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Abstract
Background: Emergency	physicians	need	to	recognize	the	diversity	of	identities	held	by	
sexual	and	gender	minorities,	as	well	as	the	health	 implications	and	 inequities	experi-
enced	by	these	communities.	Identities	such	as	lesbian,	gay,	bisexual,	transgender,	queer,	
questioning,	intersex,	asexual,	aromantic,	and	many	others	fall	under	the	LGBTQIA+ ac-
ronym.	This	wide	spectrum	is	seldom	discussed	in	emergency	medicine	but	nonetheless	
impacts	both	patient	care	and	patient	experience	in	acute	and	critical	care	settings.
Aims: This	commentary	aims	to	provide	a	brief	but	nonexhaustive	review	of	LGBTQIA+ 
identities	and	supply	a	critical	framework	for	applying	this	understanding	to	patient	
encounters	in	the	emergency	department,	as	well	as	describe	the	challenges	and	edu-
cational	aims	at	the	level	of	medical	school,	residency,	and	postresidency.
Materials and Methods: The	 commonly	 used	 and	 widely	 accepted	 definitions	 of	
LGBTQIA+	 terms	 are	described,	 as	well	 as	 implications	 for	patient	 care	 and	emer-
gency	physician	education.	The	authors	of	this	writing	group	represent	the	Society	
for	Academic	Emergency	Medicine,	LGBTQ	Task	Force	of	the	Academy	of	Diversity	
Inclusion	in	Medicine.
Results: LGB	terms	are	addressed,	with	LGBTQIA+	adding	“intersex,”	“asexual,”	and	
“+,”	to	include	other	gender	identities	and	sexual	orientations	which	are	not	already	
included.	This	paper	also	addresses	the	terms	“transition,”	“nonbinary,”	“polyamorous.”	
“two-	spirit,”	“queer,”	and	others.	These	acronyms	and	terms	continually	expand	and	
evolve	in	the	pursuit	of	 inclusivity.	Additionally,	with	some	health	issues	potentially	
related	to	medications,	hormones,	surgery,	or	to	internal	or	external	genitalia,	impor-
tant	EM	physician	tools	include	gathering	an	“organ	inventory,”	asking	about	sexual	
history,	and	conducting	a	physical	exam.
Discussion: Most	persons	have	congruent	biological	sex,	gender	 identity,	and	attrac-
tion	to	the	“opposite”	gender.	However,	humans	can	have	every	 imaginable	variation	
and	configuration	of	chromosomes,	genitalia,	gender	identities,	sexual	attractions,	and	
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INTRODUC TION

Emergency	physicians	need	to	recognize	the	diversity	of	 identities	
held	by	sexual	and	gender	minorities	as	well	as	the	health	implica-
tions	 and	 inequities	 experienced	 by	 these	 communities.	 Identities	
such	as	lesbian,	gay,	bisexual,	transgender,	queer,	questioning,	inter-
sex,	asexual,	aromantic,	and	many	others	fall	under	the	LGBTQIA+ 
acronym.	 This	 wide	 spectrum	 is	 seldom	 discussed	 in	 emergency	
medicine	but	nonetheless	impacts	both	patient	care	and	patient	ex-
perience	 in	 acute	 and	critical	 care	 settings.	These	 individuals	may	
therefore	frequently	fail	to	access	needed	care	and	in	general	have	
worse	health	outcomes.1-	5	Additionally,	while	many	physicians	un-
derstand	 the	 nuances	 of	 the	 LGBTQIA+	 acronym,	 there	 is	 likely	
a	 large	 variation	 in	 levels	 of	 knowledge	 complicated	 by	 a	 rapidly	
changing	vernacular	over	time.	This	commentary	will	provide	a	brief	
but	nonexhaustive	review	of	LGBTQIA+	identities	and	supply	a	criti-
cal	framework	for	applying	this	understanding	to	patient	encounters	
in	the	emergency	department	(ED).	The	authors	of	this	writing	group	
represent	 the	 Society	 for	Academic	 Emergency	Medicine,	 LGBTQ	
Task	Force	of	the	Academy	for	Diversity	&	Inclusion	in	Emergency	
Medicine	(ADIEM).

Basic concepts

Biological	sex	(sometimes	referred	as	genetic	gender	or	genotype)	re-
fers	to	the	sex	chromosomal	complement:	male	(XY)	and	female	(XX)	
along	with	variants	that	range	from	XO	to	multiple	Xs	and	multiple	
Ys.	There	are	no	viable	humans	who	do	not	have	at	least	one	X.	Most	
infants	are	born	with	obvious	external	genitalia;	however,	sometimes	
genitalia	can	be	ambiguous.	In	those	cases,	gender	is	usually	assigned	
based	 on	 chromosomes.	 Assigned	 female	 at	 birth	 (AFAB)	 and	 as-
signed	male	at	birth	(AMAB)	are	terms	used	in	describing	biological	
sex	and	its	gender	counterpart,	with	their	corresponding	pronouns.

Sexual	orientation	describes	personal	sexual	interest,	while	gen-
der	identity	includes	a	person’s	place	and	role	in	their	family	and	cul-
ture.	The	Human	Rights	Campaign	describes	 sexual	orientation	as:	

“An	 inherent	or	 immutable	enduring	emotional,	 romantic	or	 sexual	
attraction	to	other	people	[…]	independent	of	their	gender	identity,”	
whereas	gender	identity	is	“One’s	innermost	concept	of	self	as	male,	
female,	a	blend	of	both	or	neither	–		how	individuals	perceive	them-
selves	and	what	they	call	themselves.”6	Cultural	roles	and	norms	con-
tribute	to	gender-	specific	social	expectations,	which	can	significantly	
impact	health	and	disease.	The	terminology	addressed	in	this	paper	is	
ultimately	derived	from	the	nuanced	history	of	the	LGBTQIA+ com-
munity,	with	some	of	the	vernacular	formerly	used	in	a	disparaging	
manner	now	being	reclaimed	by	the	community,	though	much	termi-
nology	remains	offensive	and	should	never	be	used.7

Most	persons	have	congruent	biological	sex,	gender	identity,	and	
attraction	to	the	“opposite”	gender.	This	constellation	and	alignment	
are	 called	 “heteronormative.”	 However,	 humans	 can	 have	 every	
imaginable	 variation	 and	 configuration	 of	 chromosomes,	 genitalia,	
gender	 identities,	 sexual	 attractions,	 and	 sexual	 behaviors.	 Terms	
and	 definitions,	 especially	 in	 the	 nonheteronormative	 world,	 are	
constantly	changing	and	adapting	and	may	vary	by	local	culture.

“Gender-	nonconforming”	is	sometimes	used	as	an	umbrella	term	
for	gender	expression	that	does	not	conform	to	traditional	gender	
norms.	The	term	“nonbinary”	is	also	used	for	these	individuals	with	
gender	identities	outside	of,	or	between,	the	man–	woman	binary.

Block by block: building on our knowledge

The	 following	definitions	of	 terms	are	derived	as	a	 summary	 from	
the	Merriam-	Webster	 dictionary,	 as	well	 as	 being	 commonly	used	
and widely accepted.8

L	is	for	lesbian

A	“lesbian”	is	a	person	whose	gender	identity	is	“woman”	and	who	is	
sexually	and/or	romantically	oriented	toward	other	individuals	who	
identify	as	women.	This	includes	AMAB	individuals	who	identify	as	
women	who	are	sexually	or	romantically	attracted	to	other	women.

sexual	behaviors.	Terms	and	definitions	are	constantly	changing	and	adapting;	they	may	
also	vary	by	local	culture.	Obtaining	relevant	medical	history,	conducting	an	“organ	in-
ventory,”	asking	about	sexual	history	in	a	nonjudgmental	way,	and	conducting	a	physical	
exam	when	warranted	can	all	 be	 important	 in	delivering	best	possible	medical	 care.	
Although	there	has	been	increased	focus	on	education	at	the	medical	school,	residency,	
and	faculty	level	on	LGBTQIA+	patient	care	in	the	ED,	much	work	remains	to	be	done.
Conclusion: Emergency	physicians	should	feel	confident	in	providing	a	model	of	care	
that	affirms	the	sexual	and	gender	identities	of	all	the	patient	populations	we	serve.	
Optimal	patient-	centric	care	requires	a	deeper	understanding	of	the	patient’s	biology,	
gender	 identity,	 and	 sexual	 behavior	 encapsulated	 into	 the	 ever-	growing	 acronym	
LGBTQIA+.
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G	is	for	gay

“Gay,”	like	many	terms,	has	a	specific	and	a	more	universal	mean-
ing.	 It	 traditionally	 refers	 to	 a	 person	 whose	 gender	 identity	 is	
man	 and	 is	 sexually	 and/or	 romantically	 attracted	 toward	 other	
men.	 It	has	grown	to	encompass	women	who	are	sexually	or	 ro-
mantically	 oriented	 to	 other	 women	 and	 nonbinary	 individuals	
who	do	not	 identify	with	 heteronormative	 sex	 and	 gender	 roles	
or	relationships.

B	is	for	bisexual

A	 “bisexual”	 person	 is	 sexually	 or	 romantically	 interested	 in	 peo-
ple	 regardless	 of	 gender,	 occasionally	 used	 interchangeably	 with	
pansexual.	 Bisexual	 and	 pansexual	 individuals	 can	 be	 attracted	 in	
varying	degrees	to	different	genders.	The	term	LGB	has	added	let-
ters	since	its	inception	in	the	1990s,	as	the	nomenclature	incorpo-
rates	more	human	variation.

T	is	for	transgender

A	“transgender”	person	is	someone	whose	biological	sex	and	gender	
identity	are	discordant.	In	other	words,	these	are	individuals	whose	
gender	 identities	and/or	gender	 roles	do	not	conform	 to	 their	 sex	
assigned	 at	 birth	 (AFAB	 or	 AMAB).	 Such	 persons	 were	 formerly	
referred	 to	as	 “transsexual.”	Gender	differs	 from	physiological	 sex	
traits	 and	 is	 not	 defined	 by	 external	 genitalia.	 Rather,	 gender	 is	 a	
cultural	and	individual	construct	of	one’s	own	identity.

“Transmasculine”	 is	 an	 umbrella	 term	 for	 transgender	 people	
(generally	ones	who	were	AFAB),	who	express	themselves	in	a	mas-
culine	way,	 including	 transgender	men,	 but	 can	 include	nonbinary	
individuals.	 “Transfeminine”	 is	 an	 umbrella	 term	 for	 transgender	
people	(generally	ones	who	were	AMAB),	who	express	themselves	
in	 a	 feminine	way,	 including	 transgender	women,	 but	 can	 include	
nonbinary	individuals.

Recent	estimates	 report	 that	1.4	million	or	more	 individuals	 in	
the	 United	 States	 identify	 as	 transgender,	 accounting	 for	 around	
0.6%– 2.7% of the population.1,9	However,	the	true	number	is	likely	
to	be	higher,	due	to	both	limited	data	and	the	social	stigma	causing	
“closeting.”	 There	 is	 significant	 variation	 in	 studies	 estimating	 the	
transgender	population	due	 to	difference	 in	definition,	geography,	
and	small	sample	sizes.10,11

N	is	for	nonbinary	(also	known	as	NB	or	Enby)

Out	of	all	the	LGBTQIA+	individuals	in	the	United	States,	11%	iden-
tify	as	nonbinary,	and	many	of	these	individuals	also	consider	them-
selves	to	fall	under	the	transgender	umbrella.12	A	large	percentage	
of	these	persons	are	in	young	adulthood,	with	76%	being	between	

the	ages	of	18	and	29.12	Nonbinary	individuals	are	usually	born	with	
bodies	 that	may	 fit	 typical	definitions	of	male	or	 female,	but	 their	
innate	gender	 identity	 is	 something	other	 than	exclusively	man	or	
woman.	These	individuals	may	identify	as	both,	as	being	in-	between	
genders,	 or	 as	 outside	 the	 gender	 spectrum—	not	 having	 a	 gender	
identity at all.

Some	individuals	who	are	transgender	also	use	“queer”	or	“gen-
derqueer”	to	describe	their	gender	identity	and	may	see	themselves	
outside	of,	or	in-	between,	the	gender	binary	or	may	simply	feel	re-
stricted	by	gender	labels.	Queer/genderqueer/nonbinary	individuals	
often	use	gender-	neutral	pronouns,	such	as	“they/them/their”	or	the	
neopronouns	“ze/hir”	or	“ze/zir.”	Some	people	use	multiple	terms	or	
use	them	interchangeably	and	prior	to	labeling	a	patient,	the	emer-
gency	physician	should	ask	which	pronouns	the	patient	uses.

T	is	also	for	transition

The	 word	 “transition”	 refers	 to	 one	 or	 more	 processes	 that	
transgender	or	other	gender-	nonconforming	 individuals	undergo	
to	 align	 themselves	 more	 closely	 with	 their	 gender	 identity.	
Possibilities	 include	social,	hormonal,	and/or	surgical	 transitions.	
Any	one	transgender	 individual	may	undergo	any,	all,	or	none	of	
these.	 It	 is	 a	misconception	 that	 transitioning	 is	 either	 required	
or	linear.	Social	transition	can	include	changing	one’s	name,	style	
of	dressing,	 and	pronouns.	Frequently	 these	elements	of	a	 tran-
sition	 are	 done	 to	 feel	more	 comfortable	 in	 one’s	 body,	 to	 align	
internal	 identity	 more	 closely	 to	 external	 presentation,	 to	 ex-
perience	 gender	 euphoria,	 and/or	 simply	 to	 decrease	 gender	
dysphoria.13	 It	 should	 be	 noted	 that	 infrequently	 transgender	
individuals	who	 pursue	 gender	 affirmation,	 or	 transition,	 subse-
quently	“detransition”—	reverting	to	living	as	their	sex	assigned	at	
birth.14,15	Specifically,	Turban	et	al.14	found	in	a	2021	study	that	of	
17,151	 transgender	 and	gender-	nonconforming	participants	who	
pursued	gender	affirmation,	only	13.1%	reported	a	history	of	de-
transition,	with	82.5%	of	 those	detransitioning	 reporting	one	or	
more	 external	 driving	 factors.	 These	 external	 driving	 factors	 in-
clude	social	stigma,	family	pressures,	verbal/physical	harassment,	
and	others.14,15	Thus,	in	addition	to	“detransitioning”	being	infre-
quent,	 for	 the	 vast	majority	 of	 those	who	 undergo	 the	 process,	
it	 is	primarily	secondary	 to	external	pressures,	as	opposed	to	an	
internal	factor,	such	as	uncertainty	of	one’s	gender	identity.14,15

Inclusivity of a spectrum/beyond the binary

In	recent	years,	a	string	of	letters	has	been	added	to	the	older	terms	
of	LGB.	Some	common	variants	 include	LGBT+	and	LGBTQ	(ques-
tioning	and	queer);	LGBTQIA+	adds	“intersex,”	“asexual,”	and	“+”	to	
include	other	gender	identities	and	sexual	orientations	that	are	not	
already	included.	These	acronyms	continue	to	expand	and	evolve	in	
the	pursuit	of	inclusivity.
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Q	is	for	queer

The	 term	 “queer”	 was	 a	 historically	 pejorative	 term	 used	 to	 de-
scribe	members	of	 the	LGBTQIA+	 community	and	has	 since	been	
reclaimed	as	an	increasingly	common	identity.	Despite	this,	the	term	
“queer”	 should	 be	 approached	 cautiously	 by	 providers	 due	 to	 the	
historical	negative	connotations	of	the	word.

“Queer”	 is	 a	multifaceted	word	 for	 sexual	 and	 gender	minori-
ties,	not	exclusively	heterosexual	or	cisgender.	This	could	refer	to	
a	person	attracted	 to	people	of	multiple	genders,	people	who	do	
not	conform	to	 traditional	gender	norms,	or	an	umbrella	 term	re-
ferring	to	LGBTQIA+	people	(please	see	the	“Transgender”	section	
above	for	a	discussion	on	the	usage	of	“queer”	in	reference	to	gen-
der identity).

Q	is	also	for	questioning

A	person	who	is	questioning	may	be	in	the	process	of	defining,	rede-
fining,	or	exploring	their	sexual	orientation,	gender	identity,	and/or	
gender	expression.	This	can	occur	irrespective	of	whether	someone	
has	come	“out”	regarding	their	identities.

I	is	for	intersex

“Intersex”	 persons	 have	 anatomy	 or	 genes	 that	 do	 not	 fit	 typical	
definitions	of	male	and	female.	Most	intersex	people	do	identify	as	
either	men	or	women.	Intersex	is	related	to	biological	sex	and	is	not	
the	same	as	being	nonbinary	or	transgender,	which	are	terms	related	
to	gender	identity,	although	some	intersex	persons	may	also	identify	
as	 transgender	 and/or	 nonbinary.	 “Hermaphrodite”	 is	 an	 outdated	
and	offensive	term	for	this	group	of	individuals	and	thus	is	no	longer	
used.

A	is	for	asexual	or	aromantic

Despite	the	prevalence	of	sexual	desire	and	sexual	activity	among	
humans,	asexual	and/or	aromantic	individuals	have	little	to	no	sexual	
and/or	romantic	interest,	respectively.	It	is	still	necessary	to	address	
sexual	history	 in	these	patients	as	some	may	still	engage	 in	sexual	
relationships	despite	lack	of	interest.

+	is	for	all	the	important	other	letter	designations	
that	could	fall	under	the	umbrella,	including	but	not	
limited to

D	 is	for	demisexual,	“demi”	means	half:	those	individuals	who	only	
feel	sexually	attracted	to	a	person	after	forming	an	emotional	bond	
with	them.	They	can	be	lesbian,	gay,	straight,	bisexual/pansexual,	or	
none	of	the	above	and	may	have	any	gender	identity.8

P	 is	 for	 “polyamorous,”	or	ethically	nonmonogamous,	 individu-
als	with	multiple	 romantic	 and	possibly	 sexual	 relationships,	 all	 of	
which	 they	may	 consider	 partnerships,	 and	 can	 sometimes	 live	 as	
a	family	unit	and	parent	children	together.	Not	to	be	confused	with	
polygamy,	 this	 relationship	 style	 focuses	 on	 open	 communication	
and	trust	between	multiple	consenting	adults	and	can	look	like	a	“V”	
with	one	person	dating/partnered	with	two,	a	triangle,	or	a	 longer	
configuration	commonly	called	a	“polycule.”

T	 is	for	“two-	spirit,”	an	indigenous	term	that	refers	to	a	person	
whose	identity	encompasses	the	spirit	of	both	masculine	and	fem-
inine.	This	can	also	 refer	 to	 these	 individuals’	 sexual,	gender,	and/
or	spiritual	identity.	It	has	been	reappropriated	more	recently	by	in-
dividuals	who	are	not	part	of	an	indigenous	culture.	An	example	of	
the	concept	of	 societies	having	 three	or	more	genders	 is	 found	 in	
traditional	Hindu	culture	where	castrated	males	were	considered	a	
third	gender,	as	well	as	the	“Kathoey”	identity	in	Thailand,	and	the	
term	“mahu”	is	used	in	Hawaiian	and	other	Polynesian	cultures.	This	
idea	of	a	third	gender	is	more	common	than	many	western-	minded	
people	realize.16-	19

F	 is	 for	 “fluid,”	which	 encompasses	 gender	 and	 sexual	 fluidity,	
which	can	change	even	daily.	Per	the	Human	Rights	Campaign,	the	
definition	is:	“A	person	who	does	not	identify	with	a	single	fixed	gen-
der	or	has	a	fluid	or	unfixed	gender	identity.”6

Organ Inventory

Although	many	 patients’	 chief	 concerns	 can	 be	 unrelated	 to	 their	
reproductive	organs,	many	health	issues	could	potentially	be	related	
to	medications,	hormones,	surgery,	or	internal	or	external	genitalia,	
which	would	make	 gathering	 an	 organ	 inventory	 a	 critical	 part	 of	
the	review	of	systems.	Additionally,	this	organ	inventory	may	alter	
the	 diagnostic	 testing	 we	 do	 as	 emergency	 medicine	 physicians	
(e.g.,	pregnancy	test	on	a	transmasculine	person	with	a	uterus	and	
ovaries).

An	organ	 inventory	considers	the	organs	that	a	patient	may	or	
may	not	have	in	a	nonjudgmental	way,	and	it	typically	excludes	the	
organs	that	all	individuals	have	in	common.	Some	of	the	questions	to	
ask,	if	pertinent,	are:

-		 “What	words	do	you	use	for	your	internal	and	external	genitals?”
-		 Specific	 to	 AFAB:	 “Do	 you	 have	 a	 uterus?	 Ovaries?	 Fallopian	
tubes?	Cervix	or	vagina?”

-		 Specific	to	AMAB:	“Do	you	have	a	penis?	Testicles?”
-		 For	all	patients:	“What	surgeries	have	you	had?	Top	surgery	and/
or	bottom	surgery?	Were	you	assigned	male	or	female	at	birth?”

Sexual history

When	 relevant	 to	 the	ED	presentation,	 a	nonjudgmental,	 tailored,	
and	considerate	sexual	history	is	important	to	provide	accurate	and	
inclusive	care.	Most	of	us	learned	in	medical	school	to	ask:	“Do	you	
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have	 sex	with	men,	women,	or	both?”	However,	 there	has	been	a	
large	shift	away	from	this	as	a	general	screening	question.	As	an	al-
ternative,	some	of	the	questions	to	ask,	if	pertinent,	are:

-		 “Do	 you	 have	 one	 or	 more	 sexual	 partners?	 Do	 they	 have	
any	 additional	 sexual	 partners?”

-		 “Do	you	engage	in	genital	sex?	If	insertive	sex	occurs,	do	you	use	
barrier	protection?	Sometimes	or	all	the	time?”

-		 “Do	you	or	any	of	your	partners	produce	sperm?”
-		 “When	you	have	sex,	is	it	ever	oral	receptive	or	insertive	with	a	
penis	or	object?	Anal	receptive	or	insertive	with	a	penis	or	object?	
Vaginal	receptive	or	insertive	with	penis	or	object?”

It	 is	 important	 to	 ensure	 the	 information	 is	medically	 relevant	
and	 to	 explain	 to	 the	 patient	why	 the	 health	 care	 team	 needs	 to	
know	and	how	the	answer	will	change	their	clinical	management	be-
fore	asking.

Physical exam

As	with	 all	 physical	 exams	 performed	 in	 the	 ED,	 the	 exam	of	 the	
gender	or	sexual	minority	patient	should	be	focused,	relevant,	and	
based	 on	 patient	 anatomy.	 Additionally,	 there	 should	 always	 be	
someone	else	in	the	room	for	genital	portions	of	an	exam,	although	
it	is	wise	to	avoid	unnecessary	observers	when	possible.	Providers	
should	describe	the	steps	they	plan	to	take	during	the	exam	and	try	
to	use	the	words	for	the	patient’s	genitals	that	they	use,	which	must	
be	discussed	while	the	patient	is	still	dressed.

Specific	 considerations	 include	being	cautious	of	 a	 smaller	ne-
ovaginal	 opening	 in	 postoperative	 transfeminine	 patients	 and	 a	
smaller	 vaginal	 opening	 in	 postoperative	 transmasculine	 patients.	
One	may	consider	using	the	smallest	possible	speculum	or	even	an	
anoscope	 if	 explicitly	 indicated.20	 Finally,	 it	 is	 crucial	 to	 be	 cogni-
zant	of	the	social,	emotional,	and	medical	challenges	these	patients	
face.21-	23

Implications for EM physician training

Students

There	is	now	an	increasing	focus	on	incorporating	LGBTQIA+	topics	
in	medical	school	as	more	medical	students	are	openly	identifying	as	
LGBTQIA+	and	are	interested	in	improving	the	care	of	sexual-		and	
gender-	minority	patients,24	with	several	medical	student	organizing	
efforts	around	this	topic.25,26	A	significant	number	of	medical	stu-
dents	 across	multiple	 studies	 have	 reported	 insufficient	 curricular	
preparation	to	achieve	the	competencies	necessary	to	care	for	this	
population.27-	29	In	2014,	the	AAMC	released	guidelines	and	educa-
tional	materials	specific	to	caring	for	LGBTQIA+	patients,	although	
further	curriculum	development	and	implementation	is	needed	to	in-
corporate	these	recommendations	into	medical	school	curricula.29,30

Residents

Recognizing	gaps	 in	medical	school	curricula,	and	the	need	for	ad-
ditional	 specialty-	specific	content,	education	on	LGBTQIA+	 topics	
must	continue	during	 residency.	Developing	standard	and	consist-
ent	curricula	throughout	training	will	help	improve	knowledge,	de-
crease	bias,	and	address	the	particularly	vulnerable	position	of	these	
patients	 in	 the	ED.	A	2014	 study	 reported	a	median	of	45	min	of	
LGBTQIA+	 content	 in	 EM	 didactics,	 and	 a	 related	 study	 in	 2018	
found	 that	 a	 significant	 proportion	of	EM	 residents	 felt	 less	 com-
fortable	caring	 for	LGBTQIA+	 patients	when	compared	 to	cisgen-
der	 and	heterosexual	 patients.9	Additionally,	 a	 substantial	 amount	
of	LGBTQIA+	residents	experience	discrimination	and	mistreatment	
from	both	patients	 and	other	health	 care	providers,	highlighting	a	
critical	structural	need	to	boost	diversity,	equity,	and	inclusion.31-	33 
Although	most	program	directors	desire	inclusion	of	sexual	and	gen-
der	minority–	adjacent	curricula,	 few	emergency	medicine	 residen-
cies	have	incorporated	LGBTQIA+ health into their conference and 
didactic curricula.9

Faculty

Given	the	minimal	curricula	in	current	undergraduate	and	graduate	
medical	education,	faculty	members	also	have	knowledge	deficits	in	
this	space	unless	they	have	pursued	self-	directed	learning.	According	
to	 one	 pilot	 study,	 attending	 physicians	 were	 more	 in	 agreement	
with	the	statement	“There	should	be	educational	events	at	my	hos-
pital	about	LGBT+	health	needs’’	than	to	“I	am	well	informed	on	the	
health	needs	of	 the	LGBT	patients”	and	that	 there	was	a	need	for	
further	education	on	this	topic	at	the	faculty/attending	level	as	well	
as	the	medical	school	level.39	Additionally,	it	is	challenging	to	teach	
residents	and	students	when	 faculty	do	not	 feel	well	 informed	on	
the	health	needs	of	LGBTQIA+	patients.	A	growing	number	of	 re-
sources	are	being	developed	to	address	this	knowledge	gap.40,41

CONCLUSION

Emergency	physicians	should	feel	confident	in	providing	a	model	of	
care	that	affirms	the	sexual	and	gender	identities	of	all	the	patient	
populations	 we	 serve.34	 From	 the	 health	 care	 provider	 perspec-
tive,	embracing	the	constant	evolution	in	the	definitions	of	various	
LGBTQIA+	identities	and	celebrating	the	diversity	within	these	com-
munities	will	ultimately	provide	a	deeper	understanding	of	our	own	
human	nature—	in	health	and	illness—	as	well	as	offering	optimal	care	
for	all	our	patients.

All	patients	should	be	approached	with	neutral	and	unassuming	
language.	 However,	 providers	 and	 medical	 systems	 hold	 societal	
biases	 toward	 heteronormative	 assumptions	 that	 they	 must	 miti-
gate	for	the	provision	of	equitable	care.	We	therefore	recommend	
universally	 asking	 patients	 for	 their	 pronouns,	 offering	 our	 own,	
and	 communicating	 this	 information	 to	 the	 rest	 of	 the	 care	 team.	
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Additionally,	determining	a	patient’s	sex	assigned	at	birth	and	gender	
identity	may	be	relevant	as	we	aim	to	deliver	the	optimal	care	pos-
sible	to	all	our	patients.	It	is	critical	to	be	specific	when	asking	these	
questions,	keeping	in	mind	using	the	simplest,	nonmedical	language	
as	appropriate.35	It	is	also	important	to	explain	why	these	questions	
are	being	asked.

Everyone,	 including	 LGBTQIA+	 individuals,	 makes	 unintended	
mistakes	 including	 those	 concerning	 pronouns,	 misunderstanding	
current	 queer	 terminology,	 and	 other	 aspects	 addressed	 in	 this	
paper.	However,	being	aware,	open-	minded,	and	willing	to	 learn	 is	
the	key	to	making	the	connection	you	need	to	deliver	the	best	medi-
cal	care	possible.	The	most	important	steps	include	working	to	prac-
tice	individually	or	with	others	on	using	discordant	or	neopronouns	
to	feel	more	comfortable,	avoiding	taking	corrections	(or	mistakes)	
personally,	and	not	dwelling	on	 the	errors	 to	 the	detriment	of	 the	
other	person	 (e.g.,	 profuse,	 drawn	out	 apology	 to	 the	other	party	
instead	of	a	quick	apology	and	moving	on).36	Finally,	it	is	critical	to	
never	shame	or	mock	individuals	who	use	the	wrong	terminology	or	
wrong	pronouns,	who	ask	questions,	or	who	frankly	seem	lost.	As	a	
specialty,	we	need	to	evolve	together	for	the	sake	of	inclusivity	and	
understanding.

As	 for	 our	 own	 implicit	 biases,	 it	 s	 important	 to	 acknowledge	
that	we	are	all	susceptible	to	biases	and	may	not	always	be	aware	of	
them	or	how	they	contribute	to	the	microaggressions	our	patients	
face.	Having	workplace	training	to	address	these	issues	can	be	par-
amount.	Having	an	electronic	health	record	that	is	inclusive	and	al-
lows	for	insertion	of	a	patient’s	gender,	sex,	name	used,	pronouns,	
and	 sexuality	would	 go	 a	 long	way	 to	 reducing	 the	daily	microag-
gressions	faced	by	this	population.37,38	Optimal	patient-	centric	care	
requires	 a	 deeper	 understanding	 of	 the	 patient’s	 biology,	 gender	
identity,	 and	 sexual	 behavior	 encapsulated	 into	 the	 ever-	growing	
acronym	LGBTQIA+ .
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