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Purpose: Individuals among gender/sexual minorities share experiences of stigma and discrimination,
yet have distinctive health care needs influenced by ethnic/racial minority and rural realities.

Methods: We collected qualitative data from lesbian/gay/bisexual/transgender (LGBT) and queer per-
sons across the largely rural, multicultural state of New Mexico, particularly those from understudied
ethnic groups, regarding factors facilitating or impeding patient-centered primary care. The themes
identified formed the basis for a statewide summit on LGBT health care guidelines and strategies for
decreasing treatment gaps.

Results: Three to 15 individuals, ages 18 to 75 years, volunteered for 1 of 4 town hall dialogues
(n � 32), and 175 people took part in the summit. Participants acknowledged health care gaps perti-
nent to LGBT youth, elders, American Indians, and Latinos/Latinas, expressing specific concern for rural
residents.

Conclusions: This preliminary research emphasizes the need to improve primary care practices that
treat rural and ethnic-minority LGBT people and offers patient-driven recommendations to enhance
care delivery while clinic-level transformations are implemented. (J Am Board Fam Med 2016;29:
156–160.)
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Reducing health care disparities for lesbian, gay,
bisexual, transgender, and queer/questioning
(LGBTQ) people is a major public health prior-
ity.1– 4 Compared with heterosexual, cisgender

populations, LGBTQ people suffer from higher
rates of mental health and substance use problems,
eating and body-related disorders, and sexually
transmitted diseases5; are at greater risk for poor
diet and insufficient exercise6,7; and are less likely
to benefit from preventive services (eg, cancer
screens) and treatment for comorbid conditions
(eg, cardiovascular disease and diabetes).7 Further-
more, isolated LGBTQ persons in rural and/or
ethnic minority communities may face stigma and
unique challenges in accessing care that is respon-
sive to their treatment needs.8

Primary care providers, particularly those in ru-
ral and underserved areas, are the front line of vital
prevention, screening, and treatment services for
patients throughout the life course. Yet few pri-
mary care clinics have established systems in place
to create practice environments that respect
LGBTQ patients as a group.9 While recent efforts
to increase equity for LGBTQ individuals include
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supportive national health policies, recommenda-
tions for culturally appropriate care,10 and special-
ized medical education curricula,11 such policies/
curricula are not widely integrated within clinics,
and targeted interventions to enhance LGBTQ
health are in the nascent stages of development.2 A
2010 systematic review of treatment guidelines for
LGBTQ patients called for greater primary care
research and interventions.12 The few guidelines
available ignored population-based attributes of
LGBTQ people (eg, demographic and cultural),
failed to acknowledge rural environs, and were con-
sidered most effective when accompanied by “au-
dits, training and feedback” mechanisms that are
difficult to implement in understaffed and under-
resourced primary care practices.13 We conducted
a pilot study to bring attention to the experiences of
LGBTQ persons in rural, understudied, minority
communities in receiving primary care and the de-
gree to which such guidelines could possibly im-
prove services in these clinical settings.

Methods
Between March and August 2014, we used semi-
structured interview guides to engage LGBTQ
persons across New Mexico in town hall dialogues
to explore factors affecting optimal patient-cen-
tered health care. Community advocate partners
reviewed recruitment materials and helped to re-
cruit a range of LGBTQ individuals from 4 small
urban centers with access to neighboring rural lo-
cales for participation in town hall dialogues. The
dialog format allowed us to recruit broadly, publi-
cizing the meeting/venue to sizeable numbers of
LGBTQ persons without requiring a reply or
signup—actions with the potential to compromise
the confidentiality of those interested in attending.
Community partners reviewed discussion ques-
tions, ensuring that the language used was cultur-
ally appropriate and accessible for people of varying
literacy levels.

We explained informed consent using a script ap-
proved by the University of New Mexico Institutional
Review Board; all participants gave verbal consent for
participation. Two researchers (MK and CEW)
moderated each town hall, asking open-ended
questions focused on perceptions of LGBTQ pri-
mary care within communities, patient comfort-
seeking services, cultural appropriateness of care,
providers and/or services that encourage LGBTQ

health, service gaps for LGBTQ patients, and sug-
gestions to improve LGBTQ health locally. We
digitally recorded and transcribed these dialogues,
importing them into the NVivo 10 qualitative data
analysis software (QSR International, Burlington,
MA), for iterative coding and analysis and efficient
text retrieval. Members of the research team inde-
pendently reviewed transcripts, identified issues
that cross-cut the town hall dialogues, and agreed
on interpretations.

The research team presented the issues at a
subsequent statewide event entitled, “New Mexi-
co’s Sexual and Gender Diversity Summit: New
Directions for LGBTQ Health and Wellbeing.”
By sharing the findings from the dialogues, the
team intended to establish a context for discussions
of LGBTQ health disparities during the summit.
Summit attendees also identified key populations
affected by health disparities that could serve as a
focal point for critical reflection during facilitated
sessions based on open space technology.14 During
these sessions, attendees were encouraged to sug-
gest strategies that could be applied to ameliorate
these particular disparities. Participant discussions
were guided by the following questions:

1. What barriers prevent health equity for this
population and/or what issues need to be ad-
dressed?

2. What are the desired health outcomes for the
identified population?

3. What factors are in place to facilitate these out-
comes?

4. What actions steps can be taken to improve
LGBTQ primary care for this population?

Attendees were informed that participation in
summit activities was voluntary, and that informa-
tion arising from the process would be used for
research development, publication, and to promote
equitable health policies for LGBTQ New Mexi-
cans. Session responses were hand-recorded and
compiled into a report that was distributed to sum-
mit participants.

Results
Three to 15 individuals, ages 18 to 75 years, vol-
unteered for each local/rural dialog (n � 32). Par-
ticipants reported anti-LGBTQ sentiment that led
some LGBTQ people to “pocket” or closet them-
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selves, a persistent lack of culturally sensitive health
care, deficits in provider knowledge and/or lack of
provider inquiry into LGBTQ-specific health is-
sues, fragmentation of health care services (partic-
ularly for persons with HIV), insufficient health
care options for rural LGBTQ patients, and isola-
tion of youth, elders, and transgender persons. A
comprehensive description of town hall findings
was presented in the opening address for the New
Mexico Sexual and Gender Diversity Summit. The
175 summit attendees (see Table 1 for demo-
graphic information) identified additional health
care gaps for 7 populations: LGBTQ youth, elders,
American Indians, Latinos/Latinas (native and im-
migrant), transgender persons, bisexual people, and
all LGBTQ rural residents. Quotations derived
from the town hall dialogues reflecting dominant
perceptions/experiences, as well as a summary of
summit participant suggestions to address gaps in
the health care system, are presented here.

One urban dialogue participant’s comment cap-
tured the tone of these conversations: “It is not
good here. But I have access to care if I need it.
Imagine being a trans woman of color in Portales!”
For this participant, Portales, a rural community of
12,233 people, 43% of whom are Hispanic, exem-
plified New Mexico communities shaped by spe-
cific cultural contexts and the lack of resources for
LGBTQ-centered health care. Many rural partici-
pants reported struggles with “fear” and “anxiety”
due to perceived discrimination and bias during
health care encounters, and claimed to omit rele-
vant information about themselves as a strategy to
ensure access to care and avoid staff/provider dis-
comfort. One gay participant told us, “Here, it is

better not to disclose your sexuality. My partner
went to the emergency department for gastrointes-
tinal problems. He could not get a hold of me and
was totally on his own. When the nurses found out
he was gay, they left him for hours. . . . Homopho-
bia is real here. How do you think they reacted
when they found out he was HIV positive?”

To meet such needs, summit attendees identi-
fied primary care as a key setting for first-level
interventions because of its person-centeredness
and accessibility for rural and economically chal-
lenged New Mexicans. When asked whether extant
primary care treatment guidelines would be helpful
to share with clinicians statewide, the majority were
unaware that such guidelines existed, whereas those
in the know indicated that the guidelines did not
focus sufficiently on the needs of rural gender/
sexual minorities.

Summit attendees suggested that clinics may be
unaware of and/or lack sufficient resources to inte-
grate LGBTQ-specific care recommendations into
practice. A lesbian who worked for a managed care
organization explained, “It is not that providers are
bad people, or want to be insensitive. There are
always going to be those whose views are ho-
mophobic, or overtly religious and conservative.
But others just haven’t had training, and do not
know what to say to a male-to-female transgender
patient who was just beaten for walking down the
street or having a drink in a local bar.”

Summit participants believed strongly that staff
and clinicians would benefit from LGBTQ health
care training and evaluation, indicating that guide-
lines calling for full cultural competency coaching
for all staff/providers would increase sensitivity,
confidentiality, and positive interactions for LG-
BTQ patients. A gay man who participated in a
dialogue explained, “I want them to ask me. I want
them to offer anal paps. But, the docs are uncom-
fortable talking about sex, much less talking about
gay sex.”

Summit participants pointedly appealed for “re-
alistic action steps” that could lead to “immediate
improvements” for LGBTQ patient-centered care:

1. Create a safe, welcoming environment

● Post LGBTQ-positive visual representations, for
example, images of people/families of differing
gender/sexual, cultural, ethnic/racial back-
grounds, in lobbies/examination rooms

Table 1. Characteristics of Summit Participants by
Organizational Affiliation and Geographic Location

Organizational Affiliation

Participants (n)

Urban Rural

Community member (no reported
organizational affiliation)

29 14

Health care provider 31 13
LGBTQ health advocate/educator 24 4
High school/university educator 5 2
Student 15 11
Researcher 13 4
State department staff 7 0
Policymaker 3 0

LGBTQ, lesbian/gay/bisexual/transgender/queer.
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● Use culturally appropriate, culturally specific
terms on intake forms; that is, recognize that
some patients may prefer local terminologies
such as Native American use of “Two-Spirit,”
patient preference for “queer” over “lesbian,”
“gay” or “bisexual,” and/or use of “they” as a
preferred gender pronoun by people across the
sexual/gender minority spectrum

● Include gender/sexual difference in displayed an-
tidiscrimination policies

2. Develop culturally competent medical staff

● Invite local LGBTQ community members/lead-
ers to clinic meetings to discuss the experiences/
treatment needs of LGBTQ patients

● Encourage respectful, direct, open-ended ques-
tions using culturally relevant terminology in
provider–patient interactions regarding identity,
sexual history, and risk factors

● Use local university/community-based safe zone
training15 centered on how to be an LGBTQ ally
while enhancing understanding of anti-LGBTQ
stigma/phobias and microaggressions for all pro-
viders and staff to encourage patient feelings of
security

3. Update medical training

● Deploy technologies in rural settings, for exam-
ple, video/Web conferencing for consulting LG-
BTQ specialists

● Acquire information on LGBTQ-specific health,
for example, hormone therapies and associated
risks for transgender patients, gender-sensitive
cancer screenings

● Participate in research to improve LGBTQ
health care

Discussion
The concerns of gender/sexual minorities who par-
ticipated in this brief pilot study call attention to
the reality that LGBTQ-supportive primary care is
uneven and driven by locale and resources. While
LGBTQ populations in many areas benefit from
the practices of highly skilled clinicians and their
primary care staff—like the care provided through
the Fenway Institute, a prominent center for
LGBTQ health research, training, and policy in
Boston, MA—such expertise and resources do not

necessarily influence practice culture in primary
care sites in rural and underserved areas in New
Mexico. Providers in these remote regions have
smaller, yet no less significant, LGBTQ patient
bases, and fewer opportunities for training and en-
gagement designed specifically for single-provider
and/or small practices that might lead to enhanced
service delivery for this vulnerable population.

The providers, community members, and health
advocates who participated in this summit felt that
a list of relatively inexpensive yet meaningful inter-
ventions could have a profound influence on rural
primary care practices that lack resources and
knowledge about providing specific treatment for
LGBTQ patients, eliminating concerns regarding
the propensity of many gender/sexuality minorities
to not disclose information about their sexuality to
providers. This is a significant point: previous re-
search indicates that some providers believe that
nondisclosure indicates that gender/sexuality is
“unimportant” to patients16or, conversely, that
their lack of inquiry reflects a “neutral” attitude
toward LGBTQ patients, a treatment strategy that
some feel masks provider discomfort or negative
beliefs about gender/sexual minorities.17 Studies
find that providers’ inability to communicate effec-
tively with patients results in poorer health care.18

While existing guidelines encourage affirmative
care for LGBTQ patients,12 they generally fall
short in describing the pragmatics of facilitating
patient disclosure, a measure likely to reduce health
care disparities for gender/sexual minorities,12 and
are perceived by the participants of this study to be
inadequate for addressing the unique circumstances
of rural ethnic minority patients and primary care
practices burdened by resource and time con-
straints.

Limitations of this work include its geographic
specificity and patient-level focus. However, this
work recognizes gaps in both LGBTQ health care
guidelines and rural primary care requiring further
investigation. It also highlights the need to inte-
grate perspectives of both patients and primary care
providers in all aspects of study design, implemen-
tation, and evaluation to ensure interest in, rele-
vance of, and sustainment of LGBTQ-related
health care interventions in underserved areas.
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