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PRIMARY CARE OF LGBTQ PATIENTS 
Donald Curran, MD 

Week 17 
 

 
Educational Objective:  

 
1. Develop cultural competency for providing primary care to LGBTQ patients. 
2. Understand the preventative care needs of LBGTQ patients.   
3. Understand basic principles of gender affirming medical care for transgender patients. 

 
CASE ONE: 

 
25-year-old Kris is scheduled for an initial visit. When you enter the room, you notice Kris is 
wearing a multicolored T-shirt that says LGBTQ pride. 
 

 
Questions: 
  

1. What does LGBTQ mean? Review definitions and terminology of gender identity, 
gender dysphoria, and sexual orientation. 
The acronym LGBTQ stands for Lesbian, Gay, Bisexual, Transgender, and Queer. 
Understanding definitions and using appropriate terminology is an important first step for 
developing the cultural competence required to meet the needs of a unique group of 
patients. The terms lesbian, gay, and bisexual refer to sexual orientation. Sexual orientation 
is how a person characterizes their emotional and physical attraction to others. Lesbian 
refers to women who are attracted to women. Gay refers to individuals who are attracted to 
the same sex, more often it is used to describe men who are attracted to men. Bisexual 
refers to attraction to both women and men. Although sexual orientation usually affects 
sexual behavior, it is not a description of behavior. Transgender is used to describe 
individuals who have a gender identity that is different than their sex assignment at birth. 
Gender identity is further defined as an individual’s innate sense of being male, female, 
both or neither. Cisgender individuals have a gender identity that is congruent with their 
sex assignment at birth. A trans woman is an individual whose natal sex is male but gender 
identity is female. A trans man is an individual whose natal sex is female but gender 
identity is male. Transgender individuals who do not identify with a binary male or female 
gender role are often referred as genderfluid or genderqueer.  
 
The Diagnostic and Statistical Manual of Mental Disorders 5 (DSM-5) includes gender 
dysphoria as a diagnosis. Gender dysphoria refers to the discomfort or distress that is 
caused by a discrepancy between a person’s gender identity and sex assignment at birth, 
along with associated gender roles and/or sexual characteristics. It manifests as clinically 
significant distress or impairment in social, occupational, or other important areas of 
functioning. It is essential to recognize the distinction between transgenderism and gender 
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dysphoria. Transgenderism is not a psychological pathology, whereas discomfort and 
distress are central to gender dysphoria.  
 
The term queer is complicated. Historically it was used as a derogatory slur against 
individuals whose sexual orientation did not fit with societal norms. The term was later 
reclaimed by many in the LGBT community as a positive self-label. More recently it has 
been adopted by individuals who specifically reject fixed sexual and gender labels and seek 
a broader, deliberately ambiguous term other than LGBT. Clinicians should be receptive to 
patients who identify themselves as queer but be cautious about using this term because 
some individuals may still find it offensive. Terms such as homosexual and transvestite are 
considered outdated and should be avoided. Language is powerful. It can both affirm and 
stigmatize individuals. The term homosexual may seem to be a neutral and scientific term, 
but historically it had been used by the medical community to pathologize same-sex 
attraction. Up until 1973, homosexuality was listed as a psychologic disorder. Two 
excellent online glossaries to help navigate LGBT terminology can be found online at: 
https://lgbtqia.ucdavis.edu/educated/glossary.html 
https://www.lgbthealtheducation.org/publication/lgbt-glossary/ . 
  

 
CASE ONE CONTINUED: 

 
You introduce yourself, and the patient says, “Hi, I’m Kris.” You start your visit by asking 
Kris about any concerns that should be addressed at the visit. Kris replies, “I am not really 
sure what to ask you about. The last time I saw a doctor, I was 14.” 
 

  
2. What barriers to high-quality medical care exist for LGBTQ individuals?   

LGBTQ individuals have significant disparities in access to healthcare and healthcare 
outcomes, compared to cisgendered heterosexual people (McNamara, 2016). Barriers to 
care include the following issues: 
  
Discrimination, harassment and stigma:   
LGBTQ individuals are at high risk of physical and emotional harm from discrimination 
and harassment. This can sometimes occur in a very overt and even violent fashion. Stigma 
and discrimination also occur in more subtle forms by both individuals and institutions. 
The effects of more subtle discrimination and micro-aggressions, where the perpetrator 
may not even be aware of their discriminatory behavior, can be cumulative and lead to 
chronic stress on minority individuals. LGBTQ patients with prior negative interactions 
with healthcare providers may be more likely to distrust medical providers and avoid 
seeking care. 
  
 
 
 
 

https://lgbtqia.ucdavis.edu/educated/glossary.html
https://lgbtqia.ucdavis.edu/educated/glossary.html
https://www.lgbthealtheducation.org/publication/lgbt-glossary/%20.
https://www.lgbthealtheducation.org/publication/lgbt-glossary/%20.
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Economic: 
Poverty and unemployment rates are higher in individuals identifying as LGBTQ. 
Transgender individuals are more likely to be uninsured compared to the general 
population and compared to lesbian, gay, and bisexual individuals. Even if they have health 
insurance, they may have high out-of-pocket costs for transgender-specific care (Daniel, 
2015). 
  
Healthcare providers lack of clinical and cultural competence: 
Unfortunately, healthcare providers are part of the problem and have a lot of catching up to 
do. Difficulty finding a knowledgeable provider is one of the most commonly reported 
barrier to healthcare identified by transgender individuals (U.S. Department of Health and 
Human Services, Gay and Lesbian Medical Association, 2001).  In one survey, 50% of 
transgender patients reported having to educate their providers about transgender health 
(Goldberg, 2003). In recent years there has been a greater recognition of the need to 
improve the LGBTQ cultural and clinical competence of healthcare providers. This training 
should begin in medical school and continue through practice (Daniel, 2015).  
  

3. What can you do to make your clinical visit welcoming to LGBTQ patients? (Have the 
group briefly role play, taking K’s social and sexual histories using language that is 
inclusive to non-binary identities.) 

• Show respect, empathy and sincere interest in learning who they are. LGBTQ 
patients are a very diverse group of individuals. If you know one LGBTQ person, 
you only know one LGBTQ person. 

• Avoid making assumptions about your patients’ gender identity, sexual orientation 
and sexual behaviors based on outward appearance. Do not assume the “normal 
appearing” patient in front of you is heterosexual cisgender. Your LGBTQ patients 
are not typically going to signal their status with rainbow-colored LGBTQ Pride T-
shirts. Just because Kris is wearing an LGBTQ Pride T-shirt does not mean Kris is 
not a heterosexual cisgender individual. 

 
4. Discuss how best to take a social and sexual history that is sensitive to LGBTQ 

patients. 
Take social and sexual histories in an open, nonjudgmental manner using language that is 
inclusive. Using an open-ended style of questioning about gender identity, sexual 
orientation and behavior; listening to your patient’s responses carefully; and mirroring their 
terms can be very affirming. Some examples of open-ended gender-neutral questions are: 
“Tell me about yourself…” “What would you like me to call you?” “Do you have a 
preferred pronoun?”  “How do you identify your gender and sexual orientation?” “Are their 
important individuals in your life that I should be aware of?”  When taking a sexual history, 
do not make assumptions about your patients’ behaviors based on their sexual orientation 
or gender identity. Sexual histories should include the 5 P’s: partners, practices, preventive 
measures against sexually transmitted infections (STI), prior STIs, and for female patients, 
pregnancy concerns.  Prior to taking a sexual history you can put your patient at ease by 
getting permission, giving them the opportunity to ask questions and clearly stating that 
their responses are confidential.  For example: “If it is ok, I would like to ask you some 
questions about your sexual health and practices. I understand that this is personal, but it is 
important to your overall health. Anything we discuss is confidential. Do you have any 
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questions before we get started?”  Some examples of gender and orientation-neutral 
questions about partners and practices are: “What is the gender of your partner or genders 
of your partners? What kind of sexual contact do you have or have you had? What 
precautions do you and your partner use to prevent sexually transmitted infections?”  An 
excellent guide for taking sexual histories published by the CDC can be found online at 
https://www.cdc.gov/std/treatment/sexualhistory.pdf . 
  

5. What steps can your medical organization take to be welcoming to LGBTQ patients? 
Just as individual providers should develop cultural competence in providing care for 
LGBTQ patients, so too should health care organizations. The patient’s experience does not 
begin or end with the provider’s clinical visit. Other members of the health care team such 
as receptionists, health techs and nurses may benefit from training to develop cultural 
sensitivity for LGBTQ patients. Patient intake forms and electronic health records should 
use inclusive language and collect information on the patient’s preferred name and 
pronoun, birth sex, and gender identity. Options for expressing non-binary gender identity 
should also be available. Signage in the clinic that is gender specific may be unwelcoming. 
Gender neutral bathrooms should be made available. Health education brochures in the 
office which have LGBTQ patients represented in them, and brochures that specifically 
address concerns of LGBTQ patients, can increase patient confidence that their needs can 
be met by your practice. Individual clinicians often do not have direct control over their 
work environment, but even in very large organizations they can advocate for their patients. 
Organizational change is not easy and often requires a very engaged leadership. The 
National LGBT Health Education Center at http://www.lgbthealtheducation.org is a great 
resource for information on creating LGBTQ-affirming health care environments. Their 
online publication, “Ten Best Practices for LGBT Affirming Health Care Environments,” is 
recommended reading for healthcare providers who would like to lead change in their 
organization http://www.lgbthealtheducation.org/wp-content/uploads/Ten-Things-Brief-
Final-WEB.pdf . 
 
 

CASE ONE CONTINUED: 

 
Kris’ birth sex is male, but she identifies herself as female. She is attracted to men. She states 
she is usually the “bottom,” but sometimes she is the “top”. Specifically, she has had 
receptive and insertive oral and anal sex with multiple male sexual partners in the past year. 
She uses condoms most of the time. She denies any symptoms of STIs or history of prior 
STIs. 
 

  
6. What screening and preventative care would you recommend for Kris? 

Mental health and substance abuse screening: LGBTQ individuals are at increased risk for 
depression, anxiety, and suicidal ideation. Transgender individuals are at particularly high 
risk for suicide. Discrimination, harassment, and physical or sexual trauma are important 
factors contributing to this increased risk. LGBTQ patients should be screened for 
depression and anxiety. Screening for a prior history of trauma and PTSD should be 

https://www.cdc.gov/std/treatment/sexualhistory.pdf%20.
https://www.cdc.gov/std/treatment/sexualhistory.pdf%20.
http://www.lgbthealtheducation.org/
http://www.lgbthealtheducation.org/wp-content/uploads/Ten-Things-Brief-Final-WEB.pdf%20.
http://www.lgbthealtheducation.org/wp-content/uploads/Ten-Things-Brief-Final-WEB.pdf%20.
http://www.lgbthealtheducation.org/wp-content/uploads/Ten-Things-Brief-Final-WEB.pdf%20.
http://www.lgbthealtheducation.org/wp-content/uploads/Ten-Things-Brief-Final-WEB.pdf%20.
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considered. Well-established mental health screening tools such as the Patient Health 
Questionnaire 2 (PHQ2) or PHQ9, Generalized Anxiety Disorder-2 (GAD-2) or (GAD-7), 
and PC PTSD-5 are useful tools. 
 
LGBTQ patients should be asked about their use of alcohol, tobacco, and other substances. 
LGBTQ individuals have increased rates of smoking, alcohol and drug abuse. Transgender 
women are at particularly high risk for alcohol and substance abuse. Established screening 
tools for alcohol use disorder and drug abuse, such as the AUDIT C, CAGE and Drug 
Abuse Screening Tool (DAST-10), can be helpful. Mental health and substance abuse 
screening tools can be found online at the National HIV Curriculum website, produced by 
the University of Washington and the AETC National Coordinating Resource Center. 
https://www.hiv.uw.edu/  The tools are available under the tools and calculator menu. 
  
Sexually transmitted infection (STI) screening and counselling: Kris’ sexual behavior puts 
her at increased risk for STIs. Counseling on safer sexual practices should be offered. 
Consider exploring why she is inconsistently using condoms. She should be screened for 
HIV, syphilis, and hepatitis B and C. Urine, rectal, and pharyngeal testing for gonorrhea 
and chlamydia with NAAT (nucleic acid amplification testing) should also be 
recommended. Frequency of testing for STIs should be based on exposure and risk. 
(Fair-market prices of these tests according to Healthcarebluebook.com: 
gonorrhea/chlamydia NAAT $113, syphilis RPR $14, Hepatitis C antibody $46, Hepatitis 
B surface antigen $34 and HIV-1/HIV-2 screen $44). 
 
Pre-exposure prophylaxis (PrEP) and post-exposure prophylaxis (PEP): PrEP should be 
discussed with patients at increased risk for HIV infection. Daily oral PrEP with the fixed-
dose combination of tenofovir disoproxil fumarate (TDF) 300 mg and emtricitabine (FTC) 
200 mg is safe and effective in reducing the risk of sexual HIV acquisition in adults. PrEP 
is an effective prevention strategy for sexually-active adult men who have sex with men 
(MSM) at substantial risk of HIV acquisition. PrEP has also been shown to be effective in 
heterosexual women and men at high risk of sexual transmission and in people who inject 
drugs. The effectiveness of PrEP for transgender women has not yet been definitively 
proven, and trials have not been conducted among transgender men. However, PrEP has 
been shown to reduce the risk for HIV acquisition during anal sex and penile-vaginal sex. 
Therefore, its use may be considered in all persons at risk of acquiring HIV sexually (CDC, 
2017). 
https://www.cdc.gov/hiv/pdf/risk/prep/cdc-hiv-prep-guidelines-2017.pdf 
 
Emtricitabine 200 mg/ tenofovir disoproxil fumarate 300 mg is currently the only FDA 
approved regimen for PrEP. It is covered by most, but not all health insurance. The 
regimen is expensive, the GoodRX.com Fair Price was $1722 for a month’s supply.  Post-
exposure prophylaxis (PeP) is not as effective as PrEP in reducing the risk of HIV 
transmission, but it should be offered to patients with a high-risk exposure within 72 hours. 
If Kris is not interested in PrEP, discussing the availability of PeP may be helpful.  The 
preferred regimen according to CDC guidelines is 28 days of emtricitabine 200 mg/ 
tenofovir disoproxil fumarate 300 mg plus either raltegravir 400mg twice a day or 
dolutegravir 50mg once a day (CDC, 2016).  

https://www.hiv.uw.edu/
https://www.cdc.gov/hiv/pdf/risk/prep/cdc-hiv-prep-guidelines-2017.pdf
https://www.cdc.gov/hiv/pdf/risk/prep/cdc-hiv-prep-guidelines-2017.pdf
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https://www.cdc.gov/hiv/pdf/programresources/cdc-hiv-npep-guidelines.pdf.  
GoodRX.com Fair Price for raltegravier is $1542 and for dolutegravir is $1706. 
 
Vaccinations: 

• Hepatitis A and B immunization should be offered to men who have sex with men 
who are not already immune, as well as other LGBTQ individuals based on risk. 
Kris’ sexual practices increase her risk of hepatitis A and B. 

• HPV vaccination should be offered to all LGBTQ patients for the prevention of 
HPV related cancers.  The FDA has approved this vaccine up to age 45.  

• Meningococcal vaccination should be offered to men who have sex with men who 
have additional medical, occupational or lifestyle risk factors, and in other LGBTQ 
individuals depending on risk and exposure. For example, if Kris had an additional 
risk factor, such as living in a dormitory setting, she should be offered this vaccine. 
 

(Fair-market prices for these vaccines according to Healthcare Bluebook: 
HPV vaccination $256, Hepatitis A and B vaccine $146, Meningococcal vaccine $112) 
  
Other screening counselling and vaccination: The usual age-appropriate counselling, 
screening, and vaccinations that you would offer to all patients should not be neglected in 
LGBTQ individuals, including the promotion of a healthy diet and exercise.  Transgender 
individuals should be offered cancer screening based on current guidelines for their natal 
sex and a determination of what organs are present.  If a transgender individual has 
undergone gender affirming surgery it is essential for the primary care provider to get 
detailed information about what organs were and were not removed. Chest wall surgery for 
transgender men typically leaves some residual breast tissue for better cosmetic results. The 
McNamara and Ng (2016) reference recommends an examination of the chest wall to 
screen for breast cancer in patients who have undergone this surgery.  

  

https://www.cdc.gov/hiv/pdf/programresources/cdc-hiv-npep-guidelines.pdf
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CASE ONE CONTINUED: 

 
Kris denies current feelings of depression, but she went through a period of depression in her 
early teens and once tried to commit suicide. She states, “I was bullied a lot in high school 
and smoked a lot of pot to keep calm. Once I got out of high school hell and started working, 
things got better. My work and some good friends helped pull me out of a really dark time.” 
She smokes about 10 cigarettes a day. She no longer smokes marijuana and denies other 
drug use. She does not drink alcohol during the week but sometimes will have between four 
to six drinks a night on the weekends. During your discussion about safer sexual practices, 
she makes the connection between intoxication and not always being insistent that her 
partners use condoms. Kris states that even before puberty, she felt like she was in the wrong 
body. She has been dressing as a female and wearing makeup intermittently since high 
school. Over the past three months, she started taking hormones. She obtained them over the 
internet. She can’t identify the specific medications or their doses. She knows that one pill is 
an estrogen and the other blocks testosterone. She feels a lot better about herself since 
starting them but is frustrated that she has not had as big a change in her appearance as she 
hoped. She thinks that maybe she is not taking enough medication but is worried that if she 
takes too much she might get sick. 
 

 
7. What are the risks and benefits of hormonal therapy for transgender individuals? 

Benefits: Gender-affirming hormonal therapy for transgender individuals causes their 
physical appearance to better align with their gender identity. Prospective cohort studies 
have shown improvement in psychological function and quality of life (White, 2016). Not 
all transgender individuals desire gender reassignment surgery, but for those who do, 
hormonal therapy can be an appropriate step prior to undertaking surgery. 
  
Risks of gender affirming hormonal therapy: The World Professional Association for 
Transgender Health (WPATH) Standards of Care for the Health of Transsexual, 
Transgender and Gender-Nonconforming People 7th edition categorizes the risk of 
hormonal therapy into the following categories: increased risk is likely, increased risk is 
likely with additional risk factors, increased risk is possible, and increased risk is possible 
with additional risk factors. Estrogen likely increases the risk of venous thromboembolism, 
gallstones, elevated liver enzymes, hypertriglyceridemia and weight gain. With additional 
cardiovascular risk factors, estrogen likely increases the risk of cardiovascular disease. 
There is also a possible increased risk of hypertension and prolactinoma. With additional 
risk factors there is a possible increased risk of type 2 diabetes. Testosterone likely 
increases the risk of polycythemia, obstructive sleep apnea, weight gain and male pattern 
baldness. There is a possible increased risk of elevated liver enzymes and hyperlipidemia. 
With additional risk factors there is a possible increase risk of cardiovascular disease, 
hypertension, type 2 diabetes and destabilization of certain psychiatric disorders that have 
manic or psychotic symptoms. Although the WPATH Standards of Care classifies the level 
of risk of breast cancer from estrogen in transgender females as no increased risk or 
inconclusive, there is enough concern about the possibility of increased risk that the 
primary reference article by McNamara and Ng (2016) recommends consideration of 
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mammography in transgender females who have other risk factors, such as family history 
or prolonged use of estrogen more than five years. McNamara and Ng further recommend 
osteoporosis screening at age 60 rather than 65 in transgender men and transgender women 
due to concerns of increased risk for osteoporosis. Anti-androgens are also used in the 
treatment of transgender females. The most commonly used one in the United States is 
spironolactone. Spironolactone is typically given in doses of 100-200 mg per day. 
Spironolactone can cause significant hyperkalemia and hypotension. Spironolactone is 
relatively inexpensive with pharmacy prices on GoodRx.com ranging from $15 to $22 for a 
30-day supply of 100 mg tabs. 

  
8. How would you manage Kris’ use of feminizing therapy? What is the role of the 

primary care provider in providing gender-affirming medical care?  
Kris’ situation is complicated but not uncommon. About one in four trans women self-
prescribe hormones prior to seeking medical consultation (Mepham, 2014). The safety of 
Kris’ regimen may be suspect, but abruptly stopping hormonal therapy might have negative 
psychological consequences. If possible, you should identify the medication she is taking 
and assess its safety. High doses of synthetic estrogens such as ethinyl estradiol could put 
her at increased risk for thromboembolism. Estrogen, testosterone, and prolactin levels 
should be checked, as well as liver function tests (LFTs). Presumably she is taking 
spironolactone, so serum electrolytes levels should also be checked.  (Fair market prices of 
these tests according to Healthcare Blue Book are: estrogen $70, testosterone $83, prolactin 
$63, LFTs $27, serum electrolytes $23) 
 
How you further manage Kris will likely depend on how you see the role of the primary 
care provider in providing gender-affirming medical care. The role of the primary care 
provider may vary depending on training, comfort level, and medical resources available to 
patients. In resource-rich environments, primary care providers are frequently members of 
a multidisciplinary team that includes mental health, endocrinology, and surgeons with 
expertise in gender-affirming surgeries. In resource-poor environments, where mental 
health and specialty services are lacking, primary care providers may want to develop an 
expertise in diagnosing gender dysphoria and providing gender-affirming hormonal 
treatment. A detailed review of hormonal therapy with specific information regarding 
formulations and doses is beyond the scope of this chapter and the primary reference article 
by McNamara and Ng. For those who want to develop an expertise in gender affirming 
medical therapy, I recommend the following resources:  
 

• World Professional Association for Transgender Health Standards of Care for the 
Health of Transsexual, Transgender and Gender-Nonconforming People 7th edition: 
https://www.wpath.org/publications/soc 

• Guidelines for the Primary and Gender-Affirming Care of Transgender and Gender 
Non-binary People, Center of Excellence for Transgender Health Department of 
Family & Community Medicine, University of California, San Francisco 2nd 
Edition – Published June 17, 2016, Editor Madeline B. Deutsch, MD, MPH: 
http://transhealth.ucsf.edu/protocols 

  
 
 

https://www.wpath.org/publications/soc


Primary Care of the LGBT Patient. Office-based Medicine Curriculum, Tenth Edition, Volume 2, 2019 
 

9. What steps should be taken prior to initiating gender affirming medical therapy? 
Mental health evaluation: The diagnosis of gender dysphoria should be made if present, 
and other psychiatric conditions such as depression and anxiety should be addressed and 
stabilized. Ongoing psychotherapy is not a requirement but can help individuals clarify and 
explore their gender identity and role, cope with the effects of stigma, and navigate the 
challenging personal and social aspects of changing gender.  
  
Medical evaluation: A detailed medical history should be taken. Medical problems which 
might be affected by therapy and risk factors for complications related to hormonal therapy 
should be identified. For example, Kris’ smoking significantly increases her risk of 
thromboembolism and cardiovascular disease. 
 
Informed consent: Patients should provide informed consent. Benefits, risks, and 
expectations of therapy should be reviewed. Kris’ expectation of rapid transformation is 
unrealistic. Most changes occur gradually, and maximal effects on secondary sexual 
characteristics may take a few years of therapy. Patients should be made aware that 
changes in physical characteristics may not be reversible. 
  
Reproductive counseling: Effects on reproduction and options for preservation of 
reproductive ability should be reviewed prior to starting therapy. Hormonal therapy will 
likely degrade the ability to have biological offspring, and reproductive options should be 
discussed with patients prior to initiating therapy. Transgender patients may want to cryo-
preserve sperm or oocytes prior to undergoing therapy.  
 
Harvesting and cryopreservation of oocytes is expensive with initial fees ranging from 
about $10,000 to $15,000 and yearly maintenance fees in the $500 to $800 range. 
Cryopreservation of sperm is typically cheaper usually with an initial fee between $700 to 
$1,200 and annual storage fees between $250-$500.  These estimates were determined by a 
brief web-based search of commercial sites. Although hormonal therapy can diminish 
reproductive capability, patients should be cautioned that it is not a reliable form of birth 
control.  
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CASE TWO: 

 
Jackie J is a 39-year-old individual who is new to your practice. Her intake form describes 
her birth sex and gender identity as female. She states she is here for a checkup and is 
without complaints. Other than an appendectomy as a child, she has always been healthy. 
Review of systems is negative, except her menses has become less regular over the past year. 
During your social history, she self-identifies as being lesbian. She has been living with her 
partner for the past four years. She smokes half-a-pack per day since age 15. She denies any 
history of drug and alcohol use.  She has a family history of a mother who died of breast 
cancer at age 47 and a father who is alive, but who developed diabetes and coronary artery 
disease in his early 50s. During your mental health screening she denies depression but states 
she is under a lot of stress lately. She reveals that her partner has a son from a prior 
relationship, and the son spends every other week with them. “I love him, but the kid is hard 
to handle. When he’s around, my partner’s personality really changes.” Her vital signs on 
intake show a blood pressure of 120/70, pulse of 80, and a weight of 130 pounds with a BMI 
of 25. 
 

 
10. Does Jackie’s sexual orientation increase her risk for medical problems? 

This is a somewhat tricky question. Sexual attraction to other women, and the behavior of 
women having sex with other women, does not directly increase her risk for medical 
problems. However, her status as a sexual minority puts her in a population of individuals 
with healthcare disparities. Lesbian and bisexual women have higher rates of obesity, 
smoking and substance abuse compared to heterosexual women. They are also likely to 
have lower rates of cancer screening (McNamara, 2016). Although it is important to 
recognize healthcare disparities in the LGBTQ population, it is even more important that 
those disparities do not become a stereotype. Stereotypes, as well as being offensive, can 
create a perverse logic which blames the disparity on the individual’s identity and then 
limits efforts to correct that disparity. For example, the perspective “my patient is 
overweight and a smoker because she is a lesbian” is both incorrect and counterproductive.  

  
11. What other questions should you ask Jackie? 

Screening for Intimate Partner Violence: LGBTQ individuals should be screened for 
intimate partner violence. The McNamara and Ng (2016) article recommends using the 
simple three question Partner Violence Screen:    
 

• Have you every been hit, kicked, punched or otherwise hurt by someone in the 
past year? 

• Do you feel safe in your current relationship? 
• Is there a partner from a previous relationship who is making you feel unsafe 

now?  
  
Sexual History: Sexual orientation does not equal sexual behavior. You should not assume 
that because Jackie identifies herself as lesbian and is living with a partner that she is only 
sexually active with that one female partner. 
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Reproductive Concerns: Jackie should be asked if she has any concerns regarding 
pregnancy. She is still having menstrual periods and may be fertile. Pregnancy may be a 
desired or unwanted condition. 
 
  

CASE TWO CONTINUED: 

 
Jackie’s intimate partner violence screen is negative. She has only had sexual relationships 
with women and has been monogamous with her current partner for the past five years. She 
is overjoyed that you brought up pregnancy concerns. She states this is something that she 
has been desperately wanting to talk to someone about. She would like to have children of 
her own, but she worries her partner won’t want another child in her life. She appreciates 
your advice that she really ought to discuss her feelings about this with her partner. Her 
desire for a healthy pregnancy is also a strong motivator for her to stop smoking. Jackie is 
interested in starting to screen for breast cancer because of her family history but says, “I 
have never had any sexual relationships with men. Do I need a pap smear?” 
 

 
12. Why would you recommend cervical cancer screening? 

Lesbian and bisexual women should receive cervical cancer screening with Papaniccolaou 
(Pap) and human papilloma virus (HPV) testing according to current guidelines. Rates of 
abnormal Pap findings in lesbian and bisexual women are similar to heterosexual women, 
and rates of HPV infections are only slightly lower. HPV, the main causal factor in cervical 
cancer, can be acquired by female-to-female transmission as well as male-to-female 
transmission (McNamara, 2016).  (Fair market prices of PAP and HPV tests according to 
Healthcare Blue Book:  PAP $65, HPV testing $113.)  
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CME Questions:  
 

1. A 52-year-old transgender male has been referred by endocrinology to primary care. 
He has been on and off testosterone therapy for the past 10 years. He has undergone 
chest surgery but not gender-reassignment surgery. What cancer screening is 
indicated? 

  
a. Chest wall exam 
b. Pelvic ultrasound and CA 125 
c. Pap smear 
d. Digital rectal exam and PSA 
e. a and c 

 
 

2. Your patient’s lack of consistency in taking testosterone therapy increases his risk of: 
  

a. Coronary artery disease 
b. Osteoporosis 
c. Polycythemia 
d. Losing his male gender identity 

 
 

3. For a 25-year-old male who has a history of multiple male sexual partners, which of 
the following conditions would preclude use of PrEP? 
 

a. Identification as a heterosexual 
b. Hepatitis B surface antigen positivity 
c. Use of IV heroin 
d. Unknown HIV status 
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Answers: 
 

1. e The general rule of thumb in cancer screening for transgender individuals is to follow 
similar guidelines as those for cisgendered individuals. Transgender men who have not 
undergone a hysterectomy are at risk for cervical cancer. Transgender men who have 
not undergone oophorectomy can get ovarian cancer, but they are not at increased risk 
compared to cisgendered females. Routine screening with a pelvic ultrasound and 
CA125 is not recommended for cisgendered females. Transgender men who have not 
undergone chest surgery should undergo mammography following the same guidelines 
as cisgendered women. Chest surgery for transgender males often leaves residual 
breast tissue for better cosmetic results. The McNamara and Ng article supports chest 
wall exam as an appropriate means of screening rather than mammography. 

2. b Inconsistent use of hormone therapy is a risk factor for osteoporosis in both 
transgender males and transgender females. This is because hormonal therapy 
suppresses endogenous hormone production. During the periods where the patient is 
not taking their hormones, both estrogen and testosterone levels can be low. Patients 
who have undergone gonadectomy and do not take hormones consistently are at the 
highest risk for developing osteoporosis.  

3. d HIV-negative status must be determined prior to PrEP because this regimen is 
inadequate to treat active infection and can lead to drug resistant HIV. Hepatitis B 
status should be determined prior to starting PrEP because both TDF and FTC can 
suppress replication of hepatitis B virus; however, hepatitis B infection does not 
preclude the use of PrEP.  

 


