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Abstract

Background: In the United States, an estimated 4.5%
of the population identifies as a sexual or gender
minority (SGM). Efforts are underway to address this
population’s healthcare disparities.

Objective: This review aims to highlight
dermatologist’s role in treating SGM patients, raise
awareness about SGM-related stigma, and identify
clinical interventions to improve SGM care.
Methods: Articles were selected by review of
literature from PubMed's database from 2000-2020.
Results: The first intervention outlines methods to
educate the healthcare team on the terminology
used by the SGM community and how HIV
epidemiology is a distinct topic through separate
trainings. The second intervention emphasizes better
communication with SGM patients in routine
discussions, including the proper elicitation of a
sexual history by avoiding heteronormative
questioning. The last intervention discusses
enhancing this population’s clinical experience by
updating clinical intake forms to include a fill-in-the-
blank for patients’ pronouns, refraining from gender-
specific bathrooms, and advertising commitment to
SGM care online.

Conclusion: Our review article highlights a
dermatologist’s integral role in SGM care. The review
emphasizes three distinct intervention areas that aim
to destigmatize sexual/gender identity in the
workplace, promote cultural humility, and improve
the therapeutic alliance between SGM patients with
dermatologists.

Keywords: general dermatology, HIV health, LGBT health,
medical dermatology, sexual gender minority health

Introduction

In 2018, an estimated 4.5% of the United States
population identified as sexual and gender
minorities [1]. Research has shown that social
stigmatization about sexual orientation or gender
identity worsens pre-existent healthcare disparities
and affects access to care [2-5]. Dermatologists may
be the first healthcare provider to interact with
sexual and gender minority (SGM) patients for
benign or malignant dermatoses, sexually
transmitted infections (STls), or gender-affirmation
procedures. Therefore, they are in a unique position
to promote an inclusive and safe environment for
their SGM patients. This paper utilizes the
terminology SGM, rather than LGBT, to use the most
inclusive and current language to represent this
community. The purpose of this review is to
highlight a dermatologist’s role in the management
of SGM-specific conditions, raise awareness about
SGM-related stigma in healthcare and its
consequences on dermatological practice, and
identify clinical interventions that promote cultural
competence, office-based inclusivity, and
therapeutic alliance between dermatologists and
SGM patients. Furthermore, discussion is needed on
the distinctions between SGM and HIV+ patient
populations, rather than the often-discussed
overlap.
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Methods

A review of literature was performed using the
PubMed database from 2000-2020. When reviewing
the literature, the older term LGBT was utilized to
perform a more inclusive and relevant review. The
articles selected focused on dermatologic conditions
in LGBT patients or HIV+ patients, HIV and LGBT-
related stigma in healthcare, quality of care in HIV+
or LGBT patients, clinical management
recommendations that destigmatize HIV status and
sexual/gender identity, and healthcare disparities
among these patient groups in dermatologic
practice. The included articles were either review,
commentary, randomized control trial, or case series.
The excluded articles did not discuss stigma,
healthcare disparities, or recommendations to
improve the health of HIV+ or LGBT patients.

History of dermatology and STlIs, HIV, and SGM
health

In the annals of dermatological history, the specialty
was first recognized as “Dermatology and
Syphilology” or “Dermatology and Venereology”
because of a dermatologist’s role and focus on the
treatment of syphilis and other STiIs [6].
Dermatologists were among the first physicians to
recognize the cutaneous manifestations of syphilis
and document the natural progression of the disease
[71. As the field of dermatology evolved, the
treatment of syphilis and STls was de-emphasized
and the term “Dermatology” was used to encompass
the treatment of all skin, hair, and nail conditions [7].
Although venereology is no longer markedly
emphasized in conventional practice,
dermatologists continue to recognize and treat the
cutaneous manifestations of STls, including syphilis,
herpes simplex virus (HSV), human papillomavirus
(HPV), and HIV [8].

When HIV first emerged, and before widespread
knowledge on the disease was available,
dermatologists were at the forefront of the diagnosis
and management of Kaposi sarcoma (KS), the most
recognized cutaneous manifestation of HIV at the
time [9]. In addition, dermatologists tackled the
cutaneous side-effects of highly active antiretroviral
therapy (HAART) such as facial lipoatrophy,
morbilliform drug reactions, and Stevens-Johnson
syndrome/toxic epidermal necrolysis [9-13]. In 2016,
an estimated 707,000 gay and bisexual men were

living with HIV [14]; moreover, in 2019, a systematic
review and meta-analysis estimated that 14% of
transgender women in the US were living with HIV
[15]. Left untreated, the virus can lead to adverse
inflammatory, infectious, and neoplastic cutaneous
manifestations [16-20]. These manifestations and
complications remain a reason why SGM patients
present to the dermatologist, but are not the sole
reason these patients often seek dermatologic care.
An estimated 70% of the 38,000 new human
immunodeficiency virus (HIV) cases in the United
States occurred in SGM, specifically gay and bisexual
men and transgender women [14]. This data (2019)
shows that although a majority of cases are in SGM,
a significant proportion of new cases are from
heterosexual contact and injection drug use. The
Centers for Disease Control and Prevention (CDC)
indicates around 30% of new HIV cases are not in
SGMs [14]. Although historically HIV treatment has
been an SGM issue, this finding highlights that HIV
positivity and SGM status are less intimately
intertwined and deserve independent examination.

Parts of the SGM community, specifically sexual
minority males, are at an increased risk for cutaneous
skin malignancies [21]. This may relate to the
increased usage of indoor tanning by sexual minority
males [22, 23]. In addition to the treatment of benign
and malignant skin pathologies, dermatologists
often have a role in the management of hormone
therapy-induced skin conditions and non-invasive
cosmetic procedures associated with gender
transition [24-27]. To address the healthcare
disparities of SGM patients, as well as enact
meaningful clinical changes, a discussion regarding
the stigma associated with a person’s sexual
orientation or gender identity is paramount. There is
a considerable lack of research done to help
dermatologists become culturally competent and
sensitive to the needs of the SGM population.
Furthermore, discussion is needed regarding the

distinctions between SGM and HIV+ patient
populations, rather than the often-discussed
overlap.

Sexual/gender identify stigma in healthcare and
its effect on dermatologic practices

It is well documented that SGM-related stigma can
stem from discriminatory social contexts, including
peer victimization and rejection [28-30]. Societal
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perceptions regarding SGM patients can therefore
lead to the development of internalized stigma,
which can cause shame, fear of disclosure, and
depression [28,29]. In addition, institutional and
governmental healthcare policies can also promote
discrimination in SGM patients. In June 2020, new
legislation eliminated a regulation in section 1557 of
the Affordable Care Act, also known as the Health
Care Rights Law. This law prohibited discrimination
in healthcare against transgender patients. The new
provision updated the interpretation of “sex
discrimination” to only include male or female
patients as determined by their biology [31]. This
limits the law’s protection of the transgender
community, further impeding their access to care
and likely increasing societal delegitimization of
transgender people. The recent legislative changes
highlight the pervasive nature of societal stigma and
discrimination against sexual and gender minority
patients, but healthcare for both groups is both a
human rights issue and public health issue.

There often is a close tie between SGM-related
stigma and unfavorable health outcomes. For
example, in respect to dermatological procedures,
transgender women often resort to illicit use of
cosmetic neurotoxin and filler injections. Wallace et
al. noted that 16.7% of illicit filler use was associated
with transgender women [32]. She also noted that
stigma-related barriers put transgender women at a
higher risk of seeking out these procedures instead
of seeking professional cosmetic augmentation. This
alarming rise in unlicensed medical procedures can
lead to unpredictable and irreversible consequences
for this already at-risk patient population [32].
Additionally, the SGM community is also vulnerable
to physician discrimination. It is critical that
dermatologists provide procedural access and safe,
non-judgmental consultation to their SGM patients.

Clinical stigma-reduction recommendations for
dermatologic practices

Intervention 1: education of the healthcare team

Much of the stigma surrounding SGM patients stems
from inadequate education on the epidemiology of
HIV and the terminology used by the SGM
community. Nyblade et al. stated that healthcare
workers’ lack of understanding of the modes of

transmission of HIV, as well as possibly associating
blame with SGM and HIV status, has led to
unnecessary fear of contracting the disease from
their patients [33]. Providers with these fears may use
inordinate precautions when working with HIV+
patients, which can result in alienation [33].

Guidelines from Nyblade et al. suggest
implementing an institution-wide HIV training
program, which includes all members of the
healthcare team [33]. Despite the overlap between
the HIV and SGM populations, a training program
that combines the healthcare of both groups could
perpetuate  misunderstanding regarding HIV
epidemiology and continue to combine the two
patient groups in the trainee’s minds. The
recommended HIV training should be separate from
SGM trainings, incorporate the epidemiology of HIV,
demonstrate the proper prophylactic methods used
by the clinic to prevent occupational exposures, and
delineate each member's role in the reduction of HIV
stigma in their practice [33,34]. With regard to HIV
epidemiology, the CDCs statistics could be used to
educate trainees on the significant proportion of
cases that occur outside sexual and gender
minorities [14].

Based on the findings of Yeung et al, many
healthcare institutions have no SGM education for
their employees, leaving their teams poorly
equipped to help SGM patients feel comfortable in
their clinics [22]. Additionally, providers may not be
informed how their interactions with SGM patients
can be unintentionally stigmatizing. This stigma can
have negative effects on the overall health and
wellbeing of their patients. Patients having an initial
negative experience with a provider are much less
likely to return for follow up treatment even if the
provider had good intentions [35]. Knowledge of
inclusive language and cultural sensitivity are crucial
for developing trust in the physician-patient
relationship. Training about SGM health should
include defining common terms used by the SGM
community and identifying steps the clinic can take
to reduce assumptions that may harm members of
this population. For example, all staff members
interacting with the patient could include their
pronouns in their introductions to patients or make
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them visible on identification badges, to help
patients feel more comfortable sharing their
pronouns [36]. Another suggestion from Jia et al. is
to increase communication between the staff that
will be interacting with the patient. They also
recommend enhancing the visibility of the patient’s
identification information in their chart. These
interventions will help to reduce the number of
introductions the patient is required to make while
in the clinic [36]. The institution should also consider
including a survey given before and after the
training, as well as periodically throughout the year,
to gauge the teams’ existing attitudes toward SGM
patients [33].

Residency programs should consider implementing
separate and specific training programs outlining
HIV+ care. Additionally, depending on the program,
dermatology residents may receive minimal-to-no
training specifically dedicated to the care of SGM
patients [37,38]. Trainings about SGM dermatologic
care, such as the strategies outlined above, could be
implemented to reduce the stigmas residents may
carry into their practices after licensing. Residents
and faculty may consider attending conferences
dedicated to the SGM community to help improve
their understanding and patient interactions.

Intervention 2: the clinical role of the dermatologist in
providing culturally sensitive care

Dermatologists have a unique role in the clinical
diagnosis and care of SGM patients. Sexually
transmitted infections often present with a variety of
cutaneous manifestations. As such, dermatologists
may be the first providers to suspect an STl infection
in a patient. The CDC suggests annual testing for HIV
in asymptomatic sexually active men who have sex
with men, as their sexual behavior puts them at
greater risk of transmission and is a clinical indication
for screening [39]. It should be noted that research
has found that women who have sex with women
and men have higher rates of self-reported STls than
women who have sex with only men [40]. For
example, HSV-2 seropositivity [41] and oral HPV
infection [42] are higher in women who have sex
with women than in women who have sex with men.
It is imperative that dermatologists are aware of and
up to date with the STl testing guidelines for

screenings and offer to test their patients when they
are symptomatic or asymptomatic based on these
indications [43,44]. A patient’s sexual history is
crucial in determining their individual risk of
contracting STIs and it may provide diagnostic
information regarding dermatologic conditions.

Dermatologists should always promote cultural
sensitivity and open dialogue when eliciting a sexual
history from a patient, but sensitivity is especially
important when interviewing members of the SGM
community who may feel stigmatized by the sexual
history portion of the clinical encounter. An example
for sexual history questioning includes, “Are you
romantically and/or sexually involved with
someone?” “How many sexual partners have you
had?” “Are your partners female, male or both?” As
with any examination, the clinical necessity of taking
a sexual history should be thoroughly explained
based on their symptoms to reduce any feelings of
discrimination they may experience based on their
gender or sexual identity [39]. Providers should
maintain use of their patients’ pronouns and refrain
from using heteronormative questioning [45, 46]. For
example, when taking a sexual history from a cis-
male patient, providers should refrain from asking
“how many women have you been sexually active
with?” Dermatologists should consider training
courses or conferences that teach them culturally
sensitive strategies to empower them with the tools
to properly counsel their SGM patients on safer sex
practices in a non-judgmental fashion.

Sexual or gender minority patients may feel
stigmatized during the clinical encounter by the
assumptions made by the provider. Dermatologists
should never assume a patient’s sexual behavior
based on their SGM identity alone; STl testing should
only be offered to patients with clinical indication for
screening—which includes clinical symptoms, a
physical exam, or history of high-risk sexual
behaviors [24,39]. If the patient has concerning
history or symptoms, it is appropriate to offer STI
testing in the same way dermatologists offer STI
testing to non-SGM patients. Similarly, providers
should refrain from making assumptions about the
treatments SGM patients seek, as these assumptions
may be incorrect and thus stigmatizing for the
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patient [24]. Dermatologists should seek to
understand the ever-evolving language of these
communities in an effort to provide culturally
competent care to their patients, improving patient
comfort and outcomes.

National dermatology conferences like the American
Academy of Dermatology or the American Society of
Dermatologic Surgery can consider the addition of
lectures dedicated to further educating attendees on
the cultural sensitivity related to SGM patient care at
their annual conferences. From a surgical and
cosmetic standpoint, workshops and lectures
specifically tailored to how to properly cosmetically
assess SGM patients and address their concerns
would be very useful. Providers should be mindful of
what insurance may or may not cover and be ready
to offer alternative treatments when possible.
Finally, workshops dedicated to education about
how to perform gender-affirming procedures would
also be of use to dermatologic surgeons to improve
their patient interactions and procedural skills.

Intervention 3: enhancing the clinical experience of sgm
patients

Combating stigma associated with SGM populations
goes beyond the interactions between members of
the healthcare team and their patients. SGM patients
may face discrimination within the clinic by the
exclusive availability of pamphlets lacking SGM
representation or the presence of non-inclusive
statements on intake forms [24]. These sources of
nonverbal exclusion could make patients less willing
to disclose their sexual/gender identities to
providers they are going to see because the clinic
environment is perceived as unaccepting or
judgmental.

Several strategies for improving the clinical
experiences of SGM patients have been proposed.
Jia et al. states the patient’s experience begins when
they walk into the waiting room and providers
should aim to make their patients’ entire clinical
experiences as inclusive as possible [36]. Providing
pamphlets that are relevant to the dermatological
needs of the SGM populations, such as gender
affirming procedures, can help patients feel more
welcome in the clinic. Additionally, prioritizing
diversity in the hiring of healthcare team members

may reduce stigma within the office and make
patients feel more comfortable and understood.
Creating gender-neutral bathrooms and asking
patients how they would like to be addressed before
calling their name out in the waiting room may also
help reduce some of the stress gender minority
patients experience when attending their
appointments [24]. This can be accomplished by
having the patient inform the front desk what name
they use or ask this question on the sign-in form.

Sexual or gender minority patients often experience
stigma and discrimination when filling out
healthcare forms. Many clinical intake forms are
outdated and fail to include options that correctly
align with patients’ sexual/gender identities or their
pronouns [47,48]. For questions about gender,
sexual orientation, and pronouns, clinics should
consider including choices that are more inclusive of
the SGM population. Some solutions include giving
the option to fill in the blank instead of choosing
between strict binary-rigid options or the choice not
to disclose that information at all. Leaving self-
identification to the patient provides them with
more freedom to express themselves without any
perceived stigma and allows patients to share what
they feel comfortable with disclosing. Including
similar options in the patient’s chart or in the
electronic medical record can ensure that the
patient’s self-identification information is available
to everyone on the healthcare team who works with
the patient, thus reducing unnecessary
stigmatization or discrimination.

Efforts to reduce the stigma surrounding SGM
patients can also be approached online using social
media before patients even step into dermatology
clinics [49-51]. The patient’s experience can begin
before they ever walk through the clinic door.
Inclusive language on institutional websites and
social media platforms can be an effective way of
indicating to SGM patients the clinic cares about
their health and wellbeing. Simply adding an SGM
community symbol, like a rainbow flag, to the
website or adding a line about being a welcoming
environment to all sexual and gender minorities can
help broadcast that the institution is supportive of
the SGM population. Jia et al. recounts several
hospitals that have created Facebook groups for
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specific populations of patients or employees to
discuss healthcareissues they face [36]. Dermatology
clinics could consider facilitating discussions on
online forums, such as Facebook, about topics
relevant to SGM communities to digitally provide
support to patients who may feel uncomfortable
seeking care in person. All these strategies should be
considered as potential methods of reducing SGM
stigmatization of patients within dermatology
clinics.

Conclusion

Sexual or gender minority patients are at risk of
stigmatization and discrimination for both their
sexual and gender identity. This can lead to
significant healthcare barriers and psychological
stress on patients. Fear of judgment from healthcare
providers can lead to postponement or rejection of
care. Although efforts to reduce SGM-related stigma
are underway, the removal of policies that protect
transgender patients from discrimination further
hinders the effort to reach this marginalized
population. These discriminative policies can add to
a patient’s unwillingness to disclose their STI history,
sexual orientation or gender identity, and sexual
behaviors. Furthermore, discriminatory policies can
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