sides: one side

holds the advantages associated with doing a particular

behavior and the expected disadvantage of making a

behavior change, while the other side holds the

disadvantages experienced with doing a particular behav-

ior and the expected advantages of making a behavior

change [7, 11, 15]. Providers can utilize scales to help

determine a patient’s readiness for behavior change, and a
patient’s responses can identify potential hurdles for the

provider and patient to work through to facilitate effec-

tive behavior change. Consider the following interaction

between a family medicine physician and Max, a

genderqueer teenager, born female, who has been strug-

gling with an eating disorder and their body dysmorphia

(Fig. 17.4).

PROVIDER: On a scale of 1–10, how ready would you say

you are to use a food diary to help you keep track of

what you are eating for each meal, with 1 being “not

ready at all” and 10 being “extremely ready.”
MAX: I don’t know, maybe a 6 or so?

PROVIDER: Okay, why did you say 6 and not a lower

number, say a 1?

MAX: Well, I want to be able to make sure I’m eating

regularly – I don’t want my grades to slip anymore than

theyalreadyhaveand thinkingaboutmyweight has been

really stressful. So I guess I’m ready to try something to

help me keep track of how I’m doing with eating.

PROVIDER: If you could have anything in the world to help

you, what would it take to get you feeling like a ten, or

extremely ready to use the food journal?

MAX: Hmm. . .maybe if some of my friends knew about

my struggles with my weight they could help me out –

but I feel like I’ve already been labeled as the odd one

out, you know, since the girls in my class think I’m too

Fig. 17.4 Max is a genderqueer teenager, born female, who has been

struggling with an eating disorder and their body dysmorphia
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boyish and the boys in my class aren’t really comfort-

able with my masculinity. I don’t know if I know how

to approach my friends to talk about my diet.

PROVIDER: Do you have one or two friends that are close to

you and would support you and help you be more

attentive to your diet? I think it’s a great idea to help

expand your support – and, if you’d like, I have some

tools that we can discuss that may help you with

talking to your friends about helping you keep track

of your eating and may help you boost your social

support.

Scales are particularly useful in checking back with the

patient after you have made a preliminary plan, typically

toward the end of a patient-provider interaction. Here,

Max expresses some doubt about how they feel about

using a specific strategy to help them with their eating

behaviors. By posing hypotheticals and asking Max how

they may be able to increase their confidence and readi-

ness to use a specific tool, the provider can better under-

stand what might be holding Max back and adjust their

recommendations accordingly.

4. Listen!

Above all, when asking questions, be sure to listen to your

patient. It’s an easy trap to do all the talking as a provider,
but in MI the primary source of information should

always be the patient. We’ll delve into listening in the

next section.

Listening

Listening provides the opportunity to develop an under-

standing of a patient’s perspectives and the foundation for

developing a strong rapport between the provider and the

patient. Listening serves many purposes in the context of MI,

but above all, good listening alone indicates that a provider

is taking the time to invest in a patient, and patients can be

extremely perceptive of this subtlety. Listening is a key

aspect of the following style of communicating behavior

change, and holds particular importance at the beginning of

a visit, when a provider can gather detailed information

about the reasons for the patient’s visit and motivations for

and against a potential behavior change. Additionally, lis-

tening is of utmost importance after asking questions and

when patients express concern, confusion, or have some

other emotional response during the course of a patient-

provider interaction. It is important to note that the act of

asking a question does not constitute listening; do not fall

into the trap of asking a question without listening to the

answer.

In particular, providers should listen for “change talk,”
honing in on a patient’s language that is directly related to

behavior change [7, 20]. Change talk can be broadly broken

into seven categories, easily remembered using the acronym

D-A-R-N C-A-T:

1. Desire statements express an individual’s preferences for
change or lack thereof.

2. Ability statements express an individual’s perception of

their ability to accomplish something, which, in part,

signifies their motivation to accomplish something.

Regardless of an individual’s ability, if they are not

motivated they may perceive their ability to change

their behavior to be lacking or nonexistent.

3. Reason statements express why an individual wants to

make a change or why they want things to remain

the same.

4. Need statements express the feeling of necessity to make

a change.

5. Commitment statements can vary in degree from consid-

ering making a change to promising or expressing will to

making a change.

6. Activation statements express an individual’s readiness

for change.

7. Taking steps statements express actual actions an individ-

ual has taken toward making a change in their lives, and

tend to be expressed more commonly at repeat visits with

a patient, when they occur.

Each of the DARN CAT categories of change talk may

express a patient’s favor for change, or may favor the sus-

taining existing behaviors (see examples of change talk in

Table 17.1). If you hear change talk that favors “sustain

talk,” work on exploring an individual’s goals and concerns,
guiding them to change talk that favors behavior change.

Consider the following interaction between a therapist and

Cindy, a 45-year-old lesbian who has recurring suicidal

thoughts (Fig. 17.5). Notice how the therapist asks questions

in search of change talk, and Cindy’s expression of different
types of change talk, categorized by DARN CAT.

PROVIDER: Why would you want to work on reducing how

often you think about suicide? [assessing: desire]

CINDY: It’s been taking such a toll on my everyday life.

Sometimes I can’t even get out of bed because I feel so

hopeless, and I don’t want to lose my job or my friends.

These irrational thoughts are getting in the way of my life

and I need to find a way to get them out of my head.

[stating: desire, reasons, need]

PROVIDER: It’s clear to me that you want to address your

thoughts in an effort to focus more on your life and to

get back to a feeling of normalcy. If you decided to work
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more on these, how do you think you would do it?

[assessing: ability]

CINDY: If I knew, I wouldn’t be here talking to you! But, I

suppose I could try and dig more into the root of my

thoughts in my sessions with you. Or maybe I could try

and build my social support more and get involved with

something like community yoga. I don’t know. . . [stat-
ing: ability]

Here, the provider works to elicit change talk with Cindy,

prompting her with specific questions. Together, the first

four categories of change talk (desire, ability, reason, and

need) convey aspects of motivation for making a change,

while the final three categories (commitment, activation, and

taking steps) relate to the steps actually necessary for behav-

ior change to occur. In these interactions, listen for change

talk, and prompt your patients with questions that are asked

with enough specificity to assess their arguments for change

or lack thereof. It is important to guide a patient to express

the first four categories, but hearing these is not enough to

affect a change in behavior, as these expressions merely

represent precommitment forms of change talk – that is,

expressing a possibility for change. By listening for change

talk while going through the RULE principles, a provider

Fig. 17.5 Cindy is a 45-year-old lesbian who has chronic suicidal

thoughts

Table 17.1 Examples of statements with each of the seven kinds of change talk (DARN CAT)

Desire Statements expressing an individual’s preference for change
Key verbs: wish, want, like to, desire. . .
“I want to be better at quitting smoking”
“I would like to focus on taking my HIV medications more regularly”
“I wish I was able to make my partner happier”

Ability Statements expressing an individual’s perception of their ability to change

Key verbs: can, may be able to, could. . .
“I can try to change how I communicate with my friends”
“I could try and go to the gym more”
“I may be able to cut back on my partying”

Reasons Statements expressing reasons to make a change

Key verbs: no specific verbs, but reason statements may be tied into other change talk

“My depression is affecting my relationships with my family and friends”
“I want to be able to keep my viral load down”
“My issues with eating and thinking about food are too consuming”

Need Statements expressing necessity for a change

Key verbs: need, must, have to. . .
“I need to make sure my partner can’t hurt me anymore”
“I have to get better about not drinking too much when I go out”
“I should make a change in my life”

Commitment Statements committing to making a change

Key verbs: am going to, promise, am ready to. . .
“I am going to quit smoking”
“I promise to focus on using condoms to help me stay healthy”
“I am ready to improve my adherence”

Activation Statements expressing will to make a change

Key verbs: will, would, want. . .
“I will consider cutting out herbal hormones I buy off the internet”
“I think that speaking up for myself with my partner will help me be happier”
“I would think about setting up calendar alerts to pick up my prescription”

Taking steps Statements about steps that an individual will take to make a change

Key verbs: no specific verbs, but these statements outline plans or attempts

“I picked up my prescription for PrEP”
“I talked to my partner about negotiating our relationship agreement”
“I think if I focus on establishing a daily routine, that will help”

Adapted from Miller and Rollnick [7]

17 Motivational Interviewing for LGBT Patients 211



can gain a deeper understanding of their patient’s back-

ground and readiness for change talk and guide the patient

toward effective behavior change.

Silence
If you find yourself asking a patient questions and are met

with no response or silence, do not fear! Silence is a useful

tool in MI. Sitting in silence can allow a patient more time to

adjust to the style of the conversation and formulate a

response, whereas interrupting the silence may cut off the

conversation and shift it to a top-down directing style of

communication between the provider and patient. Addition-

ally, if the provider breaks the silence before the patient, this

trend is likely to continue throughout the encounter. This

creates a one-sided conversation in which the provider must

draw answers out of the patient and is less likely to develop

the rapport needed to identify change talk and facilitate

behavior change.

Reflective Listening and Summarizing
Throughout a patient-provider interaction, it is helpful to

reflect on illustrative statements made by the patient, partic-

ularly when these statements are related to change talk. To

listen reflectively, the provider touches back on previous

statements the patient made, demonstrating that they were

listening and guiding the conversation to highlight and

revisit key topics. This is a type of active listening, which

helps the conversation flow, demonstrates a provider’s gen-
uine interest in the patient’s situation, and serves as a check

of the provider’s understanding of the patient’s perspective.
Reflective listening can be used to steer a conversation away

from digressive topics and focus instead on statements that

are relevant to facilitating behavior change. At the end of an

interaction with a patient, and at intermittent points through-

out the conversation, the provider should summarize what

has been discussed thus far, piecing together the most salient

points and allowing the conversation to transition to the next

step in the journey toward facilitated behavior change.

Reflective summary statements are essential to agenda

setting, and can keep a time-limited conversation with a

patient on track. Consider the following dialogue between

a provider and Andy, a young transman who recently came

out (Fig. 17.6). Andy lives in a small rural community and

has been struggling with feelings of isolation and depression.

Notice how Andy’s provider utilizes reflection and summary

statements in this excerpt of their interaction.

ANDY: I’ve just been feeling so lonely recently – coming out

was a huge thing for me, and I’m so glad that I am coming

into my own identity. But by actually coming out, I’ve
put a huge barrier between me and my classmates who

just don’t get that I’m a guy. It’s so lonely.

PROVIDER: So what I hear is that you’re feeling good about

being open with your identity, but lonely because you

sense that some of your peers have put some distance

between themselves and you. [reflection]

ANDY: Yeah, for sure.

PROVIDER: How has that made you feel? [open question]

ANDY: Pretty crappy. I thought that by coming out I would

gain at least some support with my friends, but by actu-

ally stating it, there’s a wedge between us. I don’t really
want to socialize with anyone or go to school now –

everything is just uncomfortable.

PROVIDER: So you’re finding yourself retreating and spending
more time alone? [reflection]

ANDY: Yeah – and I need more support. More friends – a

community. I don’t want to spend all this time alone,

waiting to go to college in a more welcoming environ-

ment. I want to get out of my shell.

PROVIDER: Let me recap to make sure that I’m understanding

everything you’ve just told me. Coming out has made you

feel more confident about your identity, but you’re finding
yourself spending more time alone to avoid interacting

with classmates and people at school who you feel are a

bit more distant than they were before you came out.

You’re feeling a bit more lonely and want to find more

of a community to be yourself in. [summarizing]

Here, the provider skillfully reflects on key points that

Andy makes. By recalling certain points that Andy makes,

the provider indicates that he is actively listening. Beyond

this, the provider can use reflection and summary statements

to guide a conversation and hone in on change talk that he

hears Andy use.

Informing

As a guide, the provider serves as a resource for their patient,

providing unbiased information about various options to

Fig. 17.6 Andy is a young transman who recently came out

212 B.E. Johnson and M.J. Mimiaga



facilitate behavior change. Informing is a tool that can be

used by providers in a variety of clinical circumstances,

including sharing information, explaining results or

procedures, and providing general advice. Information is

critical within the context of MI, and it is important to

deliver information in a manner that respects patient auton-

omy and to avoid transitioning the conversation in a direc-

tion that is dominated by the provider.

A key aspect to informing within MI settings is asking the

patient for permission to share information with them,

whether it is educational material, information about treat-

ment options, information that other patients in similar

situations have found useful, or other information that the

provider feels necessary to convey. By asking for the

patient’s permission, the patient maintains a sense of control

over the patient-provider interaction, shifting the locus of

control to the patient. This ensures that the power dynamic

between the provider and the patient remains equal and

balanced, and is particularly useful if information is heavy

or complicated, as asking for permission helps material feel

more digestible. Consider the following interaction between

a primary care provider and Meg, a 27-year-old transwoman

who occasionally attends pumping parties, where she injects

nonsurgical silicone in a medically unsupervised environ-

ment (Fig. 17.7). Notice how her provider uses informing

selectively, and with permission.

MEG: So at these parties, I go into a backroom and there’s a
man back there that tells me to lie down on a table. He’d
use a needle to inject a couple of cups of silicone into my

butt and my hips – really help me get that hourglass

figure, you know? My insurance won’t cover it, and it’s
the only choice I have to feel more like me. It’s worth the
pain – he never uses any numbing – and it’s way cheaper

than I would pay if I went to a plastic surgeon – no way

that I could afford that.

PROVIDER: There are a couple of concerns that I have about

these pumping parties, would it be alright if I told you

about them and then we can talk about some things that

other patients of mind have done in the past?

MEG: Okay. . .
PROVIDER: I understand the appeal of these parties for sure –

your body can feel more feminine and look more like

what you want it to look like at a lower cost. But over

time, these implants will most likely start to shift, and can

cause infections and visible deformities on your skin

since they’re not being placed by a trained medical pro-

fessional. While they may feel good now in the short-

term, in the long-term, you’ll save more money by getting

them done in a professional setting. If you would like, I

can show you some information and pictures of correctly

placed silicone and what it should look like over time.

MEG: Hmm. . .I didn’t realize that there was such a risk – I

figured that they would keep looking good. But I know I

can’t afford these treatments, and they do help me feel

better about myself now.

PROVIDER: Some of the other transwomen that I work with

have had this conflict as well – they want the procedure to

feel more at home in their bodies, but they can’t afford the
procedure or their insurance won’t cover it. If you’d like, I
can set you up with a health navigator who can talk to you

about your insurance options and what doctors we work

with who may be able to work with you to get you the

care that you need in a safe and affordable way. Would

you like me to set up that appointment with the health

navigator?

Asking permission is laden throughout this excerpt, in

which the provider carefully provides information in a man-

ner that is not overwhelming to the patient. While providers

are often seen as the voice of guidance by many patients, it is

important that providers using informing in the context of

MI maintain a sense of conversation by continually engaging

the patient. Additionally, it is imperative that the task of

informing does not come off in the directing style of com-

munication, and maintains a sense of the provider as a guide.

To accomplish this, the provider should endeavor to offer the

patient choices that are informed and tailored to that

patient’s situation, rather than presenting them with only

one option. A single option tells the patient what to do,

directing rather than guiding the patient. When presenting

options, it is best to present a group of options together, and

then discuss the details of choices that interest the patient,

rather than singularly presenting an option, explaining it,

then explaining a subsequent option, and explaining it. The

second method leads to a common trap where the patient will

ask you to stop presenting options, choosing the first one

presented and opting not to listen to all the options available.

Fig. 17.7 Meg is a 27-year-old transwoman who occasionally attends

pumping parties, where she injects nonsurgical silicone in a medically

unsupervised environment
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Presenting options is particularly useful in the setting of

informing the patient of some options that have worked for

other patients, then allowing the patient to explore and

grapple with the option that may work best for them.

Balancing Asking, Listening, and Informing

In summary, MI asks the provider to serve as a guide during

an interaction with a patient, integrating and balancing the

techniques of asking, listening, and informing. The MI pro-

cess enhances the patient’s understanding of their uncer-

tainty surrounding behavior change, guides the patient to

resolve their ambivalence by weighing pros and cons, and

motivates the patient to accomplish feasible and sustained

goals. As we have seen, MI relies on several key skills: the

ability to ask open-ended questions, the ability to provide

affirmations to the patient, the ability to listen reflectively

and verbalize this reflection, and the ability to provide sum-

mary statements throughout a patient interaction. MI has a

diverse application and can be adapted for individuals at

different levels of motivation and readiness for behavior

change. While some individuals are completely ready for

change and simply need to rely on a provider as a guide to

facilitate that change, others may have tried and failed to

change their behaviors, and still others may be completely

unaware that their behaviors are impacting their lives in

unhealthy ways. Regardless, an interaction utilizing MI

always begins with assessing where a patient is in the

moment and can be seamlessly integrated into routine

patient-provider interactions. Although the techniques we

have described may feel clunky and unfamiliar at first,

with time and practice, they can quickly become second

nature.

Applications of Motivational Interviewing
in LGBT Health

Motivational interviewing is an effective method for

behavior change, and has particular utility for promoting

resilience in clinical practice. With respect to LGBT

health, MI can be used as a tool to think critically about

a population that has unique health needs and a need for

informed healthcare providers. Broadly, MI is particularly

well suited to patient-provider interactions with LGBT

individuals as it can support the individual, promoting

resilience within members of populations that have histori-

cally been told how they should act or carry out their lives.

By utilizing MI to approach interactions with LGBT-

identified patients, providers can educate themselves

regarding their patients’ perspectives, and support patients

to make behavior changes in a manner that is affirming and

built on intrinsic motivations, rather than external encour-

agement and/or overt pressure. By focusing on creating a

dialogue between the patient and the provider within MI,

the locus of control of behavior change shifts from being

provider centric, in a directing style of communication, to

being within the individual. This shift is useful and works

to build resilience and promote the health of individuals,

and is well suited to LGBT-identified individuals with a

history of trauma.

As discussed throughout this book, LGBT patients have

unique life histories and experiences that influence their

behaviors later in life. MI approaches behavior change

with a focus on shifting the locus of control to the patient.

The affirming nature of MI can build a patient’s resilience,
and is a key tool in health promotion for LGBT individuals,

particularly those with a history of trauma. Further, MI can

be used to break seemingly overwhelming behavior changes

into smaller steps. In this fashion, a provider can promote the

confidence an individual has in their ability to accomplish

healthy behavior change, and can develop strategies for

behavior change that are more likely to have a meaningful

impact.

In this chapter we utilized a number of examples related

to health behaviors of LGBT-identified individuals, but the

application is broad when you consider traumatic

experiences related to childhood trauma, sexual assault,

bullying, societal rejection, feelings of isolation or shame,

disclosure and coming out, intimate partner violence, self-

harm, mental health challenges, and other experiences that

are frequently experienced by LGBT individuals. The poten-

tial application for MI with LGBT patients is near limitless,

and includes the following:

• Sexual risk behaviors (condomless sex, HIV prevention,

STI prevention, risky sexual behaviors, sexual assault,

engaging in sex work, etc.)

• HIV treatment and prophylaxis (PrEP use/adherence,

ART use/adherence, retention in the HIV care continuum,

engagement with HIV care providers, etc.)

• Diet and exercise (anabolic steroid use, disordered eating,

elevated body mass index among some lesbian

populations, etc.)

• Gender-affirming care without medical supervision in the

transgender community (herbal preparations or hormones

purchased off the Internet, pumping parties, etc.)

• Substance use disorders (smoking, alcohol use, party

drugs, etc.)

• Mental health treatments and care (depression, anxiety,

feelings of shame or isolation, self-harm, suicidal

thoughts, etc.)

In summary, motivational interviewing is a useful tool for

a wide range of patients and can be applied to patient-
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provider interactions in varying degrees. While this chapter

focused on LGBT-specific examples, the tools and

techniques discussed here – particularly those related to

skillful question asking and reflective listening – are useful

to promote insightful conversations in any consultation

setting. By using the key skills of MI (asking open questions,

providing affirmations, listening reflectively, and providing

summary statements) and thinking critically about RULE,

you can gain an understanding of your patients’ motivations

and perspectives and guide them toward their goals by

facilitating behavior change. Fundamentally, MI promotes

resilience in all individuals, regardless of background,

empowering them to make changes in their lives that may

previously have been unattainable. While each interaction

does not need to follow a formal motivational interviewing

process, by picking and choosing appropriate counseling

techniques, you can promote health for patients who identify

as LGBT and those who do not and expand your knowledge

of patients with backgrounds different from your own or

your typical patient base while working to become a better

resource for all of your patients.

Case Study #1

In the following example, pair up with a colleague to

role-play an interaction between a provider and a patient.

Halt the dialogue after 10–15 min, and evaluate the inter-

action using the questions listed below as a guide. Do not

read the patient vignette before you decide who will be the

patient and who will be the provider. If there are more than

two of you working together, those not directly conducting

the role play can observe the interaction, practice active

listening, and provide feedback after the scenario is

complete.

Instructions for Provider (Actor 1)

Introduce yourself to your patient and begin your interac-

tion, obtaining information about what brings them to the

visit today and guiding them using key skills in motivational

interviewing. You have the following information on your

patient: 47-year-old White male, presenting with a slightly

elevated viral load after being on HIV medications for over

20 years (Fig. 17.8).

Instructions for Patient (Actor 2)

You are a man who has been living with HIV for over

20 years. You have been on a number of different treatment

regimens over the years, many of which have failed. Your

current regimen has a lot of side effects, including diarrhea,

and you don’t like to take the medications on days where

you can’t afford to have gastrointestinal distress. You’ve
slowly stopped taking your medications, sometimes for

weeks at a time. You understand the risks of poor adher-

ence, but you feel okay and don’t feel the need to take

your meds. You have a partner who is HIV negative, and

you are unhappy in your relationship and not motivated to

protect your own or your partner’s health. At today’s
meeting, while discussing the fact that your viral load is

now slightly elevated, you begin to explain that you’ve
been skipping some of your doses. Challenge your pro-

vider, expressing ambivalence about medication adher-

ence: on the one hand, you want to be healthy and

should protect your partner, and on the other hand, your

medication makes you feel ill and you’ve already failed

other medications so why would this one be different?

Attempt to redirect the conversation away from discussion

of medication adherence on several occasions to challenge

the provider to continue focus on fostering behavior

change.

Provider Follow-Up Questions

1. What were your overall impressions of the interaction?

2. How did the types of questions you asked work in the

guiding style of communicating behavior change?

3. Were you able to listen for different types of change

talk and provide reflective summaries on these

statements?

Fig. 17.8 47-year-old White male presenting with a slightly elevated

viral load after being on HIV medications for over 20 years
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4. If your patient had presented with strong ambivalence, or

even resistance to change, how would you have

approached this interaction?

5. How might you change your approach to this interaction

as a provider?

Patient Follow-Up Questions

1. What were your overall impressions of the interaction?

2. What questions were most helpful in eliciting motivation

for change?

3. How might the provider improve their interaction to

better support behavior change?

Continue practicing with other patients of your own crea-

tion, and challenge each other to work through ambivalence,

get to understand your patients’ perspectives, and foster

internal motivations while listening for change talk.

Case Study #2

In the following example, pair up with a colleague to role-

play an interaction between a provider and a patient. Halt the

dialogue after 10–15 min, and evaluate the interaction using

the questions listed below as a guide. Do not read the patient

vignette before you decide who will be the patient and who

will be the provider. If there are more than two of you

working together, those not directly conducting the role

play can observe the interaction, practice active listening,

and provide feedback after the scenario is complete.

Instructions for Provider (Actor 1)

Introduce yourself to your patient and begin your interac-

tion, obtaining information about what brings them to the

visit today and guiding them using key skills in motivational

interviewing. You have the following information on your

patient: 19-year-old Hispanic female complaining of fatigue,

feelings of isolation, and a lack of motivation to engage in

activities she once enjoyed (Fig. 17.9).

Instructions for Patient (Actor 2)

You are teenager who has recently come out as a lesbian.

You have been feeling lonely, lacking the motivation to

engage in activities you once enjoyed, and are sleepy all

the time. You feel anxious about your relationships with

your family and friends at school, some of whom haven’t
been accepting of your coming out. Present to the provider

without much motivation to start therapy or treatment for

your depression, and slowly introduce some change talk as

the provider guides you toward wanting to address your

depression. Challenge your provider with ambivalence: on

the one hand, you want to feel like your “normal” self again
and be open with people about how their lack of support has

impacted you and on the other hand, you worry about being

rejected by your family and friends and feel that being

seeking treatment for depression would just give people

something else to make fun of. Attempt to redirect the

conversation away from discussion of depression treatment

on several occasions to challenge the provider to continue

focus on fostering behavior change.

Challenge your provider with ambivalence, but inject

change talk slowly. Feel free to resist change, and include

diversions to challenge your provider to guide the conversa-

tion in the direction of fostering behavior change.

Provider Follow-Up Questions

1. What were your overall impressions of the interaction?

2. How did the types of questions you asked work in the

guiding style of communicating behavior change?

3. Were you able to listen for different types of change talks

and provide reflective summaries on these statements?

Fig. 17.9 19-year-old Hispanic female complaining of fatigue,

feelings of isolation, and a lack of motivation
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4. If your patient had presented with strong ambivalence, or

even resistance to change, how would you have

approached this interaction?

5. How might you change your approach to this interaction

as a provider?

Patient Follow-Up Questions

1. What were your overall impressions of the interaction?

2. What questions were most helpful in eliciting motivation

for change?

3. How might the provider improve their interaction to

better support behavior change?

Continue practicing with other patients of your own crea-

tion, and challenge each other to work through ambivalence,

get to understand your patients’ perspectives, and foster

internal motivations while listening for change talk.

Additional Resources

Many youtube.com videos demonstrate patient-provider

interactions using motivational interviewing techniques.

Try a Google Search for some examples. Here are a few

that we identified as particularly useful:

1. Good and bad examples of MI, Alan Lyme.

(a) Good example: https://youtu.be/67I6g1I7Zao?

list¼PL0Iq5_Y7Dui-KRC5Z4ordPG1j7syCsLhq

(b) Bad example: https://www.youtube.com/watch?v¼_

VlvanBFkvI

2. Dr. Jonathan Fader demonstrates MI skills: https://www.

youtube.com/watch?v¼ZxKZaKFzgF8

3. MI: Evoking Commitment to Change: https://www.

youtube.com/watch?v¼dm-rJJPCuTE&list¼PL0Iq5_

Y7Dui-KRC5Z4ordPG1j7syCsLhq&index¼5

4. Advanced MI: Depression: https://www.youtube.com/

watch?v¼3rSt4KIaN8I

5. The effective physician: MI Demonstration: https://www.

youtube.com/watch?v¼URiKA7CKtfc&list¼PL0Iq5_

Y7Dui-KRC5Z4ordPG1j7syCsLhq&index¼10
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Promoting Healthy LGBT Interpersonal
Relationships 18
Kerith J. Conron, Nathan Brewer, and Heather L. McCauley

Promoting healthy interpersonal relationships – those that, at

minimum, are respectful, caring, and free from violence and

coercion – is a large social undertaking in which health-care

providers can play a critical role. Providers have the capacity

to model respectful and caring communication, as well as to

establish norms related to interpersonal relationships and

help-seeking behaviors. By routinely assessing for intimate

partner violence (IPV), providers communicate that IPV,

physical and sexual violence, stalking, and psychological

aggression, whether by a current or former intimate partner

[1], are pervasive problems that merit attention. Once IPV

has been identified, providers have an opportunity to provide

trauma-informed care and discuss harm reduction strategies

with patients who are ready and able to engage with services.

The aim of this chapter is to provide guidance on IPV

assessment and trauma-informed behavioral health care

that considers the ways in which lesbian, gay, bisexual,

and transgender (LGBT) patients may be similar to and

differ from heterosexual and/or cisgender (nontransgender)

patients.

Background

Intimate partner violence (IPV) is a major public health

problem in that it is both highly prevalent and a known risk

for mortality and morbidity over the life course, with related

health conditions including depression, HIV and other

sexually transmitted infections, unintended pregnancy,

child maltreatment, migraines, asthma, and gastrointestinal

problems [2–5]. In the general US population, nearly one in

three US women (31.5%) and over one in four men (27.5%)

experience physical violence victimization by an intimate

partner at some point in their lifetimes [6]. Physical violence

includes hitting, biting, strangulating, burning, and the use of

weapons. In addition, almost half (47%) of women and men

report psychological aggression [6], which includes

degrading statements, threats of physical or sexual abuse,

and threats to harm loved ones or pets, within an intimate

relationship in their lifetimes. The pervasiveness of psycho-

logical aggression suggests a universal need to improve

communication and conflict resolution skills. Sexual vio-

lence, including rape (reported by 8.8% of women and

0.5% of men), attempted rape, and forced sex, as well as

the use of alcohol or other means to coerce sexual contact,

and including deliberate exposure to sexually transmitted

infections, is common among women [6]. Lifetime

experiences of stalking such as repeated or unwanted

messages through phone or email, spying in person or via

devices, and watching or following from a distance by a

current or former intimate partner are reported by 9.2% of

women and 2.5% of men [6]. Finally, although data are not

captured on this expression of IPV, practitioners and

advocates widely acknowledge the existence of financial

abuse including restricting a person’s access to financial

resources, forcing them to financially support the partner,

or intentionally disrupting their credit.

In about half of relationships in which IPV occurs, perpe-

tration is reported by both partners [7]. This pattern appears

to hold across opposite-sex and same-sex relationships

[8]. Importantly, providers should note that physical injury

is more likely to be reported by female than male victims [7]

and that women are more than twice as likely to report rape

and other sexual violence within the context of intimate

relationships than are male victims [6]. Thus, what is often

termed “reciprocal” violence may differ in composition,
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severity, and consequence for each partner, particularly

when one is female and the other is male. For instance,

reproductive coercion, including sabotage related to contra-

ception and/or condom use to promote pregnancy, is a par-

ticular form of gendered sexual violence victimization for

which bisexual women with current male partner(s) who

utilize family planning clinics are at particular risk [9].

As shown in Table 18.1, rates of IPV among lesbian, gay,

and bisexual people are comparable to or exceed those

observed among heterosexuals [8, 10–13]. Bisexual women

are far more likely to report IPV than are heterosexual

women [10–13], particularly in the context of male-female

relationships [11]. Given that bisexual women are the largest

segment of the LGBT community, particularly among youn-

ger cohorts [14], it is critical that providers and health

institutions identify bisexual women in “opposite-sex”
relationships in order to meet their needs.

Population-based data about IPV experiences among

transgender people have not yet been collected, but data

from the large National Transgender Discrimination Survey

indicate that nearly one in five (19%) of transgender adults

has experienced domestic violence by a family member

because they are transgender or gender nonconforming

[15]. Actual rates of IPV are likely considerably higher,

assuming that transgender people also experience IPV for

reasons that are unrelated to being transgender.

Rates of IPV are lower than expected for most LGBT

subgroups, given that stigma and discrimination increase

risk for IPV through elevated rates of child maltreatment

[13, 16, 17], depression [17–22], and unemployment and

poverty [12, 15, 23–25] – established risks for IPV [26].

IPV may take additional forms among LGBT people, related

to their socially marginalized status, and include threats to

out a partner’s gender or sexual identity [27]. For example,

perpetrators may deliberately sabotage fragile relationships

with disapproving families of origin to further isolate the

partner [28]. Clients in same-sex relationships may also be

more susceptible to identity theft or impersonation as abu-

sive tactics.

Stigma and discrimination also limit access to IPV

resources, including LGBT-competent medical and

behavioral health care and LGBT-inclusive IPV prevention

education and treatment, including domestic violence

shelters and batterer intervention programs. Experiences of

rejection and discrimination in health-care settings are all

too common for LGBT people [29] and are associated with

medical mistrust and delays in help-seeking [30]. Thus,

providers will need to establish trust with LGBT patients

and are encouraged to screen routinely for IPV and

associated modifiable risk factors, as disclosure may not

occur until trust has been established.

Trauma-Informed Violence Screening
and Assessment in Primary Care

Strategies for IPV Screening in Primary Care

Screening for IPV in primary care settings is recommended

by the Institute of Medicine and supported by leading pro-

fessional health-care organizations [31–33]. The goal of

screening in the clinical setting is to identify patients at

risk for IPV and connect them to patient-centered interven-

tion services at the time of a health-care encounter [34]. As

patient safety is paramount, screening must be conducted

with the patient in a private setting, without partners, friends,

or other family members present, any of whom could be

abusing the patient. From a patient perspective, qualities of

effective screening include trust between the patient and the

provider, being routinely asked about IPV [35], and a clini-

cal atmosphere of safety and support [36]. When those

qualities are achieved, screening appears to be associated

with few adverse effects [37], and patients whose providers

ask about their relationships are more likely to be able to

identify abusive behaviors and know about the violence

recovery resources available to them.

There are several screening approaches that have been

tested, although much of what is known about IPV screening

and assessment in the clinical setting comes from studies of

cisgender heterosexual women primarily (although not

exclusively) in reproductive health settings [38]. Conse-

quently, current IPV screening recommendations are

Table 18.1 Lifetime prevalence of rape, physical violence, and stalking victimization by an intimate partner by sex and sexual orientation

identity, National Intimate Partner and Sexual Violence Survey 2010 (N ¼ 16,507) [10]

Females Males

Lesbian Bisexual Heterosexual Gay Bisexual Heterosexual

%a %a %a %a %a %a

Rape b 22.1 9.1 b b b

Physical violence 40.4 56.9 32.3 25.2 37.3 28.7

Stalking b 31.1 10.2 b b 2.1

Adapted with permission from the U.S. Centers for Disease Control and Prevention
aWeighted proportions
bData are too sparse to provide an estimate
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specific to these populations. That said, given evidence that

LGBT populations experience abuse at similar or higher

levels compared to their heterosexual counterparts,

strategies to promote conversations with LGBT patients

about IPV are warranted. One approach includes having

patients complete an IPV screening tool while they are

waiting for their clinical visit; results are then reviewed by

the clinician, who can engage the patient in further discus-

sion during the encounter. Embedding an IPV screening tool

into a set of psychosocial screeners that a patient completes

on a computer tablet prior to the clinical encounter is one

strategy for collecting and communicating the results of IPV

screening data to the provider. This approach, referred to as

electronic Patient Reported Outcomes (e-PRO), was initially

developed to collect data on behavioral health and

HIV-related health status from HIV-positive patients [39]

and is being expanded to collect self-report patient data on

an array of topics, including IPV, and is being used with

broader patient populations.

Another strategy is using the electronic health record to

prompt clinicians to screen for IPV, including reminders in

progress notes or “smart links” to tools such as IPV resources

in the community or additional screening tools (e.g., Danger

Assessment Instrument) [40]. While the psychometric

properties of common screening tools vary widely by study

[41], screening tools with generally strong sensitivity and

specificity include the four-item Hurt, Insult, Threaten, and

Scream (HITS) instrument [41, 42], and the Ongoing Vio-

lence Assessment Tool [43]. The Danger Assessment is

another well-validated tool to assess the lethality of an abu-

sive relationship [44, 45] and can be used in the clinical

setting, as described under Behavioral Health below. These

tools, as well as others, can be found at http://www.cdc.gov/

violenceprevention/pdf/ipv/ipvandsvscreening.pdf.

Studies assessing the psychometric properties of common

IPV screening tools among LGBT populations are scarce.

One recent study developed a six-item tool using a mixed

methods approach with more than 1,000 gay and bisexual

men [46]. In addition to physical and sexual violence, the

tool included controlling behaviors and HIV-related IPV and

resulted in recording a significantly higher prevalence of

IPV compared to the CDC’s IPV screening items only [46].

Promising IPV screeners in use at the Fenway Health

Center, an urban community health center with expertise in

LGBT health, are provided in Table 18.2.

For LGBT patients, disclosing to a clinician that they

have experienced abuse in the context of an intimate rela-

tionship may be more nuanced than among heterosexual

and/or cisgender patients. In some cases, patients may be

coming out to their providers for the first time. Sexual

identity and behavior also do not perfectly overlap, such

that it may be challenging for people who identify as hetero-

sexual yet have same-sex sex partners to discuss abuse

occurring in the context of their relationships. Moreover,

similar to cisgender populations, LGBT patients may per-

ceive the behaviors they are experiencing as normative, and

therefore may not recognize their experiences as abuse. For

all of these reasons, health-care systems and individual

providers should strive to create safe spaces for patients by

asking about both sexual identity and behavior

nonjudgmentally, screening all patients for IPV, and, if

making a community referral, discussing the patient’s com-

fort level in disclosing their sexual orientation and gender

identity to staff at community-based agencies [47].

IPV Assessment in Primary Care: Universal
Education, Routine Inquiry, and Brief
Counseling

While IPV screening has been recommended since the

1980s, barriers exist to implementing routine screening in

the clinical setting. These perceived barriers by clinicians

include limited time, discomfort asking about abuse, and

lack of training or confidence regarding how to respond to

a positive disclosure [48]. In recent years, leading violence

prevention organizations have proposed an approach to

providing IPV services in the clinical setting focused on

assessment rather than screening. With this approach, the

goal is not necessarily to achieve disclosure, but to normal-

ize discussions of healthy relationships as an integral aspect

of a clinical evaluation. Central to this approach is the

perspective that disclosure is not required for providers to

practice trauma-informed care and consider that a patient’s
presentation to the clinic may be connected to events in their

intimate relationships [36, 49]. A trauma-informed assess-

ment approach also aligns with research indicating that

survivors seek safe environments in which to share their

experiences and do not want to feel targeted or judged by

their health-care providers [36]. IPV assessment provides an

opportunity for primary prevention (for those never

exposed), secondary prevention (for individuals with

histories of IPV), and intervention for those who are cur-

rently experiencing IPV in their relationships [40].

IPV assessment consists of: (1) universal education or

anticipatory guidance, (2) routine inquiry, and (3) brief

counseling. Futures Without Violence, a national nonprofit

organization focused on violence prevention, has developed

guidelines to assist providers in conducting IPV assessment in

clinical settings (http://www.futureswithoutviolence.org/).

Their first curriculum designed for patients of all sexual

orientations and gender identities – the Hanging Out or

Hooking Up curriculum – has been tested with adolescent

and young adults [50]. Using these guidelines and a palm-

sized safety card, which discusses healthy and unhealthy

relationships, clinicians provide universal education or
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anticipatory guidance as an important first step during all

patient encounters. The goal is to have a discussion about

healthy relationships with all patients. After briefly initiating

the conversation (e.g., “I talk to all of my patients about. . .”),
the provider conducts a routine inquiry. The goal of this

phase is for both clinicians and patients to recognize that

patients’ relationships affect their health. Clinicians may ask

questions specific to the context in which a patient is seeking

care. For example, when a patient seeks testing for sexually

transmitted infections (STI), a savvy clinician will recognize

that abusive relationships may impact a patient’s ability to

negotiate condom use, instead of assuming that the patient

does not know how to use a condom or making a judgment

about the patient’s sexual behavior.
Conversations about healthy relationships should be

conducted using affirming, nonjudgmental language. For

example, in the case of discussing condom use when seek-

ing STI testing above, a clinician might affirm and reflect,

“You’re working hard to make decisions to stay healthy,

and regularly using condoms is something you recognize

would help you achieve that goal. What has made this

difficult in the past?” Even in light of affirming, supportive

routine questions, some patients may not be ready to dis-

close abusive experiences. Whether or not a patient

discloses or acknowledges abuse, validating an individual’s
experiences and reactions to those experiences is critical

(“Your partner has said very hurtful things to you in the

past, and you’re struggling with feeling both hurt and

still loving your partner”). Further, regardless of disclosure,
providers should strive to create a safe environment that

supports patients advocating for their health-care needs

and preferences (e.g., anonymous STI partner notification).

Finally, when patients do disclose, providers should

engage in shared decision-making with patients regarding

options for continued care referrals for community

resources.

The aforementioned approach is supported by mounting

scientific evidence. The Hanging Out or Hooking Up

guidelines and materials were tested in school-based health

centers that serve adolescents ages 14–19 of all sexes and

Table 18.2 IPV Screeners in use at the Fenway Health Center and suggested additions

Fenway Health IPV Screening

Many patients have health problems due to abuse from a partner. We are giving this questionnaire to all of our patients. Your provider is
interested in your answers so that s/he can provide you with the best possible care. Your provider will offer you further resources if you are
interested

Please circle your answers and give this form back to your provide. If you prefer not to answer, please check the box below. Thank you

□ I prefer not to answer these questions

1. In the last year, have you felt isolated, trapped, or like you are walking on eggshells in an intimate relationship?

□ Yes

□ No

2. In the last year, has your partner controlled where you go, who you talk to, or how you spend your money?

□ Yes

□ No

3. In the last year, has someone pressure or forced you to do something sexual that you didn’t want to do?

□ Yes

□ No

4. In the last year, has someone hit, kicked, punched, or otherwise hurt?

□ Yes

□ No

Suggested additions

5. What was the gender of the partner or partners who acted this way toward you? (Check all that apply)

□ Man (cisgender, that is not transgender)

□ Woman (cisgender, that is not transgender)

□ Transgender man

□ Transgender woman

□ Genderqueer person (assigned male sex at birth)

□ Genderqueer person (assigned female sex at birth)

6. In the last year, have you controlled where your partner goes, who they talk to, or how they spend their money?

□ Yes

□ No

7. In the last year, have you pressured or forced your partner to do something sexual that they didn’t want to do?

□ Yes

□ No

8. In the last year, have you hit, kicked, punched, or otherwise hurt your partner?

□ Yes

□ No
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genders. A randomized controlled trial of over 1000 students

in eight school-based health centers in California found that

youth who received care in intervention clinics were more

likely to recognize sexual coercion at 3 month follow-up

compared to youth in control clinics. Among those youth

who reported IPV victimization at baseline, youth receiving

the intervention were more likely than controls to disclose

IPV to their providers and less likely to report IPV victimi-

zation at 3 month follow-up, which is promising for this brief

intervention [51]. A similar approach has also been tested

among women seeking care in reproductive health clinics,

with evaluation results including reduced pregnancy coer-

cion at follow-up among intervention participants compared

to controls [52]. Pilot testing of materials designed specifi-

cally for LGBT community members of all ages is currently

underway. These materials include a safety card for lesbian,

gay, and bisexual patients and one for transgender patients.

Safety cards will include information about healthy and

unhealthy relationships (e.g., “Do you or your partner

threaten to out a partner’s gender identity, sexual orientation,
HIV status, or immigration status to friends, family, or at

work?”), and questions to help patients make the connection

between IPV and their health. Moreover, they will include

hotline numbers and websites of national resources for

LGBT people who have been victimized or perpetrated

relationship abuse.

Behavioral Health

Assessment of IPV

Behavioral health assessments with LGBT clients should

include a screening for trauma generally, and interpersonal

violence specifically. Effective clinical approaches begin

with rapport building. It is particularly important to mirror

the client’s language when describing their identity, their

experience of violence, and their resulting symptomatology.

Gender and sexual minority clients may be less likely to

label their experience as “domestic violence” or “intimate

partner violence.” This may be due to a variety of reasons,

including a lack of LGBT inclusion in prevention education

with a resultant lack of cultural references to relationship

violence in LGBT communities.

Culturally appropriate IPV education campaigns, as

reflected in the public awareness posters and created by

TOD@S Collaborative with funding from the Office of

Violence Against Women, U.S. Department of Justice, are,

unfortunately, rare (Fig. 18.1). TOD@S is an interagency

collaboration between the Hispanic Black Gay Coalition,

The Network / La Red, Renewal House Shelter, a program

of the Unitarian Universalist Urban Ministry and The

Violence Recovery Program (VRP) at Fenway Health.

The TOD@S Collaborative website, which provides infor-

mation about IPV within black and Latin@ LGBT

communities, is http://todosinaction.org.

A particularly difficult component of IPV assessment

with LGBT clients engaged in behavioral health care is

screening for the presence and directionality of controlling

behaviors. Screening can require significant questioning

regarding relationship dynamics. Clinicians should ask

themselves: Who has the ability to make decisions in this

relationship? Is one person deferential to another out of fear?

If there is physical or psychological violence, what is the

context of that violence? For instance, did the person

enacting the violence react to ongoing psychological

abuse? Answering these questions requires solicitation of

examples from clients, and probing beyond the initial lan-

guage used by the respondent. Of particular importance is

screening for the presence of coercive control, including the

subcomponents of demands, threats, and negative

consequences [54]. Individuals experiencing IPV often

worry that they are the ones behaving abusively, especially

if they have acted in self-defense by perpetrating physical

violence. It is imperative that clinicians appropriately con-

textualize these acts within the greater dynamics of the

relationship.

In addition to screening for the presence of violence

and the directionality of coercive control, clinicians

should assess for the dangerousness and potential lethality

of the violence present in the relationship. It is important

to probe for information regarding the severity and fre-

quency of violence, as well as changes over time. A widely

used tool for assessment of potential lethality (dangerous-

ness) is the Danger Assessment (https://www.

dangerassessment.org/)[55]. This assessment screens for

known factors associated with homicide from an abusive

partner, including threats of homicide, presence of

weapons, and past strangulation, among others. Although

research on this tool has been limited to heterosexual

relationships in which the victim is cisgender and female,

it is used with gender and sexual minorities in clinical

practice settings.

Treatment of Individuals Following IPV

Treatment of individuals experiencing IPV can be

conceptualized in four stages, as described by Judith Herman

[56]: (1) ongoing violence, (2) stabilizing trauma symptoms,

(3) metabolizing trauma, and (4) integrating trauma. There is

often overlap between these stages and they are not meant to

be linear. For example, some individuals who have experi-

enced abuse do not leave the person abusing them, and some

that do initially leave may eventually return to the

relationship.
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Fig. 18.1 (a, b) Culturally appropriate IPV Education Campaigns created by TOD@S Collaborative [53] (Used with permission from the

TOD@S Collaborative)
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Ongoing Violence
When victims are engaged in an ongoing violent relation-

ship, the primary concern should be the safety of the client.

The initial danger assessment should be supplemented with

repeat assessments over time to identify changes in violent

behavior, with a particular focus on potential increases in

frequency and severity. It is important to focus on harm

reduction rather than being prescriptive or directive in

one’s approach, and imperative to avoid replicating the

kind of power differential that the client is experiencing in

Fig. 18.1 (continued)
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their intimate relationship by demanding changes that they

are unwilling or unprepared to enact. Particular care should

be taken to assess for danger when a client does decide to

leave their relationship, as this is a time of increased risk of

injury and homicide. A comprehensive safety plan should be

developed before an attempt to leave, and should include

strategizing ways to limit the risk of harm to the client, as

well as loved ones, including children and pets.

Often the safety phase of treatment includes connecting

the client to social services, and may include using telephone

or web-based platforms to access appropriate care where

resources are limited, such as in remote or resource-poor

areas [57, 58]. It should be noted that many domestic vio-

lence services were created for cisgender women who have

male perpetrators. However, some domestic violence

shelters are becoming more inclusive, and a few agencies

focus on gender and sexual minorities, including The

National Coalition of Anti-Violence Programs (http://

www.avp.org/), Community United Against Violence

(http://www.cuav.org/), Northwest Network of BTLG

Survivors of Abuse (http://www.nwnetwork.org/), and The

Network/La Red (http://tnlr.org/).

Clients may also rely on family supports during this time

of seeking safety; however, this may not be an option for

gender and sexual minority clients who are estranged from

their families of origin. When possible, including patient-

identified supportive individuals in discussions about

community-based resources may decrease barriers to utili-

zation of available supports.

Stabilization of Trauma Symptoms
For many clients who have experienced violence in their

intimate relationships, mental and physical health symptoms

will present during or after leaving the relationship. These

symptoms are associated with the three F’s: fight, flight, and
freeze [59] and can manifest as panic attacks, exaggerated

anxiety, irritability, depression, and/or dissociation (e.g.,

appearing detached, disengaged, or distracted). A major

goal of this early stage of care is to assist the client in

developing the skills of grounding, allowing patient to stay

focused on the present, thereby reducing symptoms of panic

and dissociation. Such techniques can include physical

sensations (e.g., tracing a nearby object with one’s fingers,
deep breathing, stretching) or verbal statements (e.g.,

describing the environment, reciting lyrics to a favorite

song). One strategy clinicians can use is to assist the client

in cultivating awareness of the connection between environ-

mental triggers and corresponding physiological and psy-

chological symptoms. For example, clinicians can ask

patients to describe what it feels like when they experience

panic or dissociation, and then work backwards to identify

what was occurring in the environment when they started to

experience these feelings. Additionally, clients can be

supported in identifying and developing health-promoting

coping skills. One way of exploring these coping skills is

asking about successes in managing trauma symptoms, that

is, “Were there times when you were able to overcome your

panic/dissociation/etc.? What do you think helped you to

overcome those thoughts and feelings?” As clients begin to

develop these skills and feel more grounded, their identity

may shift from one of victimhood to one of survivorship.

Stabilization of symptoms may be more difficult for gen-

der and sexual minority clients given high levels of prior and

concurrent trauma exposure. Child maltreatment, peer bully-

ing, harassment, and microaggressions (daily insults) are

cumulative stressors that are experienced disproportionately

by sexual and gender minorities. This insidious trauma or

minority stress can create mental health problems and com-

plicate recovery from IPV-related trauma. Clients who are

concurrent members of other minority groups (i.e., racial-

ethnic minorities, individuals who are foreign-born or

those who live with disabilities) may present with higher

levels of cumulative trauma for which multiple types of

microaggressions may compound the trauma of IPV. It is

important for clinicians to be aware that cumulative minority

stress, occurring along multiple axes of inequality, may

increase the likelihood of internalized stigma (the adoption

of negative societal beliefs about one’s own group or groups),
and risk of poor mental health, in addition to limiting access

to resources.

Metabolizing Trauma
For many clients who have begun to develop the necessary

grounding techniques to stabilize their functioning, clinical

efforts can shift toward metabolizing the trauma. In many

cases, this takes the dual form of sadness in response to the

loss of their relationship and anger due to the injustice of their

experiences; however, it is important to affirm and normalize

any emotional or physical reactions individuals may have.

Clinicians should be careful to allow space for clients to

mourn the loss of their relationships, remembering that

clients often love (d) their partners despite the abuse and

miss the positive aspects of the terminated relationship.

Clinicians should make efforts to validate clients’ anger at
the injustice of their experience of the IPV. For some clients

who successfully metabolize the trauma experience, their

identity can shift from that of survivor to one of victor or

healer, particularly when their recovery includes helping

other survivors. However, specific identity labels may differ

from person to person, so it is important for providers to

mirror the language created and/or used by their clients.

Integrating Trauma
The final stage of recovery often includes integrating the

trauma into the client’s larger narrative and identity. Clinical
work in this stage may include assisting the client to
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reconnect with loved ones, including family, and form new

relationships. This stage may include asking questions about

the experience of trauma, and reconnection may involve the

client reconnecting with God or developing a newfound

sense of spirituality. For gender and sexual minorities, the

integration of trauma can be more complex, as prior

experiences of rejection within faith-based settings may

complicate the formation of a strong spiritual connection.

Clinicians can assist clients in identity exploration, and

validate the complexity of thoughts and feelings that arise

during this exploration.

The Violence Recovery Program, Fenway
Health

Here we will describe the Violence Recovery Program

(VRP; http://fenwayhealth.org/care/behavioral-health/vrp/),

as it represents a promising clinical practice model for vio-

lence prevention and recovery. An integral program of

Fenway Health, a multidisciplinary community health center

where LGBT people and neighborhood residents receive

comprehensive behavioral health and medical care, regard-

less of ability to pay; the VRP has worked with LGBT

survivors of violence for over three decades and provides a

wide menu of free services that address anti-LGBT hate

violence, domestic violence, sexual assault, and police

misconduct.

Direct services are provided in English and Spanish and

include individual counseling, group counseling, advocacy,

and case management. Counselors and advocates provide

trauma-informed services to stabilize acute symptoms of

posttraumatic stress, educate clients about the impact of

violence, and provide support during the healing process.

Survivors are assisted in accessing a range of services and

resources, including shelter and housing, public assistance,

and social services. Education and assistance is also

provided in navigating the criminal justice and legal systems

and assisting survivors in filing police reports and obtaining

restraining orders; connecting survivors to LGBT-sensitive

medical and legal services, and advocating on behalf of

survivors with police departments, District Attorneys’
offices, the Attorney General’s Civil Rights and Victim

Compensation divisions, and other victim service agencies.

Clients of the VRP may also participate in psycho-

educational and support groups that can reduce isolation

and improve self-esteem by providing connections to other

survivors.

Clients are made aware of the VRP’s free services

through Fenway Health’s medical, behavioral health, and

research staff, website, brochures, and other outreach

materials, as well as print advertising. The VRP conducts

regular outreach to target survivors and specific agencies

that are likely to refer victims. This includes outreach to

domestic violence agencies, sexual assault programs, legal

and criminal justice offices, colleges, and mental health

organizations where VRP staff distribute conduct outreach.

Prospective clients call the VRP intake line to request an

intake, which is scheduled within a few days of the call.

Non-VRP providers at Fenway utilize an on-call pager sys-

tem to request an immediate, in-person introduction by VRP

staff to potential clients in the health center.

The VRP also provides trainings on trauma and recovery

for LGBT clients and recognizing and treating same-sex

domestic violence for a variety of audiences, including but

not limited to mental health professionals, law enforcement,

legal personnel, students, victim service providers, medical

personnel, domestic violence coalitions, and community

groups.

Case Study

Avery is a 19-year-old black transgender woman

presenting at the clinic with severe headaches (Fig. 18.2).

Prior to the exam, the front desk staff warns you that Avery

is a difficult client who has been arguing with the staff

about being seen despite arriving 15 min late for her

appointment. When you open the door to the exam room,

Avery straightens up, crosses her arms, and looks angrily at

you. Upon questioning, you learn that the front desk staff

called out Avery’s male birth name (Bryant), which is

listed on her insurance card, in the waiting area when it

was time to bring her back to the clinical consult room. You

Fig. 18.2 Avery is a 19-year-old black transgender woman presenting

at the clinic with severe headaches
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also learn that she took three buses to get to her appoint-

ment and that the last was running late. You acknowledge

the inconvenient location of the clinic and express your

appreciation that she got to the appointment, despite the

inconvenience. You notice that Avery unfolds her arms.

Next, you ask what name and gender pronouns she

prefers and then initiate the clinical exam. Upon further

questioning, you learn that Avery is taking estrogen at

higher levels than was prescribed by another provider and

that she is living with a boyfriend who pushes her around

when he drinks. She tells you that she is in a rush to

complete her transition and is fearful that her employer

will learn that she is transgender. As a barista, Avery

earns just above minimum wage and is economically

dependent on her 42-year-old boyfriend for housing. She

states that she does not want to move back home due to

conflict with her family about her identity and gender

presentation.

Discussion Questions

1. What might be causing Avery’s headaches?
2. What can providers do to put patients at ease who expect

poor treatment based upon personal and community

experience along multiple axes of inequality?

3. How could the topic of where and how to initiate gender

affirming care be addressed with Avery?

4. What follow-up questions might a provider ask to better

understand Avery’s situation with her boyfriend?

5. How can the provider address the topic of healthy/

unhealthy communication within intimate partner

relationships even if Avery is reluctant to label or to

discuss the abuse that she is experiencing?

Summary Practice Points

1. Patients such as Avery often present with a constellation

of social and biological risk factors that may impact

physical and mental health. Addressing these risks using

a combination of medical, behavioral, and community-

based resources may be the most effective approach to

promote health and well-being.

2. Providers and patients may have little in common relative

to their socioeconomic backgrounds, race-ethnicity, sex-

ual orientation, gender identity, and age. Attentive listen-

ing and non-patronizing expressions of concern about the

patient may reduce social distance and barriers to effec-

tive interpersonal communication.

3. Many transgender patients have had negative

experiences with health-care providers and other

professionals, and, thus, anticipate rejection. For this

reason, patients may be particularly sensitive to being

“handed off” to another provider, even when the inten-

tion is good (and another provider or clinic has greater

expertise in transgender health). Consequently, trans-

gender patients may prefer to stay with an attentive

provider who listens and is willing to obtain information

about transgender health rather than being transferred to

a new provider or clinic with expertise in transgender

health care. It is preferable to ask the patient for her/his/

their preference and to engage them in decision-making

regarding their care.

4. Useful questions to ask a patient like Avery to initiate

screening include: “Tell me a bit about your relationship

with your boyfriend. For how long have you been

together? Tell me about your relationship when he is not

drinking, what does that look like? How often does he

drink? Now, I’d like to ask you a few questions that I ask

all my patients.”
5. Useful responses to a patient who discloses IPV include:

“I am so sorry that this is happening to you. Because

many people have this experience, resources are avail-

able. I would like to connect you with someone

who/program that can offer you some support and infor-

mation.” [Make supported referral.] “Please know that

this office is a judgment-free zone. Come and see me

any time even if you choose not to make use of the

resources that I share with you today.”
6. Intimate partner violence is a complicated psychosocial

disorder that will require provider persistence and use of

external resources to address. The patient may not label

abusive behavior as abuse or fully disclose all aspects or

the extent of abuse during one visit; however, asking about

exposure to IPV on a regular basis signals that the clinic

space is a safe one inwhich to disclose. Providers can say, “I

talk to all of my patients about their relationships because

our relationships influence our health and how we feel on a

day-to-day basis.” Moreover, universal education about

healthy/unhealthy relationships is beneficial to all patients.

Providers can say, “I give out these resources to all of my

patients, if you or a friend ever needs it.”
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Purpose

The purpose of this chapter is to provide an overview of the

existing community support structures commonly utilized

by LGBT people, as well as to outline ways that providers

can support and advocate for their LGBT patients.

Learning Objectives

1. Outline how systemic social marginalization contributes

to the need for community support.

2. Discuss why intersectional identities can create varying

needs for support when accessing healthcare and making

healthcare decisions.

3. Describe ways that healthcare providers can advocate for

their LGBT patients and connect them to community

support resources.

Introduction: Linking Interpersonal
and Structural Violence in LGBT Communities

In this chapter, we will use several theoretical frameworks to

inform our discussion of LGBT community responses to

trauma. The first is the distinction between interpersonal

discrimination and systemic violence. Stokely Carmichael

first made this distinction in reference to the experiences of

Black people living in the USA, arguing that individuals

with marginalized identities experience limited

opportunities as a result of both forms of violence,

although systemic violence is less-often acknowledged [1].

Interpersonal rejection and discrimination, when coupled

with structurally inscribed violence and trauma, create

unique challenges for LGBT communities. For example,

although some LGBT youth are now finding that their

families of origin support their identities, parental rejection

remains a significant challenge for many others. Parental

rejection on the basis of LGB sexual orientation has been

linked to increased internalized homophobia [2], a nearly

six-fold increase in depression [3], and a three-fold greater

likelihood of engaging in unprotected sex [3]. Many LGBT

youth who experience familial rejection opt to leave home;

national data suggest that more than 40% of homeless youth

are LGBT [4]. Many of the disparities outlined above can

also be explained by systemic violence. In the case of LGBT

youth, examples of systemic violence include school

policies or legislation, such as “bathroom bills,” that restrict
access to facilities for transgender people, or laws that codify

discrimination in the provision of counseling services

[5]. LGBT students who do not feel safe at school, or who

do not have access to supportive adults in whom to confide,

are more likely to drop out or run away from home [6–

7]. Thus, interpersonal violence (i.e., familial rejection)

and systemic or structural violence (i.e., policies that limit

access to resources such as shelters, counseling, or

restrooms) result in a “perfect storm” that causes healthcare
disparities [8]. If clinicians focus solely on interpersonal

violence, they miss opportunities to intervene in systemic

inequality.

The minority stress model is another key theoretical con-

struct we will use when discussing individual and commu-

nity responses to trauma. In this model, discrimination or the

fear of discrimination leads to increased isolation and stress,

which in turn can cause higher rates of mental health

problems such as anxiety and depression [9]. Experiencing

bias can also create internalized negative feelings about

one’s identity. Such internalized self-hatred can perpetuate

and amplify cycles of isolation and mental distress and also
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result in less adaptive coping strategies [10]. The minority

stress model helps to explain the context in which

population-level health disparities occur and can help

clinicians and researchers understand the ways in which

systemic discrimination impacts the health of individual

LGBT people.

Lastly, we will also employ an intersectional framework

when discussing responses of LGBT individuals and

communities to trauma. The concept of “intersectionality,”
a term first coined by Kimberlé Crenshaw, provides a basis

for understanding the lives of people with multiple

marginalized identities [11]. According to intersectionality

theory, the impact of discrete social categorizations such as

race, class, sexual orientation, and gender on a person’s life
experiences cannot be analyzed separately but, instead, must

be considered in aggregate in order to understand how

systemic social forces can foster both advantage and disad-

vantage. In the context of this chapter, we will frequently

discuss how multiple identities intersect and frame the

experiences of individuals within LGBT communities, and

how these identities impact experiences of trauma and

access to resources.

It is important to affirm diversity among LGBT people.

However, one experience many LGBT people share is com-

munity memory of significant trauma [12–13]. In the

absence of support from families of origin, many LGBT

people form chosen families as a way to create support

networks for accessing resources, and to provide emotional

support [14–16]. Although such informal communities can

be a source of resilience, chosen families can also intensify

harm. For example, LGBT people may be less likely to

access healthcare resources when the community norm is

to mistrust healthcare institutions. This mistrust is caused by

historical mistreatment of LGBT people by medical

institutions, as well as individual reports of poor treatment

from healthcare systems or providers [17]. Thus, historical

trauma within LGBT communities creates a legacy burden

that can be propagated among peers via word-of-mouth.

Although there are many reasons to celebrate within-

community responses to trauma, we must also emphasize

the importance of institutional partnerships, support, and

ally-ship in fostering the creation of sustainable change

among communities experiencing trauma and

discrimination.

Despite the potential for harm, we will argue, throughout

this chapter, that the best strategies for healing from trauma

in LGBT communities are local and led by LGBT people.

This insistence on within-community responses to trauma

acknowledges the resilience and the wisdom that already

exist in the communities most impacted by systemic inequal-

ity. Community-led approaches allow for an increased sense

of self-efficacy, which is an important aspect of trauma

recovery [18]. We argue that community-led responses

may be more effective than strategies that come from outside

the community because they are created by those with the

most intimate knowledge of the manner in which systemic

inequality functions.

Trauma and Resilience in Vulnerable LGBT
Populations

Adolescents and Youth

LGBT adolescents face particular challenges when

accessing support resources, as their caregivers may not

affirm their identities, thereby restricting access to commu-

nity, and causing feelings of isolation and depression

[14]. Providers working with youth should be able to talk

about concerns that parents might have about their child’s
identity in a manner that is affirming of both the child and

the parents. This approach helps support both parties, thus

building rapport and trust, while at the same time modeling

supportive language and behavior for the parents. Particu-

larly in LGBT youth populations, support networks for

parents can be as important as support networks for youth

because they provide spaces for parents to model uncondi-

tional love for their LGBT children. PFLAG offers resources

for the parents of LGBT teens [19]; for a list of LGBT

community resources, see Table 19.1. Providers should be

able to refer caregivers to local support groups where they

will be able to discuss the coming out process, interfacing

with school officials, and dealing with bullying in an under-

standing environment.

Youth frequently utilize technology resources to connect

with support networks. A huge number of transgender youth

and young adults also video blog, or “vlog,” their

experiences on YouTube. Such vlogs are presented as

“how-to” guides for transition and provide a forum for

transgender people to speak to an assumed transgender audi-

ence. Particularly with regard to the effects of cross-gender

hormone therapy, such vlogs can allow other transgender

people to witness the effects of hormones over time, creating

a “visual account” of transition [20]. Importantly, these

video archives link transgender people all over the world

and can be particularly helpful to youth who would not

otherwise be able to meet other transgender people.

In-person resources also exist; Gay-Straight Alliances

(GSAs) are now available at many schools, and recent

research has shown that participation in a GSA provides

LGBT youth with a greater sense of agency, independent

of parental acceptance [16]. There are also many LGBT-led

organizations that pair youth with supportive LGBT adults.

These include, but are not limited to, local LGBT youth

groups, LGBT youth homeless direct-care services [21],

and the Point Foundation, which provides scholarships for
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LGBT youth as well as mentorship [22]. Intergenerational

support and mentorship can be helpful for youth, who may

not otherwise have access to adult LGBT role models.

Elders

Like LGBT youth, LGBT elders face barriers when

accessing resources. Similar to heterosexual and cisgender

elders, aging in LGBT populations can be associated with

increased social isolation [23–25]. Although many LGBT

elders have children of their own, LGBT elders are less

likely than heterosexual peers to have adult children to

care for them [26]. A focus group study of gay or lesbian

older adults found that concerns regarding aging included

lack of familial or social support, lack of a long-term care-

giver, and concerns about discrimination in healthcare

settings or from home healthcare aides [25]. Another study

of aging, lesbian-identified, transgender women found that

most respondents were not prepared to have discussions with

their providers about end of life care and were overall, “ill-

prepared” for the medical and legal challenges associated

with aging [27]. Many members of the current cohort of

LGBT elders lived through the HIV/AIDS crisis of the

1980s and early 1990s and survived the death of their

partners and friends [23, 28–30]. Thus, this generation has

not only already endured significant community trauma [31],

but is now faced with the prospect of aging in the absence of

their social network. The limited research focusing on HIV+

elders suggests differing correlates of care adherence and

psychosocial adjustment in HIV+ elders compared to HIV+

youth or young adults [28, 32] that may be due, in part, to

social isolation. Social isolation associated with aging is

compounded by the fact that many assisted-living facilities,

retirement homes, and nursing facilities are not welcoming

to LGBT people [33] because of bias among staff or fellow

residents or institutional policies that assume that all

residents are heterosexual (i.e., visiting policies that assume

that caregivers must be spouses or children). As a result,

some LGB elders find themselves back “in the closet” in old
age due to the consequences of intersecting homophobia and

ageism, after a lifetime spent fighting for recognition and

survival [34].

Some cities have LGBT-specific retirement or assisted-

living facilities, which provide avenues for social connection

among LGBT elders. Due to the lack of availability in many

regions and cost, such facilities are not options for most

LGBT elders, and alternative solutions, such as inclusion

of elders in LGBT social spaces and the creation of inter-

generational LGBT organizations, benefit LGBT people of

all ages. Elder-specific groups, such as SAGE [35], The

LGBT Aging Project [36], and the National Resource Center

on LGBT Aging [37], are important national advocacy

organizations that promote the needs of LGBT elders.

LGBT oral history projects record and archive the life stories

of LGBT elders while simultaneously connecting LGBT

people of all ages with shared history [38]. Such projects

include the Trans Oral History Project [39], OutLoud [40],

Table 19.1 Examples of LGBT community-led resources

Organization name Description Website

Black and Pink Boston-based direct service and advocacy organization working to end the

criminalization of LGBT people and the prison industrial complex. Maintains a

database of LGBT prisoners looking for pen pals

http://www.blackandpink.org/

The LGBT Oral History

Digital Collaboratory

An online archive with links to oral histories featuring diverse LGBT people

from around the world

http://lgbtqdigitalcollaboratory.

org

GLMA National policy, advocacy, and healthcare provider professional organization

working toward health equity for LGBT people

http://www.glma.org/

GSA Network An organization that links GSAs throughout the country with the goal of

supporting youth organizing for racial and gender justice

http://gsanetwork.org

Point Foundation National LGBT scholarship fund and youth mentorship organization http://www.pointfoundation.org/

RAD Remedy Maintains a user-generated database of healthcare providers for transgender and

queer people

https://www.radremedy.org/

Reconciling Ministries

Network

Christian network of LGBT-affirming congregations http://www.rmnetwork.org/

SAGE Provides advocacy and resources for LGBT elders. There are SAGE chapters in

most cities that also serve as social groups for LGBT elders

http://www.sageusa.org/

The Sylvia Rivera Law

Project

New York City-based organization that provides legal services to low-income

transgender people, with a focus on racial and immigration justice

http://srlp.org/

The Sisters of Perpetual

Indulgence

An order of queer nuns that mix drag, community service, and performance art.

Most major US cities have chapters

http://thesisters.org/

The Trans Buddy

Program

Nashville-based program that provides trained peer advocates for transgender

people seeking healthcare referrals or support at healthcare encounters

https://medschool.vanderbilt.

edu/lgbti/trans-buddy-program

Trans Lifeline A crisis hotline run by transgender people for transgender people http://www.translifeline.org/
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ACT UP Oral History Project [41], the African American

AIDS Activism Oral History Project [42], Untold Stories

[43], the LGBT Religious Archives Network [44], Impact

Stories [45], the LGBT Oral History Digital Collaboratory

[46], and many more. These archives honor and preserve the

wisdom and stories of LGBT people of diverse backgrounds,

and can be an important source of connection and recogni-

tion for elders.

Members of Faith-Based Communities

Faith-based communities can provide a sense of belonging

and are an important social outlet; however, many LGBT

people have experienced rejection from faith-based

communities [47]. Indeed, studies of the attitudes of hetero-

sexual people suggest that religiosity, particularly when

coupled with limited knowledge about other faith traditions

[48], is the primary predictor of negative attitudes toward

LGBT people [49–51]. LGBT people who have grown up in

conservative faith traditions or religious communities can

recount numerous examples of religious oppression and

trauma [52–53]. Many LGBT people struggle to find a way

to accept themselves due to internalized self-hatred on the

basis of their home faith’s view of LGBT people, while also

struggling to figure out how to maintain their religious

identity [54–55]. Studies that have examined the perceived

conflicts between religion and sexual identity have found

sources of conflict in denominational teachings, scriptural

passages, and congregational prejudice [56–57].

Experiencing conflict between these identities is associated

with reduced disclosure of sexual orientation identity [58]

and internalized homophobia [57, 59–60]. Unsurprisingly,

experiencing conflict between LGB and religious identity is

also associated with higher rates of suicidal ideation in

young adults [61], while a negative sexual identity mediates

the relationship between religious rejection and poor mental

health in LGB youth [62]. Taken together, this research

suggests that religious conflicts significantly impact identity

formation among LGBT people.

LGBT identities have become divisive in many religious

communities [63–64]. Individuals need to negotiate the

messages they hear from religious authority figures and

family members about LGBT people with their own lived

experiences. LGBT people may resolve these conflicts in

various ways, including identifying as “spiritual” rather than
“religious,” reinterpreting religious teachings, changing

religious affiliations, remaining religious but not attending

worship services, or abandoning religion altogether

[65–68]. Most studies do not discuss LGBT people and

positive experiences with religion, even though there are

many ways that religious traditions engage with LGBT

identity both morally and spiritually [69]. Membership in a

welcoming faith-based community is a positive determinant

of reduction in risk behaviors among LGB youth. For exam-

ple, LGB youth who are a part of a supportive religious

community are less likely to abuse alcohol and have fewer

sexual partners than LGB youth who are a part of an

unsupportive religious community [70]. One recent study

of sexual minority college students found that Christian

and Jewish students had lower odds of suicidal ideation

than students who identified themselves as Atheist [71]. No

behavioral health studies to date have assessed the role of

religious affiliation in the lives of transgender people,

although one recent study found a positive association

between transgender identity, religious engagement, and a

larger and more diverse social network [72]. Thus, while it

can be difficult for an LGBT person to integrate their sexual

or gender and religious identities, faith-based communities

can also be sources of strength, community support, and

holistic care for LGBT people.

More and more communities of faith are LGBT-affirming

[73]. Various communities identify as part of the

Reconciling Ministries Network [74], the National LGBT

Task Force Institute for Welcoming Resources [75], and

other umbrella organizations that affirm LGBT identities.

These faith communities are pivotal because they provide

support and fellowship to LGBT individuals and their

families. There are also a number of tools that can assist

faith communities in becoming more welcoming [76], for

example, using inclusive language in community gatherings/

worship services; developing liturgy or rituals that support

LGBT children and adults during gender transition, name

changes or other life-cycle events; practicing and providing

spaces for gender pronouns to be asked and shared on name

tags and membership forms, affirming LGBT people from

the pulpit; including sexual and gender identity in welcom-

ing statements during days of worship; celebrating LGBT

events and annual commemorations; and creating gender

inclusive restrooms in all facilities [77–78]. Such practices

can help break cycles of trauma that perpetuate internalized

self-hatred.

Faith-based communities are an integral part of the

LGBT community, and LGBT people are integral to faith

communities. These stories must be noted and cannot be

erased or co-opted by those who claim that LGBT people

have no place in faith [79]. For example, Liberation Theol-

ogy, a movement that began in the 1950s within the Catholic

Church, has helped to create queer and transgender

theologies [80–81]. Furthermore, there is a diverse group

of people from all faith traditions that are out as LGBT and

are ordained preachers, reverends, imams, ministers, and

more. There are LGBT Christians, Jews, Muslims,

Buddhists, Hindus, Sikhs, and beyond. There are LGBT

spiritual healers, curanderos, espiritistas, indigenous people

of color, elders and community healers, ancestral archivists,
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priests/priestesses, pagans, agnostics, and atheists who are

creatively reinventing and adapting their spiritual practices

to include LGBT identities [57, 60, 77, 82–85]. Faith is a

way in which LGBT people can express and affirm their

sacred selves, and can be an important source of community,

healing, and strength for LGBT people with a history of

trauma and rejection. Providers should be careful not to

assume that their LGBT patients are not members of a

faith-based community, and should be aware of affirming

congregations as a source of support for their LGBT

patients.

Geographically Marginalized Communities

LGBT people living in the US South and in rural areas are

more likely to have lower educational attainment than both

cisgender/heterosexual people and LGBT people living in

urban areas in northern states. They are also more likely to

live in poverty, use tobacco, and report low rates of health

insurance coverage [86]. Transgender Southerners face

astonishingly high rates of violence, with the risk particu-

larly high among low-income transgender people of color

[87]. Although Southerners of all genders and sexual

orientations are more likely to live in poverty, experience

higher rates of chronic illness, and have an overall shorter

life expectancy [88], the intersection of LGBT identity and

geographic location is particularly toxic. LGBT Southerners

experience isolation due in part to conservative religious

ideologies that are more prevalent in the South and in rural

areas of the USA [89]. LGBT people living in rural areas

also have difficulty accessing healthcare resources because

of endemic poverty and geographic isolation [90]. Limited

access to providers can mean that in order to see an affirming

clinician, LGBT people must drive several hours, sometimes

even out of state, to access healthcare. This is particularly

true for transgender people seeking transition-related care.

Likewise, areas with low population density are less likely to

have large concentrations of LGBT people, making it chal-

lenging for LGBT individuals in rural areas to form

communities of peers. Despite these challenges, many

LGBT people living in geographically isolated areas are

able to access resources via online forums, social media,

in-person support groups, print subscriptions, telephone

networks, and even the creation of rural LGBT communal

living sites termed “homosteads” [91]. These practices chal-
lenge the common misconception that LGBT culture is

centered in large coastal cities such as New York or San

Francisco.

Historical Community-Based Responses
to Trauma

Starting with the codification of LGBT as an identity in the

twentieth century, LGBT people have created alternative

resource networks in the absence of mainstream acceptance

(Fig. 19.1). Early systems were often covert, such as mailing

networks and private social clubs [92]. Throughout much of

the latter half of the twentieth century, gay and lesbian bars

became the primary mode of socializing with other LGBT

people, as well as important sites of political organizing

[92]. Two key moments in LGBT history linked to gay bar

culture, the Stonewall Riots and the Compton Cafeteria

Riots, were both responses to police brutality and harass-

ment that were led by transgender people of color. Gay bars

also became important for the development of LGBT culture

and identity, particularly drag culture [93]. Although drag

performance originated as a form of entertainment primarily

aimed at heterosexual audiences, drag has become a founda-

tional part of LGBT people’s experience of social commu-

nity as a part of gay bar culture in the latter half of the

twentieth century [92].

Importantly, particularly (but not exclusively) in the

pre-integration era US South, gay bars were not safe for

Black LGBT people. As a result, Black LGBT people

formed their own social organizations and house parties to

meet other LGBT people and form friendships, romantic

relationships, and familial bonds in response to trauma and

rejection [92]. The most famous of these are the House Ball

Communities that persist in the present day, most promi-

nently in New York City. House Ball culture is set up around

membership in specific houses, which have parental figures

that nurture more junior members. Houses hold Balls, which

involve performance and competition, and provide a social

outlet in a supportive environment [94]. House Ball

Communities are critical sites of culture, resistance, and

resilience in response to discrimination and violence, both

from the dominant heterosexual culture and from white

LGBT spaces that perpetuate white supremacy and segrega-

tion [95–101].

As it became more possible for LGB people to be open

about their sexual orientations, many lesbian- and

gay-specific groups formed around common interests,

including sports leagues, book clubs, and choral groups.

These groups persist in the present day as important social

outlets for LGBT people [102–103]. One such organization,

the Sisters of Perpetual Indulgence, is a group of queer nuns

that has chapters around the world [104]. The order merges

parody, performance art, and political activism with the goal
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of “promoting human rights, respect for diversity, and spiri-

tual enlightenment” [105]. Other groups formed beginning

in the 1960s and 1970s around common political organizing

goals, including Lesbian-feminist consciousness-raising,

LGB anti-discrimination battles, and perhaps most

famously, in response to the AIDS crisis of the 1980s and

early 1990s.

The AIDS crisis is a benchmark for a generation of LGBT

people. During the period from 1981 until 1996, numerous

LGBT people and allies protested governmental obfuscation

and inaction, worked to change federal policy, and took care

of the sick and dying [106–107]. The minimal response from

the federal government in the midst of the crisis [108]

awakened a generation of activists and led to the formation

of ACT UP!, or the AIDS Coalition To Unleash Power!,

which successfully lobbied to change the allocation of fed-

eral funds for AIDS-related research, pressured the National

Institutes of Health to streamline clinical trials and make

them more transparent (a victory that has benefited not only

AIDS patients, but countless patients awaiting clinical trial

research for cancer and other illnesses), and provided sup-

port for people dying of AIDS [109]. These efforts resulted

in reduced stigma surrounding HIV/AIDS, better education

about transmission of the virus, and major medical advances

in HIV treatment. In addition to political organizing, the

AIDS crisis inspired art and theater [110–111]. Most nota-

bly, the AIDS Memorial Quilt was first displayed on the

National Mall in Washington, D.C. in 1987 to commemorate

the lives of people who died of AIDS [112–113].

The experiences of people who survived the AIDS epi-

demic are quite different from those recently diagnosed

[28]. Although many consider the AIDS crisis in the USA

to be over, the rates of new HIV infections remain at epi-

demic proportions for the most marginalized members of the

LGBT community: men of color, transgender women, and

sex workers [114]. As of 2015, 50% of HIV+ people living

in the USA were over the age of fifty, due in part to increas-

ing life expectancies, as well as increasing rates of new

infections in older adults [115]. Disparities in HIV preva-

lence are likely due to reduced access to healthcare that is

caused by identity-based marginalization [116–117].

Limitations of Community-Led Responses

Although LGBT identity-based communities can be impor-

tant sources of strength, they may also perpetuate cycles of

violence. For example, when members of an LGBT

Fig. 19.1 LGBT people have

created alternative resource

networks in the absence of

mainstream acceptance
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community subgroup experience privilege in other aspects

of their identities (i.e., white racial identity, cisgender iden-

tity, or middle-class socioeconomic status), they may deny

resources to other LGBT people who experience multiple

forms of marginalization or oppression. This practice is

informed by prejudice, as well as fears about resource scar-

city, and perpetuates systemic inequality. Furthermore, in

the most marginalized LGBT communities, because the

majority of people within a community have limited access

to resources, the within-community social network often

consists of people who are experiencing similar struggles

and have limited access to long-term solutions. Resource

dependence theory claims that access to resources creates

power, and that organizations or groups are therefore con-

textually dependent on other groups in their environment

[118–119]. Resource dependence theory mirrors the socio-

logical phenomenon of social closure, first described by

Parkin in 1979, and later expanded by others, which

describes the ways in which social groups with access to

resources limit their social networks to keep resources from

outsiders [120–122]. When dominant members of society

prevent access to resources, a small number of people within

a marginalized community may be seen as hubs for support

and resources, which can lead to fatigue and further trauma.

In response to this phenomenon, several clinic- or hospital-

based programs have been developed specifically to meet the

needs of transgender people seeking healthcare, while other

healthcare innovations have focused on using technology to

combat social closure. These more recent approaches to

within-community trauma are discussed in detail below.

Innovations in Community-Led Responses
to Trauma

Because the challenges that LGBT people face are often

specific to the communities in which they live, the most

innovative and effective solutions to improving the lives of

LGBT individuals are local. For example, LGBT informa-

tion networks have developed lists of providers who have

either self-identified themselves as LGBT or affirming of

LGBT people, or providers who have been recommended by

their LGBT patients as affirming. Such provider lists range

from formal, publicly posted, and vetted directories to

documents shared between members of a support group, to

word-of-mouth knowledge that is shared in a specific social

circle. Although these types of provider directories or lists

can be a helpful starting point for LGBT people seeking

healthcare, they are limited in that they do not adhere to

any objective criteria, often lump lesbian, gay, bisexual, and

transgender identities together, thus ignoring the significant

differences that transgender and bisexual people experience

compared to lesbian and gay cisgender individuals in terms

of stigma, health disparity, and health needs [123], and do

not consider the impact of intersectional identities on the

healthcare experience. More recently, a number of apps have

been developed that rely on user report to recommend

affirming providers. These apps, including RAD Remedy

[124] and MyTransHealth [125], allow users to generate

and review providers and staff, while also providing filters

that allow users to select personal priorities for care (i.e.,

cost, location, etc.). These technologies are an exciting new

development in LGBT healthcare and an important resource

for LGBT people who have significant anxiety about clinical

encounters.

Transgender people have created informal and formal

support networks, often, though not exclusively, focused

on the coming out process. Although such community sup-

port groups are in some ways similar to LGB-specific

groups, they differ in responses to the types of interpersonal

and structural challenges faced by transgender individuals.

For example, community support groups discuss and

problem-solve around challenges in accessing gender

affirming care and/or insurance coverage to obtain necessary

care. Furthermore, groups can provide support around the

hardship of societal stigma and overt discrimination faced

during gender transition. Because there is great diversity

within transgender communities, many cities may have mul-

tiple transgender support groups based on individuals’ needs
and identities, including but not limited to religious practice,

race/ethnicity, gender expression/identity, HIV status, and

age. Providers should be aware of what support groups exist

in their local area to be able to provide the most appropriate

referral for their transgender patients.

In response to limited resources for transgender patients,

as well as the immense difficulty many transgender people

experience interfacing with cis-centric medical systems,

several programs have begun offering transgender naviga-

tion or peer advocacy services. Most of these programs are

based at LGBT-specific healthcare centers. In these

programs, patient navigators are paid clinic staff, transgen-

der or cisgender, who can consult with patients about how

best to access healthcare resources. Programs of this kind

exist at Fenway Health in Boston, Massachusetts [126], and

as a part of the Center for Transgender Excellence at the

University of California San Francisco [127]. These

programs benefit from institutional funding, with paid staff

members who have ties to institutional resources that can be

shared with transgender clients, thereby reducing the burden

of support for unpaid community members who may be

struggling themselves.

Other programs combine direct-care services with advo-

cacy, referral, and educational services. For example, the

Sylvia Rivera Law Project in New York City offers legal

services to low-income transgender people and incarcerated

transgender people, many of whom who have been

19 Community Responses to Trauma 237



wrongfully incarcerated for defending themselves during

violent hate crimes [8]. The Trans Buddy Program, founded

in Nashville, Tennessee, by transgender people and

cisgender allies, offers free direct-care services by pairing

trained volunteer advocates with transgender people seeking

healthcare [128]. Advocates can provide resources, referrals,

and support, in collaboration with a wide spectrum of com-

munity organizations that serve transgender people. The

Trans Buddy Program differs from other patient advocate

programs in that it is staffed entirely by volunteer advocates

who attend clinical visits with transgender patients.

Volunteers also provide education and training for hospital

staff on request, and have partnered extensively with inpa-

tient nursing staff in the adolescent psychiatric hospital and

other units to provide mandatory, all-staff trainings on the

healthcare needs of transgender patients, particularly regard-

ing how providers can best accommodate transgender

patients in a biased healthcare system. Community-based

peer advocacy programs, when coupled with healthcare

institutions, are powerful intervention strategies to mitigate

trauma and improve resource access.

Trans Lifeline is another peer-to-peer program that

provides support to transgender people who are experiencing

crisis and are in need of support, with the specific goal of

preventing self-harm among transgender people. Founded in

2014 in response to gaps in existing crisis support services

that were designed to serve cisgender people, Trans Lifeline

is a free, national helpline staffed exclusively by transgender

people to meet the needs of transgender clients [129]. Impor-

tantly, as a phone-based hotline, Trans Lifeline can offer

services to transgender people who may not be able access

crisis support due to location, economic or immigration

status, or disability. The Trans Lifeline is an excellent exam-

ple of how peer support can be an effective strategy for

reducing trauma in marginalized communities.

It is important for providers to familiarize themselves

with existing within-community support resources that are

developed and led by LGBT people (see Fig. 19.1). Allied

providers can play an important role in disrupting the cycles

of trauma and resource isolation in LGBT social networks by

connecting their patients with alternate modes of support.

Strategies for provider engagement in community support

networks are discussed in more detail below.

Provider Engagement in Existing Community
Support Structures

Providers who have experience serving LGBT people may

want to attend a support group meeting if it is open to the

general public. Providers with knowledge regarding

transgender health concerns, including but not limited to

mental health, medical transition, and trauma-informed

care, can be difficult to find, even for individuals embedded

in transgender social networks. Community presence is an

important part of building trust with populations that have

experienced trauma in the healthcare setting.

Likewise, because of historical marginalization and

shared community trauma, many LGBT people find

health information and resources from alternate sources

[130–131]. Examples of such trauma include the reluctance

or refusal of many providers to care for gay men during the

AIDS crisis [132–134], the abuse of LGBT people via repar-

ative therapy [135], and restrictive requirements for medi-

cally necessary transition-related care that delay care and

increase financial burden [136]. These are just a few

examples of ways in which the medical establishment has

caused mistrust within LGBT communities [17]. When cou-

pled with readily available information online that is

increasingly accessed by patients of all orientations [130],

LGBT patients may enter a provider’s office with misinfor-

mation and mistrust. Providers should be aware of how

historical mistreatment may impact their interaction with

LGBT patients even in situations where clinic staff has

been affirming. Providers should also be aware of the most

up-to-date and accurate online resources regarding LGBT

health issued by their professional societies or LGBT health

advocacy organizations and share these resources with their

patients.

Advocacy Solutions: Ensuring Sustainable
Models to Oppose Structural Violence

Providers can advocate for their LGBT patients in a number

of ways, including writing letters of support for transgender

patients attempting to access legal document changes, as

access to accurate documents provides opportunity for

employment and education, while reducing risk of arrest

and transphobic violence [137]; educating parents or

guardians about the needs of their LGBT child; or helping

LGBT patients to identify supportive “chosen family” in the
absence of an affirming biological family. Providers can also

advocate for LGBT people by supporting healthcare and

employment non-discrimination legislation and policies,

although the efficacy of blanket non-discrimination legisla-

tion in improving the lives of the most marginalized LGBT

people has been contested [138]. Providers can also speak

out against discriminatory legislative measures, including

legislation that is counter to the policies of their professional

societies. Examples include the recent passage of “religious

freedom” legislation that allows counselors or therapists to

deny care to LGBT people on the basis of their identities, or

so-called bathroom bills that require transgender people to

use public restrooms counter to their gender identities.

A recent study found that transgender people who have
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experienced discrimination in accessing public restrooms

were more likely to attempt suicide than transgender people

who have not experienced such discrimination [139],

confirming that such discriminatory legislation poses a threat

to the health of transgender people. In sum, engagement in

patient advocacy is crucial in mitigating the structural vio-

lence that further traumatizes LGBT people.

Because the systems that restrict access to resources for

LGBT people are so pervasive, it is critical for providers to

work with their patients to ensure that community-led

responses to trauma can be nurtured and sustained over

time [140]. In addition to making connections with existing

community organizations, providers should be aware of the

local landscape for LGBT people. What are the major

barriers to attaining optimal health? Where are the key

sites in which community building takes place? Who are

the leaders and potential early adopters of health-promotion

strategies? With this knowledge, clinics and hospitals can

better meet the needs of diverse LGBT patients, whether that

means offering a specific clinic day reserved for pelvic

exams for transgender people, integrating behavioral health

into primary care and cross-gender hormone-therapy

appointments, or making sure that HIV prevention is an

integral aspect of primary care. Because of the powerful

combined effects of interpersonal and systemic violence, if

hospital administrators and clinic managers create policies

that not only consider, but center on the needs of LGBT

patients, there is significant hope for disrupting LGBT

marginalization.

As an increasing number of LGBT providers are coming

out and entering healthcare professions, it is important to

acknowledge the ways in which LGBT patients’ trauma can

be transferred to LGBT-identified providers. To date, the

literature has focused on the attitudes of providers toward

LGBT patients [48, 141–146]; almost no research has exam-

ined the experiences of LGBT providers. One survey of

presumed heterosexual and cisgender physician assistants

found little stated bias against LGBT coworkers [147]. How-

ever, a recent study of LGB surgical residents found that

over half (57%) of respondents reported hiding their identity

from their attending physician, indicating significant

problems with discrimination [148]. Another online survey

study of LGB-identified physicians found that 65% of the

sample reported hearing derogatory comments about LGBT

people from their coworkers and 27% had witnessed dis-

criminatory treatment of an LGBT coworker [149]. In addi-

tion to discrimination from colleagues, LGB providers may

also experience discrimination from patients [150–

151]. Importantly, all studies to date have used self-report

measures in online convenience samples of LGB providers

and there have been no studies of the experiences of trans-

gender providers.

The discrepancy between the reported workplace

experiences of heterosexual and LGB providers suggests

that many well-intentioned individuals have implicit biases

based on sexual orientation and gender identity, and that

discrimination is underreported. When combined with the

high rates of LGBT community trauma and the risk of over-

identification with their patients, LGBT-identified providers

are in particular need of peer and institutional support. There

is growing recognition of the needs of LGBT providers and

healthcare researchers; professional organizations such as

GLMA serve an important role as social spaces for LGBT

healthcare professionals, sources of professional support,

and by providing political advocacy [152].

Conclusion

This chapter illustrates ways that LGBT communities

respond to trauma. These strategies include creating art,

sharing histories, forming social support networks, building

alternatives to homophobic and transphobic institutions, and

creating community-led organizations to support LGBT

people. We have described some of the strategies employed

by diverse LGBT people to manage trauma, but must

acknowledge that there are likely many other ways that

LGBT people cope, process, and heal. This acknowledgment

is an act of cultural humility, a term that describes the

limitations of approaches that emphasize mastery of knowl-

edge about groups or cultures that one is not a member of,

while simultaneously embracing the ongoing and personal

nature of education [153]. In naming the limits of our own

knowledge, we are best able to create room for all of the

LGBT people in our lives to name their trauma and respond

in the ways that best fit their needs.
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Resilience Development Among LGBT
Health Practitioners 20
Carl G. Streed Jr. and Mickey Eliason

Objectives

• Identify three stressors experienced by LGBT health

practitioners

• Describe how stress impacts LGBT health practitioners

• Identify three sources of resilience among LGBT health

practitioners

• Discuss recommendations for fostering resilience among

LGBT health practitioners in healthcare

Introduction

Most LGBT people who choose to pursue a career in the

healthcare field have personally experienced stress related to

coming out, bullying in school, or rejection. They may have

grown into adulthood with few role models who are LGBT

health practitioners, and unlike underserved racial/ethnic

populations, there are no pipeline programs to recruit and

support LGBT people in healthcare careers. Despite these

challenges, or perhaps because of them, LGBT individuals

can be drawn to careers in healthcare to improve the treat-

ment and well-being of others because of their own lived

experiences [1]. However, Sexual and gender minority stress

may complicate their career paths, seeking employment, and

ongoing clinical practice.

The inherent stress associated with working in a

healthcare setting can be compounded by the stigma

associated with a minority sexual or gender identity (e.g.,

LGBT identification); this “minority stress” is hypothesized
to underlie the elevated rates of mental health concerns,

substance use, and poorer physical health among LGBT

individuals compared to the general population [2–4]. In

healthcare work environments punctuated by high levels of

such minority stress, fear of discrimination, harassment, or

even job loss may adversely impact LGBT health

practitioners’ ability to achieve their full professional poten-
tial, and willingness to serve as needed mentors to LGBT

individuals interested in pursuing careers in healthcare.

Thankfully, research demonstrates a steady decline in dis-

crimination and harassment of LGBT health practitioners

and is beginning to address resilience among LGBT

populations and health practitioners [5–7]. This chapter

reviews literature on experiences of LGBT health

practitioners, and proposes methods to reduce discrimination

and foster resilience.

Case Scenario, Part 1

Laura is a 38-year-old female cisgender bisexual nurse at an

urban academic medical center (Fig. 20.1). She has dated

and been in long-term relationships with both men and

women at various times in her life. Many of her work

colleagues now know her to be bisexual and have been

welcoming to her significant others, but she has experienced

some negative comments from coworkers and one supervi-

sor in the past. Laura participates in an Employee Resource

Group (ERG) on LGBT issues that has successfully updated

policies to protect against discrimination based on sexual

orientation and gender identity, and has begun to address

health insurance equity for transgender employees and train-

ing on LGBT issues for current employees as well as new

hires.
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Trauma and Discrimination Experienced by
LGBT Health Practitioners

Like racism and other structural inequities that create and

maintain barriers between people, heterosexist,

homophobic, transphobic, and gender normative attitudes

affect individuals in the healthcare setting. These attitudes

negatively influence the education of health practitioners,

the quality of healthcare for patients/clients, and the

healthcare environment [8]. Studies from the 1970s forward

have demonstrated challenges coming out in the workplace

along with experiences of harassment, discrimination, or

differential treatment [8]. Most studies thus far have focused

on physicians (or medical students) and nurses [9, 10]. The

additional stress of being LGBT in the workplace combined

with the experience of minority stress outside of work may

underlie mental and physical health disparities [11–13]. In

numerous healthcare practice and academic settings, LGBT

staff and students/trainees may not feel safe being out as a

consequence of a lack of institutional nondiscrimination

policies and recognition or support of their identities (e.g.,

trans-inclusive health insurance policies) and/or

relationships (e.g., domestic partner benefits). Sexual orien-

tation and gender identity are rarely obtained when gathering

demographic data [14], resulting in an inability to quantify

how many faculty, staff, and/or students/trainees identify as

LGB or T and to identify and address any disparities in their

experiences. This institutional invisibility creates and

maintains an environment of isolation and fear of being

outed without permission, fired, or denied equal protection

and an inability to access needed healthcare despite being a

member of the healthcare profession.

Case Scenario, Part 2

When Laura first came out as bisexual, an attending physi-

cian on her floor cornered her in the break room and asked

her to join him and his girlfriend for a threesome. She

politely said no, but he persisted in asking her out several

times over the next few months and made her feel very

uncomfortable. She also felt that her job might be threatened

because of the greater power the physician had in the

workplace.

Physicians, Medical Students, and Physician
Trainees

Physicians tend to be seen as leaders within healthcare, and

are thus in a unique position of authority and responsibility.

Initial attempts to address LGBT health disparities have

therefore focused on understanding physicians’ knowledge,
attitudes, and skills related to LGBT health, with compe-

tence associated with a more welcoming environment for

both LGBT patients and employees. Studies of physician

attitudes toward LGBT patients (i.e., homophobia/

transphobia) have found a decline in overtly negative

attitudes and biases toward working with LGB patients

(19% in 1999 down from 58% in 1982) [15–17]; these

negative attitudes have even been cited to limit referrals to

LGBT physicians [18]. Negative and harmful attitudes and

biases have also been found in students and trainees

[19, 20]. More recent studies of bias, however, have found

that while a majority of students still harbor some form of

implicit bias against lesbian and gay patients, explicit bias

against lesbian and gay patients is declining; similar

attitudes toward gay and lesbian patients have been found

among physicians [21–23]. These findings suggest that there

is an understanding that LGBT patients are entitled to the

same competent and compassionate care as their heterosex-

ual, cisgender peers.

To understand the experiences of LGBT physicians,

Schatz and O’Hanlan [24] conducted a survey in 1994 of

the members of an LGBT medical organization. A quarter of

respondents stated that most of their colleagues knew of

their sexuality, and another quarter reported that less than

10% of their colleagues knew of their sexuality; half fell

somewhere between these extremes. A follow-up to this

study in 2011 [9] noted significant improvements in LGBT

physician experiences. Table 20.1 compares some of the

findings of these two studies across time.

Fig. 20.1 Laura is a 38-year-old female cisgender bisexual nurse at an

urban academic medical center
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Arguably, an intolerant or unwelcoming climate in

healthcare work settings partially stems from the lack of

training in healthcare professional education. Obedin-

Maliver and colleagues [25] found medical school curricula

had only a median of 5 h dedicated to teaching LGBT-related

content in the entire curriculum with nearly a third of schools

reporting 0 h of LGBT-related content. Other research

reported that fewer than half of medical students always

asked their patients about same-sex behaviors, and themajor-

ity rarely or never discussed a patient’s sexual orientation;
28% reported they were uncomfortable addressing an LGBT

patient’s health needs [26]. Further, whereas 58% of US

internal medicine residency programs covered the health of

racial/ethnic minorities in their curricula, only 30%

addressed health of gay men and 11% health of lesbians [27].

In addition to the lack of formal curricula addressing

LGBT issues, exclusionary and sometimes even anti-

LGBT sentiment is often found in the hidden curriculum of

clinical training. The hidden curriculum includes

interactions with other students outside of the classroom,

extracurricular activities and clubs, conversations and advis-

ing from faculty, and the wide diversity of experiences in

clinical settings. Medical students, residents, and physician

teachers report witnessing medical colleagues behave in a

discriminatory fashion or make derogatory remarks about

LGBT patients to about the same extent as they observe

gender and racial discrimination [28, 29]. Unfortunately,

homophobic attitudes can have profound effects on work-

force development; nearly a quarter of family practice pro-

gram directors would not match openly gay residents to their

programs [30].

Therefore, it is not surprising that 95% of LGBT students

applying for medical school did not disclose their sexual

orientation for fear of discrimination, and 46% did not dis-

close when applying for a residency [31]. While some may

judge this vigilant behavior to be overly cautious, several

studies suggest that fears of disclosure are valid [32]. Patients

may also discriminate against physicians they know to be

LGB. A study of LGB internists in Canada revealed that

30% had been subjected to homophobic remarks by patients

on three or more occasions [33]. In a related study,

researchers found that 12% of randomly selected adults

would refuse to see an LGB family physician [34].

A national random sample survey of individuals in the

USA found that 30% said they would change their provider

if they found out the provider was LGBT, and 35% would

switch to a different clinic or practice if they found the

practice employed openly LGB healthcare providers [35].

Some LGB physicians choose to “pass” as heterosexual to

avoid these potential problems with patients [36]. Thus far,

no studies have examined patient attitudes about transgender

physicians.

With physician job dissatisfaction as one of the most

powerful predictors of “departure” from medicine [37], dis-

crimination and harassment from supervisors, colleagues,

and patients are likely to be important factors influencing

the decisions of LGBT physicians to continue careers in

medicine, as well as specialty and geographical practice

location selections.

Case Scenario, Part 3

When Laura first came out to colleagues, they seemed to

have no idea what bisexuality was—several asked her if it

meant she was gay, and others implied that it was a phase she

was going through. One coworker put a pamphlet from a

church-run ex-gay ministry in her mailbox.

Nurses and Nursing Students

In addition to a high degree of job stress in the nursing

profession, the added stress of discrimination toward

LGBT nurses is likely a significant contributor to high turn-

over [38–41]. Evaluation of nurses’ attitudes toward LGB

patients has found results similar to their physician

colleagues. In one early survey of nurse educators [42],

more than half believed lesbians to be “unnatural” or dis-

gusting (34%), or immoral (23%). A review of the nursing

literature addressing LGB patient care found evidence for

negative attitudes toward LGB patients in all 17 papers

reviewed [43], and interviews with practicing nurses

revealed shockingly low levels of knowledge [44].

Moreover, Sabin and colleagues [22] found that nurses

collectively had widespread implicit preferences for

Table 20.1 Comparison of experiences of LGB physicians in the early 1990s and late 2000s [9]

Finding Shantz and O’Hanlon, data from 1993 [24] (%) Eliason et al., data from 2008 [9] (%)

Refused privileges or denied promotion 17

Denied referrals 16 10

Experienced verbal harassment 34 15

Experienced social ostracism 37 22

Heard disparaging remarks from colleagues 88 65

Witnessed poor care of LGBT patients 52 33
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heterosexual people, and heterosexual male nurses had the

greatest degree of implicit bias.

However, research documents increasing acceptance over

time. Participants in the largest study of LGBT nurses [10]

were drawn from a wide variety of nursing settings: 57%

were out to all of their coworkers, 4% were not out to anyone

at work, and 88% were out to no or few patients. Less than

30% of respondents reported overtly negative workplace

climates, but those who did had been outed, lost jobs, saw

patients being ridiculed or even physically abused, and had

experienced harassment. More promisingly, a majority

(73%) reported that their workplace was generally LGBT-

friendly; factors that made these environments friendlier

included LGBT-inclusive policies, open-minded coworkers,

openly LGBT coworkers, urban as opposed to rural geo-

graphical location, type of institution (less friendly if a

religious-based hospital, more friendly in educational

settings), and an institutional commitment to diversity.

Nursing education is comparable to medical education in

the absence of LGBT health topics in the formal curriculum.

However, recent studies show that attitudes about the impor-

tance of teaching on LGBT health are changing [45, 46].

A survey of over 1000 US nurse educators [45] found that

just over 2 h on average were devoted to LGBT topics in

nursing education, while 17% of programs had no LGBT

content at all. A majority of respondents (70%) indicated

that they were willing and ready to teach these topics, and

75% indicated they would be comfortable teaching LGBT

topics but lacked knowledge of the content they should be

covering. Thus far, no studies have addressed the hidden

curriculum in nursing education.

Other Healthcare Practitioners and Trainees

Two surveys of dental school administrators [47, 48] found

that although many were aware that they had LGBT

students, few had any content in the curriculum about sexual

and gender minority people. A survey of dental students [49]

including 16 LGBT and 100 heterosexual students found

that 30% of students disagreed that their school had a sup-

portive climate for LGBT students, and 33% and 20% had

observed unequal treatment of LGBT patients and providers,

respectively. Over half (53%) had heard insensitive or dis-

paraging comments about LGBT people from faculty

members in their school and 87% from fellow students.

Overall, 88% of students disagreed or were neutral about

the statement that their program had adequately prepared

them to work with LGBT populations. LGBT students felt

less safe, included, or encouraged than heterosexual

students, and witnessed more episodes of unequal treatment

of both patients and LGBT providers. Seaborne, Prince, and

Kushner [50] surveyed physician-assistant schools and

found a similar lack of LGBT health curricular content as

reported at medical schools. To date, no studies have

addressed the work experiences of LGBT physician

assistants. Although a greater amount of literature has

focused on inclusion of LGBT issues in the training of

psychologists and social workers, little of this has examined

workplace climate specifically.

An interdisciplinary study of LGBT healthcare

practitioners currently underway [51] will offer the opportu-

nity to compare experiences across different disciplines. A

preliminary analysis of the data for over 200 LGBT

healthcare professionals shows that over 80% were satisfied

or very satisfied with their jobs, and over 80% showed

resilience (ability to bounce back quickly after anti-LGBT

incidents or comments). Many of the settings where

respondents worked did not have LGBT-inclusive policies,

and 30% of the sample reported that their workplace climate

was not welcoming. Moreover, 64% reported an absence of

training on LGBT issues for employees where they worked

or went to school. When asked who gave them support when

they experienced stress related to being LGBT at work, they

relied mostly on partners and close friends, while less than

20% received good support from coworkers, 15% from

bosses/supervisors, and 13% from professional

organizations. Nearly half reported that LGBT-related

work stress affected relationships with coworkers and job

satisfaction; 42% reported mental health problems, and 38%

reported work burnout.

While research on the experiences of LGBT healthcare

practitioners and trainees in the workplace is sparse, avail-

able data suggest that both school and practice settings are

perceived to be discriminatory or overtly hostile. These

adverse environments may impede learning and productivity

for LGBT healthcare practitioners, and may lead to poor job

satisfaction and burnout. However, emerging research has

demonstrated a decrease in discrimination and an increase in

acceptance of LGBT health issues and LGBT health

practitioners.

Case Scenario, Part 4

Laura was in a relationship with a woman when she first

came out to coworkers, and no matter how often she

explained that she was still bisexual, many of them referred

to her as a lesbian. When that relationship ended, she started

dating a man and a coworker asked, “So that means you

aren’t gay anymore, right?” Laura was in an LGBT

employee support group and was able to share this experi-

ence and laugh about it. Because of the support she had from

other LGBT coworkers, she was able to calmly address this

comment and educate her coworker.
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Resilience Among LGBT Health Practitioners

While LGBT health practitioners face many forms of

discrimination from colleagues, patients, and society at

large, many manifest a resilience that has not yet been well

characterized. Resilience describes the ability of individuals

and communities to bounce back or to cope successfully

despite adverse circumstances [52, 53]. Resilience has

been referred to as an inborn personality trait [54, 55] and/or

a dynamic learned process [56]. A common theme is that

individuals who are described as resilient are able to over-

come challenging obstacles encountered over time.

What follows is a brief exploration of factors that may

influence the resilience of LGBT health practitioners, exam-

ined at individual, institutional, organizational, and societal/

public policy levels. An ecosocial model (see Fig. 20.2) has

been applied to other aspects of LGBT health [57, 58]. This

model proposes that no individual factors alone can predict

health and well-being, because each individual is impacted

by others close to them, the communities in which they live,

the institutions where they receive education and work, and

dominant societal-level discourses, laws, and policies.

Factors across this sociocultural trajectory may support or

prevent resilience development. The societal level is partic-

ularly critical, because if there were no stigma in society

created by dominant discourses of law, medicine, media,

education, and religion, there would be no minority stress

for LGBT people. Primary prevention of stigma is a priority.

Societal/Public Policy Level

Societal changes related to civil rights and stigma reduction

for LGBT populations would reduce much of the stress in

the workplace for LGBT health practitioners. Examples of

meaningful changes at the societal level include relationship

equality/recognition, workplace nondiscrimination laws,

comprehensive sexuality education in schools, anti-bullying

programs that address sexual orientation and gender identity,

and changes in religious doctrines and dogma regarding

LGBT people. The upsurge of Religious Freedom bills

promulgated by several state legislators threatens the safety

and equality of LGBT individuals, as these bills allow

businesses and institutions to actively discriminate against

people with diverse sexual orientations and gender

identities. Further, national policies and laws affect the

health and well-being of LGBT individuals. Most notably,

marriage equality has been linked to the health and well-

being of LGBT individuals and families [59–62] by allowing

access to healthcare by partners; increasing overall health

and longevity; protecting hospital visitation and decision

making rights; increasing investment in the relationship;

increasing family and community support for the relation-

ship; and improving care of children of LGBT parents when

their families are respected and accorded legal protections.

Despite the benefits afforded by marriage equality, now a

reality in many countries worldwide, LGBT individuals can

still lose their jobs based on their sexual orientation or

gender identity. In the USA, a federal employment nondis-

crimination law will be necessary to protect LGBT people

from job loss. In addition, pipeline programs that encourage

students to enter the health professions could further

increase professional opportunities for LGBT youth and

young adults.

Organizational and Professional Factors
of Resilience

Macro-level factors at organizational, professional practice,

and policy levels can profoundly affect the work experiences

of LGBT health practitioners. Practices and policies range

from hostile or apathetic toward LGBT individuals to sup-

portive, affirming, and inclusive [63]. Organizations affect

LGBT persons in a variety of domains, including institution-

and unit-level policies and procedures; public statements

and philanthropy; strategic planning; recruitment, hiring,

promotion, and termination; and employee/trainee/staff

benefits, training, and other support resources. These factors

do not need to be overtly apparent to affect the resilience of

LGBT health practitioners; individuals may not be aware of

discrimination when they are not hired for a job or do not

receive patient referrals. In addition, LGBT health

practitioners may not be aware of LGBT-affirming practices

used by their institutions. Mohr and Fassinger [64] noted that

“lesbian-, gay-, and bisexual-affirming” practices and

policies of institutions may indirectly create a positive influ-

ence by “attracting socially progressive workers who are
Fig. 20.2 An ecological model for understanding resilience in LGBT

healthcare practitioners
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more likely than others to contribute to a positive work

environment for non-heterosexual colleagues.” An example

of LGBT-affirming practices includes recruiting and hiring

openly LGBT health practitioners with the consequence that

future LGBT hires may feel more welcomed and supported.

Additional strategies to enhance climate and inclusion

include nondiscrimination policies, same-sex partner

benefits, training on LGBT-inclusive climate, and a commit-

ment to diversity that includes sexual orientation and gender

identity alongside all other categories of diversity.

Healthcare practitioners are also influenced by advocacy

organizations. National healthcare professional

organizations have begun to address LGBT employee issues

via task forces, committees, or workgroups. Table 20.2

shows some of these resources. These groups play multiple

roles in improving healthcare services for LGBT patients,

improving the work and providing support and networking

for LGBT healthcare practitioners.

Marriage equality notwithstanding, national policies do

not yet provide protections against LGBT employment dis-

crimination. Institutions can play a leadership role by

incorporating robust nondiscrimination policies related to

employment (hiring, retention) and workplace conduct

(sexual harassment); these “best business practices” focus

on the importance of recruiting and retaining top talent

[65, 66]. For example, employer-sponsored insurance plans

with inclusive transgender heath care coverage may be

beneficial in recruiting and retaining students, faculty, and

staff. The oft-cited financial burden of providing such

coverage has not been borne out in analyses of organizations

and systems that have already instituted these benefits [67].

LGBT student groups are common on undergraduate

campuses, but not as prevalent in graduate-level healthcare

training programs, where they could be highly beneficial.

Other aspects of climate include extracurricular activities,

social events, and celebrations that often center on hetero-

sexual students’ experiences and are not sensitive to LGBT

experiences or inclusive of same-sex partners. It is crucial to

be attentive to the hidden curriculum – a composite of

implicit and explicit biases, institutional climate, and

ingrained behaviors of clinical personnel [68] – as trainees

tend to retain and incorporate into their own practice what

they observe and experience far more than what they are

overtly taught. The challenges of the hidden curriculum for

Table 20.2 Resources for LGBT health practitioners

Resource Link

GLMA: Health Professionals Advancing LGBT Equality http://www.glma.org/

LGBT Caucus of Public Health Professionals http://www.aphalgbt.org/

LGBT Committee of the American Medical Association http://www.ama-assn.org/ama/pub/about-ama/our-people/member-groups-sections/

glbt-advisory-committee/

LGBT Expert Panel of the American Academy of

Nursing

http://www.aannet.org/ep-lgbtq-health

American Academy of Physician Assistants LGBT

Physician Assistant Caucus

http://www.lbgtpa.org/

World Professional Organization for Transgender Health

(WPATH)

http://www.wpath.org/

American Psychological Association, Division 44 http://www.apadivision44.org/

American Psychiatric Association, LGBT Caucus http://www.psychiatry.org/psychiatrists/cultural-competency/minority-and-

underrepresented-groups-caucuses

American Medical Student Association; Has an LGBT

Handbook

http://www.amsa.org/advocacy/action-committees/gender-sexuality/lgbt-handbook/

Association of Gay and Lesbian Psychiatrists http://www.aglp.org/

Lavender Health LGBT Resource Center http://lavenderhealth.org

Human Rights Campaign (HRC) Corporate Equality

Index and Healthcare Equality Index

http://www.hrc.org/resources/entry/corporate-equality-index

http://www.hrc.org/campaigns/healthcare-equality-index

OutLists Examples:

George Mason University: http://lgbtq.gmu.edu/safezone/allylist.php

Johns Hopkins University: http://studentaffairs.jhu.edu/lgbtq/outlist/

New York University School of Medicine: http://www.med.nyu.edu/school/student-

resources/diversity-affairs/lgbtq-resources/outlist

University of California, Berkley: http://lavendercal.berkeley.edu/out-list

University of California, San Francisco: http://lgbt.ucsf.edu/out_outlist.html

University of Maryland: http://www.umd.edu/lgbt/outlist.html

University of Michigan: https://spectrumcenter.umich.edu/outlist/home

University of Oregon: http://lgbt.uoregon.edu/GetInvolved/AnnualPrograms/Outlist.

aspx

University of Southern California: http://sait.usc.edu/lgbt/signature-programs/

outlist.aspx
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LGBT students and trainees are illustrated by continued

consideration of Laura’s training experience [69].

Case Scenario, Part 5

Laura relates that she was afraid to come out in nursing

school because the curriculum never mentioned LGBT

issues, faculty members never raised the topic, and other

students made homophobic remarks that were never

addressed by faculty. One staff member was rumored to be

gay and was the source of much malicious gossip.

The hidden curriculum has been experienced by students/

trainees as largely negative as a result of observing insensi-

tive attitudes, derogatory statements, and even frankly

discriminatory behaviors from faculty and staff about or

toward LGBT patients [70, 71]. The power dynamic

between students/trainees and professors and clinical

supervisors often discourages speaking out against such

bias. When sexual harassment and anti-discrimination

policies explicitly cover LGBT employees, the training for

these policies can create allies among heterosexual,

cisgender students, faculty, and staff, who can share the

burden of speaking up when they witness microaggressions

or overt harassment. This method is especially critical as

trainees absorb and mimic what they experience and perpet-

uate such behavior in the academic environments when they

become teachers themselves. Establishment of reporting

mechanisms and rapid response teams trained to promptly

address instances of bias and inequity in the hidden curricu-

lum are strongly recommended [71].

Examination of the formal curriculum for opportunities to

integrate LGBT health content is also a valuable approach. A

survey of third- and fourth-year medical students found that

students with more clinical exposure to LGBT patients were

more likely to take sexual histories on all their patients, had

more positive attitudes about LGBT people, and had more

accurate knowledge about LGBT health than did students

with limited clinical exposure [25]. Knowing an LGBT

person is a predictor of more positive attitudes, suggesting

that the more LGBT students and faculty members disclose

their identities, the more likely they will be to shift the

attitudes of their peers. Healthcare providers also need to

be made aware of the power of implicit bias, and how to

mitigate one’s biases.
Additional policies address LGBT healthcare compe-

tency by requiring demonstration of requisite knowledge,

attitudes, and skills as part of health profession training or

hospital accreditation [72, 73]. Implementation of these

policies is slow, and inclusion of LGBT issues in health

professions training programs remains unstandardized

and not required by entities such as the American

Association of Medical Colleges and the American Asso-

ciation of Colleges of Nursing. Examples of curricular

integration include but are not limited to the following

[72–74]:

• Courses or lectures on development across the life span

that consider the coming-out process and how it changes

across the life course;

• Lectures on discrimination, health disparities, and social

justice that include the concepts of minority stress,

heterosexism, and gender normativity;

• Units on family structure that discuss the myriad ways

that LGBT individuals forge families, and consider

expanded definitions of family;

• Units about specific diseases or disorders that include

some case studies depicting specific issues an LGBT

person with these conditions might experience;

• Gerontology modules that address health disparities and

discuss how to treat LGBT elders with sensitivity and

respect in institutional settings; and

• Sexual health units that consider a host of LGBT issues

that extend beyond discussion of HIV and STIs.

In clinical clerkships, LGBT healthcare can be addressed

via intersessions, departmental grand rounds, “lunch

rounds,” formal and informal faculty talks, online modules,

and other venues; each educational opportunity emphasizes

to students and trainees the importance and relevance of

these issues to patient care.

Community Factors of Resilience

Mereish and Poteat [75] proposed that “growth-fostering”
relationships provide the foundation for resilience. A grow-

ing professional network exists among LGBT health

practitioners, with organizations centered in LGBT advo-

cacy, such as GLMA: Health Professionals Advancing

LGBT Equality (see Table 20.2 for other resources). Key

characteristics of growth-promoting relationships include

empathy, mutuality, and empowerment [75]. Community

building can be promoted via LGBT clubs, organizations,

mentoring programs, institutional celebrations of LGBT

pride, and OUTLists. OUTLists are publicly accessible

collections of faculty, staff, alumni, students, and trainees

who identify as LGBT and are willing to serve as mentors

and an informal support network for the LGBT community

at their institutions. OUTLists can be useful tools for

recruiting and retaining the most talented LGBT employees,

in that the existence of these lists provides a visible example

of the organization’s commitment to diversity and inclusion

(see Table 20.2 for examples).
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Individual Factors of Resilience

Limited research has examined the development of resil-

ience among health practitioners in general, and research

specific to LGBT health practitioners is practically nonexis-

tent. We know that challenging workplaces, psychological

emptiness, diminishing inner balance, and a sense of disso-

nance in the workplace are factors that affect resilience in

nurses and physicians , and that characteristics related to

resilience include hope, self-efficacy, coping, control, com-

petence, flexibility, adaptability, hardiness, sense of coher-

ence, skill recognition, nondeficiency focusing, gratification

from the patient-provider relationship, ensuring leisure time,

self-reflection, and time for family and friends [76–82].

Although this research has not focused on LGBT health

practitioners, data suggest that being out as an LGBT health

practitioner can have positive consequences. For example,

Eliason, Dibble, and Robertson [9] found that many

respondents (46%) had received referrals of LGBT patients,

over half (52%) had been sought out as experts on LGBT

health, and some (34%) had been asked to do grand rounds

on LGBT topics. This suggests a new level of support and

valuing of the knowledge and experiences of LGBT

healthcare practitioners, but on the other hand, these requests

may also increase workload and add to stress as noted by two

respondents [51]:

Often called on to teach anything having to do with human

sexuality. Expected to be expert on anything LGBT. . .There is

no protected time for these responsibilities and as a result I feel

that my research productivity is diminished. In addition, the

LGBT teaching I do seems to be less valued than basic science

teaching.

Currently we are trying to improve the curriculum at our school

and the climate. It’s overwhelming because the administration is

“supportive” in that they will let us do the work we’re trying to

do but it is 100% on us. I don’t have time to do all my classwork,

as well as re-write their curriculum as the one of a handful of our

people on campus. It’s more work than I did when I worked full

time, and no one pays me to do this.

Conclusions

This chapter highlights the challenges LGBT healthcare

practitioners face during training and in their day-to-day

professional practice and workplace. A growing body of

research on the experiences of healthcare practitioners has

identified key factors associated with burnout; an

accompanying body of research on resilience is now

blossoming. Nevertheless, little research has addressed the

unique stressors and challenges faced by LGBT healthcare

practitioners with regard to experiences of stigma and dis-

crimination. We have provided a series of recommendations

based on available evidence that can be used to transform

healthcare settings into more welcoming and inclusive

environments for LGBT people, thereby reducing trauma

and burnout and fostering resilience at individual, institu-

tional, and national levels.

Case Conclusion

Laura was able to find supportive colleagues in the

Employee Resource Group on LGBT issues and work for

policy change at her institution. This support allowed her to

become more resilient so that she could educate her

coworkers and patients on LGBT issues without

experiencing stress and anxiety herself.

Discussion Questions

1. What role do institutions have in supporting LGBT health

practitioners?

2. How do federal policies and laws affect the development

of resilience among individual healthcare practitioners?

How can healthcare practitioners become better

advocates for systems-level change? What strategies can

health practitioner institutions (human resources

departments, academic programs) use when trying to

promote health among fellow LGBT health practitioners?

3. What community resources are available to support

LGBT health practitioners and their families?

Summary Practice Points

• Currently, LGBT healthcare professionals lack support

from federal, institutional, and interpersonal levels that

would enhance individual resilience.

• Employee acceptance and connectedness support resil-

ience development among LGBT health practitioners.

• Organizational commitment and support in the form of

Employee Resource Groups (ERGs) and inclusive

policies, procedures, and language are crucial in enhanc-

ing employee resilience.
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