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ABSTRACT

AN EVALUATION OF A HOSPITAL’S COMMUNICATION CULTURAL
COMPETENCE STAFF TRAINING TO INCREASE DISCLOSURE AND
DATA COLLECTION ON SEXUAL ORIENTATION AND GENDER
IDENTITY: TOWARD REDUCING HEALTH DISPARITIES FOR
LESBIAN, GAY, BISEXUAL, AND TRANSGENDER PATIENTS

Jillian Allison Rose

The study used a pre-/post-test design within a secondary analysis of existing
de-identified data obtained from a major Northeastern hospital for use by permission, in
order to evaluate the impact of a communication cultural competency training of hospital
registration personnel focused on teaching the collection of gender identity and sexual
orientation data (SOGI). The study’s convenience sample (N=240) was diverse, given
34.6% (N=83) identified as White/Caucasian, 28.3% (N=68) as Hispanic/Latino, 27.1%
(N=65) as Black /African American, and 10.0% (N=24) as Asian. For gender identity,
74.6% (N=179) identified as female, and 15.8% (N=37) as male. Those who identified
their sexual orientation as heterosexual comprised 79.6% (N=191) of the sample. The
mean time in current role for the sample was 3.97 years (Min = 1-1 to 6 months,
Max = 6-over 10 years, SD = 1.547). For example, 18.3% (N=44) indicated being in their
current role for between 5-10 years. Some 74.2% (N=178) indicated that they know
someone who is LGBTQ+. Of note, 16.7% (N=38) indicated that they had other training
in the last three months.
Cronbach’s Alphas ranged from .858-.978 for the 11 new study scales, as very
good to excellent internal consistency. As main study findings, paired t-tests for all five

global scale scores (knowledge, self-efficacy, skill/ability level, and personal preparation
for collecting SOGI data—and engagement in recommended SOGI data collection
behavior) demonstrated significant differences from pre- to post- training in this sample
(p˂.000; Bonferroni Significance level, p<.007). This suggested that participation in the
training was associated with statistically significant improvements from pre- to posttraining for knowledge, self-efficacy, skill/ability level, personal, and engagement in
recommended SOGI data collection behavior.
Through backward stepwise regression, having higher post-training self-efficacy
was significantly predicted by: higher pre-training personal skill/ability (B=.589,
SEB=.468, p=.000); and, higher post-training overall evaluation (B=.244, SEB=.305,
p=.000). The adjusted R-squared value for this model was 0.346, meaning that 34.6% of
the variance for higher post-training self-efficacy for collecting for collecting patients’
sexual orientation and gender identity data was explained by this model.
Findings suggest the need for further dissemination, implementation and evaluation
of the new communication cultural competence training.
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Chapter I
INTRODUCTION

Whitehead, Shaver, and Stephenson (2016) indicated how “health disparities
affecting” lesbian, bisexual, gay and transgender (LGBT) people are “well documented
and span each subgroup of this population” (p. 2). Haider et al. (2017) emphasized how
health disparities affect LGB people, “including poor health outcomes and less access to
care”; however, a “lack of data on sexual orientation (SO) is a barrier to better
identification and understanding of the health challenges LGB people face” (p. 820).
LGB populations have been identified by national health initiatives such as Healthy
People 2020 as targeted populations for health improvement. The Center for Medicaid
and Medicare services has mandated the collection of sexual orientation data in patient
electronic health records (EHR), yet few emergency departments (ED) collect this
information (Haider et al., 2017, p. 820). Haider et al. found that “despite the importance
of sexual orientation collection for providing high quality, patient centered care,”
obtaining these data in the ED “is rare and optimal patient centered approaches for
collecting this information remain unclear” (p. 820).
In their mixed-methods study, Haider et al. (2017) used a patient-centered
approach to “understand the willingness to disclose sexual orientation among patients and
willingness to collect sexual orientation data among healthcare professionals” (p. 820).
Qualitative interviews were conducted with “fifty-three patient participants and 26
healthcare professionals,” while a national online survey was conducted with “1516
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patients and 429 health professionals” (p. 821). Results from the study indicated the need
to collect SO data to enhance “normalization of LGB minorities within society” (p. 323).
While “most Americans are willing to disclose sexual orientation in ED settings,” Haider
et al. suggested that “most clinicians believe that patients will refuse to provide sexual
information” (p. 823). Nonverbal self-report was the preferred method of collecting these
data for both patients and professionals (pp. 823-824).
The healthcare needs of the lesbian, gay, bisexual, and transgender (LGBT)
population are different “compared with their heterosexual non-transgender peers as a
result of ‘minority stress’“ (Gonzales, Przedworski, & Henning-Smith, 2016, p. 1344).
Further, the health behaviors of LGBT people are impacted by public policies and
discriminatory environments that may be stigmatizing and cause feelings of rejection and
shame (p. 1345). More recently, federally funded surveys have added questions about
sexual orientation and gender identity as important “data for measuring and monitoring
the health of LGBT populations in the United States” (p. 1345). Previously, such data
collection was “limited” (p. 1345). Gonzales et al. examined the “health and health risk
factors within the lesbian, gay, and bisexual (LGB) population in the United States” using
a combined sample (N=68,814) from the National Health Interview Surveys (NHIS)
conducted in 2013 and 2014 (p. 1345). The study examined “physical, functional, mental
health status and health risk factors for LGB adults compared with non LGB adults”
(p. 1345). Data were analyzed using regression models, and results indicated that “2% of
the noninstitutionalized, civilian adult population identified as lesbian, gay, or bisexual”
(p. 1346).
In the Gonzales et al. (2017) study, LGB men and women reported higher levels of
education than their heterosexual counterparts; lesbian women also reported higher levels
of income (p. 1346). Both gay and bisexual men and lesbian and bisexual women were
“more likely to have unmet medical care due to cost compared with heterosexual men
and women,” while lesbian women were “most likely to not have an office visit for
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healthcare in the past year” (p. 1346). Psychological distress was higher among gay and
bisexual men, as well as “prevalence of heavy drinking” (p. 1347). Smoking was also
higher in both gay and bisexual men and lesbian and bisexual women; however, bisexual
men more frequently reported heavy smoking than heterosexual men (p. 1347). Lesbian
women were more likely to be heavy drinkers or heavy smokers compared to
heterosexual women. Lesbian and bisexual women had a higher prevalence of moderate
to severe psychological stress, which was “twice as high (46.4%) among bisexual
women” (p. 1348).
According to Gonzales et al. (2016), “no physical health and functional health by
sexual orientation” differences were found between gay and bisexual men or lesbian and
bisexual woman compared to their heterosexual counterparts (p. 1348). Implications
include a need for further study of differences for sexual minority groups. This “should
serve as a call to healthcare professionals and public health practitioners to pay particular
attention to the current and future health outcomes of this small, diverse and vulnerable
population” (p. 1350). Additionally, higher income and educational levels “did not
translate into better health outcomes” for this cohort (p. 1350), as “sexual minority status
appears to have a strong influence on health and health risk factors. This effect may be
attributed to chronic minority stress experienced by gay and lesbian people” (p. 1350).
Regarding collection of patient sexual orientation and gender identity (SOGI) data,
the Veterans Health Administration (VHA) serves a large number of LGBT veterans, and
“is the largest integrated healthcare system in the United States” (Ruben, Blosnich,
Dichter, Luscri, & Shipherd, 2017, p. 85). LGBT veterans face healthcare disparities
including “high prevalence of health conditions” and “health risk” (p. 85). Although
sexual orientation and gender identity data collection is now encouraged in federal
surveys—and the VHA’s equality objectives including LGBT disparities—”the VHA
does not systematically gather SOGI data in nationally administered survey” (p. 85).
Further, given the “history of LGBT servicepersons having to hide their sexual and
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gender minority status in the DoD, it is unclear if Veterans are particularly prone to
refusing to answer SOGI questions” (p. 86).
Using a sample (N=169,062) from the 2014 Behavioral Risk Factor Surveillance
System (BRFSS) survey, Ruben et al. (2017) aimed to “compare the rates of refusal or
‘don’t know’ responses between Veterans and non-Veterans on SOGI questions” (p. 86).
Findings showed that “non-Veterans had significantly higher prevalence of refusal to
answer sexual orientation than Veteran peers;” non-Veterans also responded “don’t
know” in greater proportion (p. 86). With regard to conclusions and implications, it was
asserted that despite “Veterans living through policies that prevent military service while
being open about LGBT identities,” overall “Veterans are as likely to answer survey
questions about SOGI” (p. 89). To better understand health disparities and determinants
of health in this population, researchers “should collect SOGI as standard demographics
data” to better understand their experiences and “the impact of answering SOGI questions
on their healthcare” (p. 89).
Despite “national and federal recommendations for routine collection of SO/GI
data in healthcare settings,” regarding LGBT health disparities, “little research has
characterized patient–centered ways” to collect such information (Maragh-Bass et al.,
2017, p. 141). There are many risks to consider, including discrimination, lack of
provider education, and lack of “understanding of perceived benefits to collecting SOGI
data” (p. 142). Maragh-Bass et al. examined “(1) patient reported views on the
importance of SOGI collection; (2) patient perspective on risk and benefits of routine
SOGI collection,” as well as “(3) provider perspective on risk and benefits of routine
SOGI collection” (p. 142). A national representative patient sample was recruited, and a
mixed-methods survey was conducted with LGB patients (N=1,516) and providers
(N=429). The sample was mostly White- and female-identified. Both patients and
providers indicated an understanding of the benefits of SOGI data collection; “most
patient comments identified individualized care as a benefit, whereas provider comments
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mostly cited patient–provider interactions as the most beneficial” (p. 151). However,
“providers felt that GI collection would offend patients” (p. 148). In contrast, less than
10% of patients surveyed “reported that they would be offended by GI collection and
only 11% reported that they would be offended by SO collection” (p. 148). When asked
about the perceived risks of collecting SOGI data, “most providers cited patient offense
and/or discomfort”; meanwhile, patients “cite bias/discrimination” (p. 148). Results
necessitate further study into “patient centered approaches to SO/GI collection” (p. 141).
Transgender women experience the highest rates of new HIV cases among “an
array of health disparities compared to their cisgender counterparts” (Glick, Theall,
Andrinopoulos, & Kendall 2018, p. 171). Further, “transgender individuals report high
levels of discrimination and problematic interaction with providers” (p. 172). Although
“inequalities arising from discrimination in one setting can shape expectation of poor
treatment in other settings,” there is a lack of information about the disparities that affect
trans-feminine individuals, barriers to care, and access to care (p. 172). Glick et al.
explored the impact of discrimination in healthcare and non-healthcare settings on the
“postponement of preventive care in a US based sample of trans-feminine individuals”
(p. 172). In addition, the impact of “multiple types of stigma” in various locations and
“association with delaying preventive care” were assessed (p. 172). This cross-sectional
study used a convenience sample (N=2,248) of data responses from trans-feminine
individuals who completed the National Transgender Discrimination Survey in 2008
(p. 174). Results showed that trans-feminine individuals experienced discrimination in
both medical and non-medical settings; aside “from discrimination in a health location,
which had the strongest association, discrimination in all non-health related locations was
significantly associated with a more than threefold likelihood of care postponement”
(p. 174). In addition, respondents who were “denied services, verbally harassed, or
physically assaulted were significantly more likely to postpone care” (p. 174).
Conclusions included enhanced efforts to reduce discrimination for the trans-feminine
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population, which could “reduce barriers to healthcare access and improve health”
(p. 177). Despite the limitations of using a convenience sample, the study demonstrated
the need for continued research in this area (p. 177).
Recall from above that the implementation of EHR has provided a structural way
of examining patient outcomes and health disparities (Cahill et al., 2014, p. 1). The
Institute of Medicine (IOM, 2011) called for sexual orientation and gender identity
(SOGI) data collection in EHRs through standardized questions. According to Cahill
et al., collecting “SOGI data in clinical settings via EHR system could help clinicians,
researchers, and policymakers better understand LGBT health” (p. 2). Further, the lack of
“LGBT-inclusive cultural competency and clinical training for providers contributes to
their widespread failure to discuss SOGI with their patients” (p. 2). This practice adds to
the invisibility of LGBT patients in the healthcare setting; ERHs can help to foster better
communication across the healthcare team. Cahill et al. surveyed diverse patients
(N=301) at four community health centers (CHCs) “to assess the acceptability and
feasibility of asking SOGI questions” and to “evaluate a set of standardized SOGI
questions that can be incorporated in EHRs at CHCs” or in other healthcare settings
(p. 2). Cahill et al. provided the questions included in the survey:
Do you think of yourself as:
o Lesbian, gay or homosexual
o Straight or heterosexual
o Bisexual
o Something else, please describe _______________________________
o Don’t know
What is your current gender identity?
(Check all that apply)
o Male
o Female-to-Male (FTM) /Transgender Male/Trans Man
o Male-to-Female (MTF)/Transgender Female/Trans Woman
o Genderqueer, neither exclusively male or female
o Additional Gender Category (Other), please specify _____________________
o Decline to Answer, please explain why ____________________________
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What sex were you assigned at birth on your original birth certificate?
(Check one)
o Male
o Female
o Decline to Answer, please explain why ______________________________
(p. 3)
Participants in the Cahill et al. (2014) study were over 18 years of age, and most
identified as heterosexual; the sample was racially diverse. Participants demonstrated
extensive understanding of SOGI questions and “willingness to answer them, both among
LGBT respondents and among heterosexual and non-transgender respondents” (p. 4).
LGB participants also indicated that the sexual orientation questions “accurately reflected
their identities, and that they would not change the wording of the questions”; this was
similar for gender identity questions (p. 6). Most transgender participants shared that they
would answer “both parts of the gender identity question—current gender identity and
sex assigned at birth” (p. 6). Participants who identified as LGBT were more likely to
think answering SOGI questions was important, compared to heterosexual counterparts;
responses did not differ by ethnicity, gender, or survey location. Results should
encourage clinicians and healthcare organizations to integrate SOGI data into their intake
systems. However, “buy-in from staff, including front desk staff as well as providers is
essential to effective SOGI data collection” (p. 7). Further, “SOGI data collection should
be coupled with cultural competency training in which staff can ask questions and work
through any discomfort” (p. 1).
According to Rood, Kochaver, McConnell, Ott, and Pantalone (2018), “transgender
individuals are disproportionately burdened by HIV” (p. 3111). In addition, “it is critical
to better understand how psychosocial factors might influence health behaviors that
increase risk for transgender individuals” (p. 3111). Rood et al. conducted a crosssectional study of transgender adults (N=300) in the United States. The study assessed
“the association between distal and proximal stressors, and (a) sexual risk taking and
(b) HIV testing behaviors” (p. 3111). Rood et al. hypothesized that stressors such as
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discrimination and stigma (distal), as well as expectation of rejection and identity
concealment (proximal), would be linked to increased sexual risk behaviors and fewer
HIV tests. Learning more about how the aforementioned stressors influence sexual risk
behaviors and HIV testing presents an opportunity to target educational interventions.
Rood et al. (2018) recruited for the study using “electronic flyers via public and
(with permission) private online message boards, list-serves, and social networking sites
with transgender audiences” (p. 3112). Participants who met eligibility criteria, including
being 18 years or older and having “begun their affirmation/transition process by dressing
much/most of the time as their affirmed gender in the past 6 months or longer,” took a
15-minute online survey (p. 3112). The survey asked demographic questions and also
“measured gender related discrimination using an investigator-created measure” based on
“previously published research with transgender samples and noted areas of
discrimination” (p. 3112). Other measures included a scale on gender identity
concealment using an adapted version of the Self-Containment Scale. The expectation of
rejection was measured using an adapted version of the Stigma Consciousness
Questionnaire. Sexual risk behaviors were measured using an adapted version of the
Sexual Risk Survey. Finally, HIV testing was evaluated using an investigator-created
survey.
All participants were included in the analysis, in which separate regression models
were tested; tested hypotheses including expecting rejection, identity concealment, and
discrimination were associated with HIV risk behaviors and HIV testing (Rood et al.,
2018, p. 3113). Results indicated that independent variables “expecting rejection and
experiencing gender related discrimination were significantly associated with reporting
sexual risk behaviors”; this was not true for gender identity concealment (p. 3113). In
addition, “neither expecting rejection, experiencing gender–related discrimination, nor
identity concealment were significantly associated with HIV testing” (p. 3113).
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Rood et al. (2018) concluded that their study “supports the extension of the
minority stress model to transgender populations and identifies links between both distal
and proximal stressors and HIV risk as protective behaviors” (p. 3115). Further, “some
aspects of minority stress may operate differently for gender minority than sexual
minority individuals” (p. 3115). More research in this area was recommended, especially
since “associations for HIV testing differed from previous research findings with sexual
minority individuals” (p. 3115).
According to The Joint Commission (TJC, 2011), LGBT patients face deep
disparities relating to access to care, higher rates of smoking, alcohol, and substance
abuse, depression and anxiety, and STD/STIs (p. 1). Further, over 3% of Americans
identity as LGBT and represent a diverse community of people (p. 1). Discrimination and
stigma are common in the LGBT community, which often leads LGBT people to feel less
valuable and invisible (p. 2). The Joint Commission (2011) field guide, Advancing
Effective Communication Cultural Competence and Patient –and Family-Centered Care:
for the Lesbian, Gay, bisexual and Transgender (LGBT)Community, “provides
recommendations specific to the LGBT population” (p. 2). The Joint Commission invited
several key leaders and stakeholders in LGBT care for a one-day conference to develop
guidance for hospitals on supporting LGBT patients and their families (p. 4). They
recognized how any hospital’s ability to advance such issues depends on “organizational
readiness” (p. 4). The participants organized “strategies and recommendations” using
several domains, including “Leadership: Provision of Care, Treatment and Services;
Workforce; Data Collection and Use and Patient, Family and Community Engagement”
(p. 4).
Leadership recommendations included helping to support “disclosure of sexual
orientation and gender identity,” such that “all forms should contain inclusive genderneutral language that allows for self-identification” (TJC, 2011, p. 13). The workforce
domain focused on how each “hospital and its staff, including medical staff, must commit
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to meeting the needs of the diverse patients they serve” (p. 19). Recommendations for the
workforce included incorporating “LGBT patient care information in new or existing
employee and staff training,” as well as continued staff development to enhance “quality
and inclusion for LGBT employees” (p. 23). The data collection and use domain focused
on what type of SOGI data to collect, efficient and effective collection of such data,
privacy, and the use of data to guide interventions and improve services and resources
(p. 25). Specific recommendations included identifying “a process to collect data at
registration/ admitting,” and training “staff to collect sexual orientation and gender
identity data” (p. 29). The guide also provided several evidence-based resources
checklists to help hospitals move toward LGBT equity and inclusion (p. 35).
There is a lack of knowledge on lesbian, gay, bisexual, and transgender (LGBT)
individuals, although they suffer from “unique health disparities” (Institute of Medicine
[IOM], 2011, p. 1). Key questions include the state of current knowledge regarding
LGBT health and existing research gaps to guide a research agenda (p. 1). To address
such questions, a “consensus committee” was convened by the IOM to “conduct a review
and prepare a report assessing the state of the science on the health status of the lesbian,
gay, bisexual and transgender population” (p. 1). The committee used several resources
to inform their study, including formal committee meetings, public forums, community
and advocacy groups, service providers, and a literature review (p. 2). The results
indicated several research gaps and missed opportunities; they found that “the exciting
body of evidence is sparse and that substantial research is needed” (p. 8).
The committee made two recommendations related to data collection. The first
recommendation addressed how “data on sexual orientation and gender identity should be
collected in federally funded surveys” (IOM, 2011, p. 9). This information may be
examined along with “surveys on crime and victimization, housing and families,” which
would provide valuable data on variables “that relate to the health of sexual and gender
minorities” (p. 9). The second recommendation related to the need for “data on sexual
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orientation and gender identity” to be “collected in the electronic health records” to help
in “addressing LGBT health disparities” (p. 9). The IOM recognized that the experience
of “possible discomfort on the part of the healthcare worker with asking questions about
sexual orientation and gender identity, a lack of knowledge by providers” on how to
“elicit this information,” along with “some hesitancy on the part of patient to disclose this
information” may all be barriers to the collection of such data (p. 9). The report also
recommended questions for confirming gender identity.
Addressing lesbian, gay, bisexual, and transgender health (LGBT) is a priority area
for Healthy People 2020 (2014), given that the goal is “improve the health, safety, and
well-being of lesbian, gay, bisexual and transgender (LGBT) individuals” (p. 1). LGBT
individuals represent a diverse segment of the population, yet aforementioned lack of
data collection on national or state surveys makes it “difficult to estimate the number of
LGBT individuals and their health needs” (p. 1). To ensure that LGBT people live long,
healthy lives, it is important that health disparities affecting this population are addressed
(p. 1). Recall from above that LGBT people face high rates of discrimination, which has
been associated with higher risks of suicide, substance abuse, and mental health concerns.
Levels of violence and victimization are also high among the LGBT community (p. 1).
The two major objectives in this area are:
LGBT 1: Increase the number of population-based data systems used to
monitor Healthy People 2020 objectives that include in their core a
standardized set of questions that identify lesbian, gay, bisexual, and
transgender populations.
LGBT 2: Increase the number of states, territories, and the District of
Columbia that include questions that identify sexual orientation and gender
identity on state level surveys or data systems. (p. 1)
To effectively address these issues, it is prudent to “securely and consistently collect
SOGI information in national surveys and health records,” allowing “policy makers to
accurately characterize LGBT health disparities” (p. 2).
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Schabath et al. (2017) also asserted that the lesbian, gay, bisexual, transgender,
queer/questioning community (LGBTQ), or sexual minorities (SGM), face significant
health disparities. It is estimated that approximately 10 million adults in the United States
identify as SGM; however, “the existing research infrastructure is unprepared to address
these needs,” as evidenced by the “lack of SOGI data currently collected” (p. 542). They
argue that “before 1990, when racial and ethnic data were not routinely collected, the
cancer research community could not accurately assess cancer risk, incidence and
outcomes among racial and ethnic minorities”; such is true today among SGM
populations (p. 542). Gathering SOGI data in a systemic way is important for “ensuring
surveillance, delivery and evaluation of high quality, patient centered care” (p. 543).
Recall from above the challenges to collecting this information, including lack of
standardized SOGI categories, lack of patient-provider understanding about collection,
and fear of discrimination and stigmatization (p. 543). Collecting usable data is essential
“to identity and address potential health disparities among SGM”; without the ability to
do this, “the burden of disease and outcomes among SGM population may go unnoticed
and unaddressed” (p. 543).
Such an absence of data has real consequences for “prevention and early
detection/screening services” for this population, often resulting in more advanced stages
of disease (Schabath et al., 2017, p. 543). SOGI data are collected in several ways; on
most instruments, sexual orientation is asked, and gender identity is assessed via two
questions (p. 543). In other tools, such as some federal surveys, “sexual identity, sexual
attraction, sexual behavior and gender identity” are all asked (p. 543). A standard way of
collecting SOGI data is important to ensure that “final data are valid and reliable, and can
be used to accurately assess health disparities” (p. 543). To capture such information
accurately, training of healthcare professionals and others in healthcare institutions is
critical. Thus, “improving communication skills and providing valid tools such as talking
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points or scripts for asking questions” to “ health care providers and, staff and community
organizations can facilitate data collection” (p. 545).
According to Deutsch and Buchholz (2015), “transgender (Trans Trans*) persons
may have a gender identity and a preferred name that differs from those assigned at birth
and/or listed on their current legal identification” (p. 843). Transgender people face deep
health disparities, which include a “lack of access to care; failure to accurately document
(and therefore count) transgender identities” can further alienate and victimize this
population (p. 843). Gender identity data can be described in several ways: “gender ID,
birth assigned sex, legal sex, preferred name and legal name” (p. 843). Due to this range,
it is important that “gender ID data is collected, stored and then accessed and displayed in
an electronic medical record” (p. 843). The recommended process for collecting gender
identity information is a “two-step” process including gender identity and sex assigned at
birth, as “transgender people can be identified as those whose gender identity and birthassigned sex differ” (p. 843). To minimize confusion for busy clinicians and office staff,
“training needs for clinical providers and staff must be standardized, routinized and
clarified” (p. 844). Understanding and using gender pronouns may be confusing; some
transgender people may prefer “neutral pronouns as opposed to the traditional polar
“‘he/him’ and ‘she /her’“ (p. 844).
As per Deutsch and Buchholz (2015), these considerations may seem new and
foreign to staff; therefore, “training curricula and materials should provide guidance on
how to recognize and use these pronouns, with particular attention to what seems to be
the grammatically incorrect use of ‘they’ and ‘them’“ (p. 845). To help normalize “nonbinary gender identities and terminologies,” built-in electronic pop-ups to remind staff to
use these pronouns “may help reinforce behavior among naïve clinical staff and
providers” (p. 846). Improving the collection of transgender data will help to improve
“quality of care, research, funding allocations and policy” among this population (p. 847).
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According to Bidell and Stepleman (2017), “health care professionals have played
a central role regarding prior oppressive and current supportive LGBT policy, theory,
research and clinical, treatment” (p. 1306). They asserted an “interdisciplinary
perspective regarding the development and advancement of LGBT clinical competence,
professional training, and ethical care” (p. 1305). Historically, the health profession has
played a role in the “moral, social and legal stigmatization” of the LGBT community, by
“viewing LGBT individuals as mentally ill or disordered” (p. 1306). Since 1952, The
Diagnostic and Statistical Manual of Mental Disorders (DSM) categorized LGBT people
as mentally ill; “homosexuality was considered part of the sociopathic personality
disorders, communicating that lesbian, gay, and bisexual individuals were both
disordered and dangerous” (p. 1306). Although several updates have been made to
change the DSM over the years, other organizations, such as the World Health
Organization (WHO), continue to include diagnostic codes for LGBT individuals in the
International Statistical Classification of Disease and Related Health Problems (ICD-10)
(p. 1380). There is continued advocacy in this area for the removal of diagnostic
categories for LGBT identity, and a preference to move to “Z code specifically for
transgender adults and children. Z codes are non-pathologizing and are used by WHO to
describe non-disease states that can influence health and mental health care” (p. 1308).
Today, some healthcare organizations have “rejected outdated views of being
LGBT as representative of a mental illness” or being of a second-rate status; “health
professionals are now contextualizing the increased prevalence of health and
psychosocial problems among LGBT people with a minority stress perspective,” looking
to understand the impact that stressors such as discrimination and stigmatization play in
health outcomes (Bidell & Stepleman, 2017, p. 1309). Thus, “understanding that social
forces are at the core of LGBT health and psychosocial disparities and not the
‘pathological’ LGBT individual is a remarkable change” (p. 1309). LGBT physical health
disparities, such as higher prevalence of HIV/AIDS, increased cancer rates among
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transgender individuals linked to long-term hormone use, or higher incidence of
cardiovascular disease in lesbian women, and mental health disparities such as increased
levels of “mood and anxiety problems, especially in LGBT youth,” may therefore be
understood using a social determinants and minority stress lens (p. 1310).
As LGBT-identified people face barriers to accessing healthcare and report high
levels of discrimination, stigmatization, and violence in healthcare settings, “LGBT
clinical competence, training and ethical care have emerged as imperative for health
professionals to address the serious psychosocial and health disparities that impact LGBT
people” (Bidell & Stepleman, 2017, p. 1311). As lack of training may be a barrier to
equitable treatment and care of LGBT individuals, “comprehensive LGBT competency
and treatment guidelines” have been created by several healthcare organizations
(p. 1311). While these guidelines may vary, it is
recommended that, at a minimum, health care providers and trainees
examine and advance their (a) self-awareness of personal and societal LGBT
biases, prejudices, and stigma; (b) knowledge of important LGBT health care
and psychosocial issues; and (c) LGBT clinical skills grounded in
professional ethics, guidelines and standards of care. (p. 1311)
Historically, “because of perceived or real stigma and discrimination by healthcare
providers and institutions, many LGBT persons” did not share their identity (Bidell &
Stepleman, 2017, p. 1314). As noted above, as a part of understanding and addressing
LGBT disparities, the collection of sexual orientation and gender identity (SOGI) data in
the EMR is now widely supported and recommend (p. 1316). LGBT training
interventions are needed to help “the development of LGBT attitudinal awareness,
clinical skills and patient knowledge,” while “governmental and nongovernmental
organizations are developing a host of new LGBT competency training programs and
resources” (p. 1317).
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Statement of the Problem
The problem that this study addressed is the need to train hospital staff, especially
registration personnel, and all healthcare providers in communication cultural
competence in order to facilitate LGBT patients’ disclosure of sexual orientation and
gender identity. All hospital forms used by these personnel must contain the requisite
gender-neutral language to facilitate patient self-identification, ideally, as part of an
Electronic Medical Record (EMR), accessible hospital-wide.

Purpose of the Study
The purpose of this study was to engage in a secondary analysis of existing data
with the permission of the hospital administration (see the Letter of Permission in
Appendix A) in order to evaluate the hospital registration personnel (N=240) acquiring
communication cultural competence. The focus was on effectively asking questions of,
interviewing, and interacting with those for whom there is a minority sexual orientation
and gender identity status (i.e., the LGBTQ patient population), as communication
cultural competence. The training included hospital registration personnel mastering
information on the importance of such communication cultural competence so that the
LGBT population experiences a reduction in health disparities, avoids adverse outcomes,
and achieves maximum safety in the hospital setting. The training given to hospital
registration personnel involved Sexual Orientation and Gender Identity Training (SOGI
Training)—within 7 one-hour sessions and 5 one-and-a-half-hour training sessions.
More specifically, the purpose of the study was to: (1) evaluate a major urban
Northeastern hospital’s pilot training of a communication cultural competence training
module designed for registration staff on the collection of SOGI data from LGBTQ
patients, using a comparison of pre-training versus post-training surveys; (2) identify the
significant correlations between selected demographic and other independent variables
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with the study outcome variable of a higher Post-Self-Efficacy for collecting patients’
gender identity and sexual orientation data; and (3) identify significant predictors of the
study outcome variable of a higher Post-Self-Efficacy for collecting patients’ gender
identity and sexual orientation data.

Research Questions
Given a sample of hospital registration personnel (N=240) who completed the
Sexual Orientation and Gender Identity Training (SOGI Training) as a communication
cultural competence training, the secondary analysis of existing data from a major urban
Northeastern hospital answered the following questions:
1.

What were the participants’ demographic characteristics and background for
any prior cultural competence trainings? (Survey Part IA and Part VIII-Pre)
Data Analysis Plan: descriptive statistics (n, %, M, SD, min, max)

2.

What was their pre-knowledge for collecting patients’ gender identity and
sexual orientation data? (Survey Part IB)
Data Analysis Plan: descriptive statistics (n, %, M, SD, min, max)

3.

What was their Pre-Self-efficacy for collecting patients’ gender identity and
sexual orientation data? (Survey Part II)
Data Analysis Plan: descriptive statistics (n, %, M, SD, min, max)

4.

What was their Pre-Personal Skill/Ability for collecting gender identity data—
and also their Pre-Rating of Co-Workers’ Skill/Ability for collecting gender
identity data, and, Pre-Rating of Their Manager’s Skill/Ability for helping to
support their skill/ability for gender identity data collection? (Survey Part III)
Data Analysis Plan: descriptive statistics (n, %, M, SD, min, max)
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5.

What was their Pre-Personal Preparation for collecting sexual orientation
data? (Survey Part IV)
Data Analysis Plan: descriptive statistics (n, %, M, SD, min, max)

6.

What was their Pre-Frequency of Recommended Behaviors for collecting
gender identity data—and the frequency of their non-adherence to the
recommended behavior? (Survey Part V)
Data Analysis Plan: descriptive statistics (n, %, M, SD, min, max)

7.

In terms of the potential impact of participating in the training, was there a
significant difference between their: (a) Pre-knowledge for collecting patients’
gender identity and sexual orientation data versus their Post-Knowledge for
collecting patients’ gender identity and sexual orientation data; (b) Pre-SelfEfficacy for collecting patients’ gender identity and sexual orientation data
versus their Post-Self-Efficacy for collecting patients’ gender identity and
sexual orientation data; (c) Pre-Personal Skill/Ability for collecting gender
identity data versus their Post-Personal Skill/Ability for collecting gender
identity data; (d) Pre-Personal Preparation for collecting sexual orientation
data versus their Post-Personal Preparation for collecting sexual orientation
data; (e) Pre-Frequency of Recommended Behaviors for collecting gender
identity data versus their Post-Frequency of Recommended Behaviors for
collecting gender identity data? (Survey Parts IB-V)
Data Analysis Plan: paired t-tests

8.

What tools and/or supports do they need to ask gender identity and sexual
orientation questions consistently and comfortably? (Survey Part VI)
Data Analysis Plan: descriptive statistics (n, %, M, SD, min, max)

9.

What was their final Post-Rating of Resources and Handouts from training for
collecting gender identity and sexual orientation data? (Survey Part IX-Post)
Data Analysis Plan: descriptive statistics (n, %, M, SD, min, max)
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10. What was their final Post-Overall Training Evaluation, including a rating of
the trainer? (Survey Part X-Post)
Data Analysis Plan: descriptive statistics (n, %, M, SD, min, max)
11. Was there any added advantage when subjects also had training in the area of
race, ethnicity and language (REL), in terms of potentially having a higher
score for the study outcome/dependent variable of a higher Post-Selfefficacy for collecting patients’ gender identity and sexual orientation
data?
Data Analysis Plan: paired t-tests (n, %, M, SD, min, max)
12. Were there any significant correlations between selected demographics and
other study variables with the study outcome/dependent variable of a
higher Post-Self-efficacy for collecting patients’ gender identity and
sexual orientation data?
Data Analysis Plan: Pearson correlations
13. What were the significant predicators of the study #2 outcome/dependent
variable of a higher Post-Self-efficacy for collecting patients’ gender
identity and sexual orientation data?
Data Analysis Plan: Backward stepwise regression

Delimitations
The study sample was delimited to those participants who completed the surveys
and for whom the hospital was able to match pre- and post-surveys. Those matched
surveys (N=240) were those successfully matched by the hospital’s data management
office, de-identified, and provided to the Principal Investigator.
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Limitations of the Study
Study limitations for consideration were as follows: participants self-reported on
their registration interviewing behavior with sexual and gender minorities, while there
was no way to verify participants’ responses. Aside from pre- and post-training survey
data, there was no use of triangulation, such as by audio recording or observing
interviews of patients for a second source of data for analysis. Additionally, no measure
of social desirability was used in this study. It is also possible that the sample of hospital
registration personnel at this urban Northeastern hospital is not representative of those at
other hospitals nationally, potentially limiting the generalizability of the study results.

Definitions of Terms and Abbreviations
In this section and subsequent sections, various terms are incorporated. These
terms were largely adopted from the Fenway Institute’s National LGBT Health Education
Center (2017) Glossary of LGBT Terms for Health Care Teams. To assist the reader,
definitions are provided, as follows:
•

Assigned sex at birth—The sex (male or female) assigned to a child at birth,
most often based on the child’s external anatomy. Also referred to as birth sex,
natal sex, biological sex, or sex (The Fenway Institute, 2017).

•

Bisexual—A sexual orientation that describes a person who is emotionally and
sexually attracted to people of their own gender and people of other genders.

•

Cisgender—A person whose gender identity and assigned sex at birth
correspond (i.e., a person who is not transgender) (The Fenway Institute, 2017).

•

Coming out—The process by which one accepts and/or comes to identify
one’s own sexual orientation or gender identity (to come out to oneself). Also,
the process by which one shares one’s sexual orientation or gender identity
with others (to come out to friends, etc.) (The Fenway Institute, 2017).
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•

Gender affirming hormone therapy—The administration of hormones for
those who wish to match their physical secondary sex characteristics to their
gender identity. Also referred to as cross-sex hormone therapy (The Fenway
Institute, 2017).

•

Gay—A sexual orientation that describes a person who is emotionally and
sexually attracted to people of their own gender. It can be used regardless of
gender identity, but is more commonly used to describe men (The Fenway
Institute, 2017).

•

Gender affirming surgery (GAS)—Surgery used to modify one’s body to be
more congruent with one’s gender identity. Also referred to as sex
reassignment surgery (SRS) or gender confirming surgery (GCS) (The Fenway
Institute, 2017).

•

Gender expression—This term describes the ways (e.g., feminine, masculine,
androgynous) in which a person communicates their gender to the world
through their clothing, speech, behavior, etc. Gender expression is fluid and is
separate from assigned sex at birth or gender identity (The Fenway Institute,
2017).

•

Gender identity—A person’s inner sense of being a boy/man/male,
girl/woman/female, another gender, or no gender (The Fenway Institute, 2017).

•

Gender non-conforming—Describes a gender expression that differs from a
given society’s norms for males and females (The Fenway Institute, 2017).

•

Heteronormativity—The assumption that everyone is heterosexual and that
heterosexuality is superior to all other sexualities (The Fenway Institute, 2017).

•

Heterosexual (straight)—A sexual orientation that describes women who are
emotionally and sexually attracted to men, and men who are emotionally and
sexually attracted to women (The Fenway Institute, 2017).
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•

Homophobia—The fear of, discrimination against, or hatred of lesbian or gay
people or those who are perceived as such (The Fenway Institute, 2017).

•

Intersectionality—The idea that identities are influenced and shaped by race,
class, ethnicity, sexuality/sexual orientation, gender/gender identity, physical
disability, national origin, etc., as well as by the interconnection of all of those
characteristics (The Fenway Institute, 2017).

•

Lesbian—A sexual orientation that describes a woman who is emotionally and
sexually attracted to other women (The Fenway Institute, 2017).

•

Men who have sex with men/Women who have sex with women
(MSM/WSW)—Categories that are often used in research and public health
settings to collectively describe those who engage in same-sex sexual behavior,
regardless of their sexual orientation. However, people rarely use the terms
MSM or WSW to describe themselves (The Fenway Institute, 2017).

•

Minority stress—Chronic stress faced by members of stigmatized minority
groups. Minority stress is caused by external, objective events and conditions,
expectations of such events, the internalization of societal attitudes, and/or
concealment of one’s sexual orientation (The Fenway Institute, 2017; Meyer,
2003).

•

Non-binary—Describes a person whose gender identity falls outside of the
traditional gender binary structure. Sometimes abbreviated as NB or “enby”
(The Fenway Institute, 2017).

•

Outing—Involuntary or unwanted disclosure of another person’s sexual
orientation or gender identity (The Fenway Institute, 2017).

•

Pronouns that you use/ “preferred pronouns”—Pronouns are the words
people should use when they are referring to you but not using your name.
Examples of pronouns are she/her/hers, he/him/his, and they/them/theirs (The
Fenway Institute, 2017).
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•

Queer—An umbrella term used by some to describe people who think of their
sexual orientation or gender identity as outside of societal norms. Some people
view the term queer as more fluid and inclusive than traditional categories for
sexual orientation and gender identity. Due to its history as a derogatory term,
the term queer is not embraced or used by all members of the LGBT
community (The Fenway Institute, 2017).

•

Same gender loving (SGL)—A term used as an alternative to the terms gay
and lesbian. SGL is more commonly but not exclusively used by members of
the African American/Black community (The Fenway Institute, 2017).

•

Sexual orientation—How a person characterizes their emotional and sexual
attraction to others (The Fenway Institute, 2017).

•

Trans man/transgender man/female-to-male (FTM)—A transgender person
whose gender identity is male may use these terms to describe themselves.
Some will just use the term man (The Fenway Institute, 2017).

•

Trans woman/transgender woman/male-to-female (MTF)—A transgender
person whose gender identity is female may use these terms to describe
themselves. Some will just use the term woman (The Fenway Institute, 2017).

•

Transgender—Describes a person whose gender identity and assigned sex at
birth do not correspond. Also used as an umbrella term to include gender
identities outside of male and female. Sometimes abbreviated as trans (The
Fenway Institute, 2017).

•

Transphobia—The fear of, discrimination against, or hatred of transgender or
gender non-conforming people or those who are perceived as such (The
Fenway Institute, 2017).

•

Cultural competence—is the integration and transformation of knowledge
about individuals and groups of people into specific standards, policies,
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practices, and attitudes used in appropriate cultural settings (Betancourt, 2003a;
Lambda Legal, 2010).

Conclusion
This chapter introduced the topic and provided an overview of healthcare
disparities impacting the LGBTQ population, the lack of appropriate data to best inform
care, and the need for disparities to be addressed using culturally appropriate strategies. It
also introduced the purpose, objectives, research questions, and rationale of this study.
Chapter II will provide a review of the literature relevant to this dissertation.
Chapter III will include the methods of this study. Chapter IV will include the data
analysis of this study. The dissertation will conclude with Chapter V, providing a
discussion of the study results, including implications and recommendations for future
research.
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Chapter II
REVIEW OF LITERATURE

This chapter will present a relevant literature review for this study. The review of
literature will cover these topics: (1) disparities in care for LGBTQ people; (2) laws,
regulations, and best practices: context for collecting race, ethnicity, language, sexual
orientation, and gender identity data; (3) asking standardized demographic questions in
healthcare: sexual orientation and gender identity (SOGI) questions; (4) discrimination,
non-disclosure, and minority stress; (5) a call for LGBTQ cultural competence practice
and training; and (6) the theoretical framework guiding this study.

Disparities in Care for LGBTQ People: Access, Utilization, and Poor Outcomes
Disparities in healthcare for lesbian, gay, bisexual, and transgender people are well
documented (Centers for Disease Control and Prevention [CDC], 2014; Healthy People
2020, 2014; IOM, 2011). According to the Joint Commission (2011), these inequalities
may be more profound for LGBTQ people from racial/ethnic minority populations and
confounded by “other characteristics such as education level, income, geographic
location, language, immigration status, and cultural beliefs” (p. 1). Disparities in access
to care for LGBTQ populations have been linked with entrenched distrust of the
healthcare system, mediated by experience of discrimination, stigmatization, and
mistreatment. In addition, LGBTQ people face other barriers to equitable care, such as
refusal of care, delayed or substandard care, mistreatment, and inequitable policies and
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practices (TJC, 2011). These barriers to care are both structural and individual
(Dahlhamer, Galinskey, Joestl, & Ward, 2016; Romanelli & Hudson, 2017).
Dahlhamer et al. (2016) conducted a study to examine the extent to which gay,
lesbian, and bisexual adults experience barriers to care. Using a sample over 26,000
participants, findings indicated that compared to straight adults, “gay or lesbian and
bisexual adults had higher odds of delaying or not receiving care because of cost.
Bisexual adults had higher odds of delaying care for no cost reasons, and gay men had
higher odds than straight men of reporting trouble finding a provider” (p. 1120).
According to research, about 10 million people in the United States identify as
lesbian, gay, bisexual, or transgender; however, more standardized data collection
strategies across the country would provide a more accurate assessment of this population
(Qureshi et al., 2018). Research shows that LGBTQ people experience greater disease
burden and stressors related to stigma, discrimination, and prejudice (p. 168).
Understanding LGBTQ identity in the healthcare setting is important, given how
vulnerable the population may be within this arena (p. 168). Qureshi et al. sought to
“examine the utilization of health care patterns, health needs, and barriers to seeking care
among LBT populations in New Jersey” (p. 168). The study also “explored the health
care encounter between LGBT patients and healthcare providers to inform health
professional education” (p. 168).
Data for the study were obtained using a “descriptive, cross-sectional survey”
(Qureshi et al., 2018, p. 168). Participants were recruited through craigslist New Jersey
and other popular LGBTQ-specific organization websites. Participants were directed to a
link on Survey Monkey to complete the survey (p. 169). The survey, which was created
using other LGBTQ needs assessments, focused on gathering “demographic information,
prevalent health issues, perceived barriers to seeking healthcare, and utilization of health
care” (p. 169).
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Respondents (N=438) were 18 and older, with most participants under 25 years
old; participants also self-identified as LGBTQ (Qureshi et al., 2018, p. 169). More than
half of survey respondents identified as White, followed by Black/African American.
Most of the sample identified as female, while “one hundred and forty-one (32.2%)
lesbian woman comprised the largest group in the study sample” (p. 169). Respondents
represented all of New Jersey’s various counties. Although most of the participants
reported being out to their family and friends, “39% (n=341) were out to their providers”;
among those who were not out, “awkwardness, stigmatization and discrimination” were
listed as reasons (p. 171). As it relates to physical health, “HIV, acute infections, sexually
transmitted diseases, gastric problems and hypertension” were major health concerns for
the sample (p. 172). Further, “mental health was the most commonly identified health
concern,” while respondents did not seek care on a regular basis (p. 172).
A range of barriers to seeking healthcare were identified by participants, including
“financial need, lack of cultural competency on the part of the health care providers, poor
transportation, connection to LGBT specific health care services,” and “a lack of mental
health services” (Quereshi et al., 2018, p. 173). One-half of respondents (54% n=238)
chose “strongly agree or agree” when presented with the statement: “fear that if medical
personnel find out an individual is LGBT they will be treated differently” (p. 173). About
half of transgender participants also reported that “physicians and other healthcare
workers had refused to provide service to them,” and that “social stigma and fear of
community response was also a problem in attempting to access care” (p. 173). In
addition, “53% (n=233) strongly agreed or agreed that “lack of health professionals who
were adequately trained and competent to deliver healthcare to LGBT people” was a
barrier” (p. 173). Lack of mental health providers was also identified as a barrier (p. 173).
Asians reported being more impacted by stigma-related lack of access to care, followed
by Whites and Black/African Americans, who “strongly agreed or agreed with the
statement, “Doctors and other healthcare workers who refuse to provide services to
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LGBT people” was a problem in accessing care (p. 173). Further, “gay men, transgender
people and bisexual individuals indicated the greatest need for preventive care for risky
behaviors” (p. 176).
Qureshi et al. (2018) identified the “resources necessary for adequate healthcare of
the LGBT population in New Jersey” and indicated that “New Jersey state wide health
surveys and other data collection needed to consistently include reliable, valid question
about LGBT identification” (p. 178). Implications also focused on the need for robust
healthcare networks to “train a health care workforce that is knowledgeable about LGBT
health issues and sensitive to their unique needs” (p. 178). In addition, “professional
education programs should reassess their content on LBGT health in their curricula and
LGBT competency training for health care providers” (p. 178). This should be done with
special attention to “the varied ways in which race, ethnicity, and economic status
intersect with sexual and gender identity in shaping health care experiences” (p. 178).
According to Macapagal, Bhatia, and Greene (2016), low healthcare utilization and
access to care challenges are also of concern for those ages 18 to 29 years; “these
problems may be compounded for LGBTQ emerging adults who may experience
difficulties disclosing their sexual orientation and/or gender identities to providers and
learning to advocate for LGBTQ specific health needs” (p. 435). Research is lacking to
best understand the needs of this population, and “evidence suggests that healthcare
access, use, and experience differ systematically among LGBTQ subgroups” (p. 435).
Further, “intersecting minority identities (e.g. race, ethnicity, sexual orientation, gender,
health status) shape LGBTQ individuals’ experience in healthcare often in
disadvantageous ways” (p. 435). This study aimed to evaluate “healthcare access, use,
and experiences in a diverse, predominantly racial and ethnic minority sample of LGBTQ
emerging adults” (p. 435).
A sample of LGBTQ youth (N=206) was taken from a larger community sample of
emerging adults from the Midwestern city longitudinal study examining the health and
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development of LGBTQ youth (Macapagal et al., 2016). Recruitment “occurred through
incentivized snowball sampling and community outreach,” and participants “answered
questions about their healthcare experiences at the 48-month follow-up assessment from
June 2012 to March 2013” (p. 435). Race, ethnicity, education, employment, sexual
orientation, and gender identity were collected as sociodemographic variables. In
addition, “the PROMIS Global Short form measured overall physical and mental health
status,” while several public health surveys items were used to assess healthcare “access,
use, and experiences” (p. 435). The data were analyzed using ANOVAs to measure
differences in physical and mental health, and “chi-square and Fisher’s exact tests
examined healthcare access, use, and experiences by birth sex” (p. 436).
Findings indicated that participants were between “18 and 27 years old,” and most
“identified as racial or ethnic minority (86%), assigned female at birth (55%), and gay or
lesbian (61%)” (Macapagal et al., 2016, p. 436). Additionally, 10% of participants
identified as transgender, and “nearly half were uninsured (43%) and 26% had no usual
place of care” (p. 437). More than half of all participants reported using drugs or alcohol.
Participants who identified their birth sex as male reported easier access to healthcare
than those assigned female at birth. While more than half of participants reported having
insurance, “there were differences in insurance coverage between races, with participants
who identified as both non-Hispanic White and LGBTQ being more likely than those
who identified as both a race/ethnic minority and LGBTQ” (p. 436). Over half of the
participants identified “public or community clinics as their usual place of care,” yet
racial/ethnic minority participants were less likely to have a usual place for care and
identified “public rather than private healthcare services compared with those who
identified as non-Hispanic White and LGBTQ” (p. 437). Overall, rates of discrimination
for this population were lower, while “transgender emerging adults were more likely to
be uninsured, experience discrimination in health settings and postponed care due to
discrimination compared with cisgender people” (p. 439). The study also noted that
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“transgender participants all identified as persons of color” (p. 439). Gay men in the
study were more likely to report “negative experiences related to their sexual orientation
identity,” and lesbian women were more likely to report difficult access to care (p. 436).
According to Macapagal et al. (2016), the above findings should be interpreted
carefully, given that the “study was situated in a large, very racially and ethnically
diverse urban area with several health centers that serve LGBTQ community,” which
could have influenced the findings related to access to care and lower levels of
discrimination (p. 440). Implications point to the need for more research with diverse
subgroups within the LGBTQ community to better understand healthcare disparities;
“studies should consider LGBTQ emerging adults as a group separate from adolescents
and adults over age 30 to better understand their district health needs and experiences”
(p. 440). Also, “regular assessment of LGBTQ identity in health care settings may
increase providers’ awareness of when sexual or gender identity issues may play a role in
patient’s presenting problems” (p. 440).
Healthcare is often seen as a right; however, for LGBTQ people, this is often just
an ideal (Alencar Albuquerque et al., 2016, p. 1). Recall that the LGBTQ population
disproportionally faces numerous health issues, for example, higher incidence of drug
and alcohol use, obesity, sexually transmitted diseases, mental health disorders, violence,
and bullying, as compared to heterosexual counterparts; they also face barriers to
accessing healthcare (p. 2). Several studies have focused on the role of homophobic
stigmatization and discrimination by healthcare providers. This study aimed to “identify
difficulties associated with homosexuality in access and utilization of health services
through the bibliography survey of scientific literature” (p. 2).=
Using PRISMA recommendations, the research question guiding this systematic
review was: “What are the implication of homosexual orientation for access to health
services?” (Alencar et al., 2016, p. 3). Several databases were queried from “July 2013 to
May 2014,” with a focus on articles published 2004 to 2014 (p. 3). Inclusion criteria were
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“articles published in the selected databases; manuscripts written in English or
Portuguese; articles on the LGBT population’s access to health services; and original
articles with full text” (p. 3). Exclusion criteria included “research reports published on
non-scientific websites; studies in the modality of literature review and comments; nonoriginal articles” (p. 3). The reviewers used a standardized form to extract information
from the studies to include in comparison and discussion (p. 3). Alencar et al. analyzed
93 articles that met the inclusion criteria.
To best understand the health of LGBT communities, several models were used “as
parameters to examine how identities and cultural and social arrangement influence the
access to health care, status and results of sexual minorities”; models used included
minority stress and the social ecological model (Alencar et al. 2016, p. 5). One study with
over 2,000 participants highlighted that homophobia was “largely socially determined,”
with 89% of participants from several municipalities against homosexuality, and 88%
against lesbianism (p. 5). The experience of discrimination by LGBTQ people was
highlighted in several studies, and “misconduct, constraints, prejudiced connotations or
even verbal abuse on the part of professionals in health facilities generate reduction in
attendance and in seeking assistance” (p. 6). Other studies indicated that “the group has
fears revealing their sexual orientation in health service, anticipating the negative impact”
on care (p. 6). Care-seeking behaviors were also influenced by “internalized homophobia
within the LGBT population,” while “shame and fear of reprisals after disclosure of
sexual orientation” was also linked with increased depression, anxiety, and substance
abuse (p. 7). Lesbian women were less likely to access routine preventive care such as
pap smears and breast exams. Gay men also reported challenges accessing health services
due to fear or discrimination. Results showed similar challenges for the “elderly
homosexual population, who face major challenges and barriers in access to health
services, to reveal their sexual orientation”; these barriers can lead to social isolation,
poor mental and physical health, and cognitive impairment (p. 7). Prejudicial attitudes
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toward LGBT populations by health professional students were also found in several
studies. However, some studies found that “intervention strategies such as continuing
education, can be adopted to prepare health professionals for non-discriminatory service
directed at the LGBT group” (p. 8).
As it relates to limitations, the “subjective nature of the methodological approach”
was highlighted (Alencar et al., 2016, p. 8). Conclusions indicated that “the LGBT
population experience difficulties communicating with healthcare professionals, apart
from the fear of assumption about their sexual orientation and of embarrassing situations”
(p. 8). Further, “it becomes necessary therefore, to ensure that, apart from the provision
of qualified and equipped health services, there are trained professionals stripped of
discriminatory attitudes in this area” (p. 8). It is important to promote “introduction of
this topic into undergraduate curricula of health professionals; conducting training with
already working professionals; monitoring the implementation of laws addressing social
homophobia” to support the rights of the LGBTQ population (p. 9).

Laws, Regulations, and Best Practices: Context for Collecting Race, Ethnicity,
Language, Sexual Orientation, and Gender Identity Data
Two landmark reports published by the IOM, Crossing the Quality Chasm (2001)
and Unequal Treatment: Confronting Racial and Ethnic Disparities in Health Care
(2003), highlighted the challenges of health disparities and the need for better data
collection of patients’ race/ethnicity and language (REL) to understand and address
health disparities (IOM, 2003, p. 188). The Robert Wood Johnson Foundation (RWJF)
conducted a national program, Expecting Success: Excellence in Cardiac Care, from
2004 to 2008 “aimed at improving the overall quality of cardiac care while reducing
racial, ethnic and language disparities” (RWJF, 2008, p. 3). Ten hospitals were involved
in the project and “shared tools for improving care for all heart attack or heart failure
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patients” (p. 3). The “expecting success hospitals implemented systems to collect patient
data routinely by race, ethnicity, and primary language and tracked core measures of care
for patients who had heart attack or heart failure” in addition to providing “a model for
using performance data stratified by race and ethnicity to improve quality” (p. 12). This
landmark program offered tremendous support and precedence for collecting selfreported race, ethnicity, and language data from patients in the healthcare settings to
better understand health disparities.
According to the IOM (2013), “since 2009, federal laws have raised the visibility
of data collection as a tool for reducing health care disparities” (p. 3) The Affordable
Care Act (ACA) “requires that all surveys sponsored by the Department of Health and
Human Services (HHS) collect information on race, ethnicity, sex, primary language, and
disability status” (p. 16). In addition, in 2011, TJC mandated the collection of race,
ethnicity, and language data (REL) as a part of its accreditation standards: “EP 28: The
medical record contains the patient’s race and ethnicity” (p. 48).
Recall from Chapter I that both the IOM and TJS recognize the need to collect
standardized information on gender identity and sexual orientation, as with REL, to better
serve the LGBTQ population and address health disparities faced by this population
(IOM, 2013, p. 6). ACA also “allows Health and Human Services to collect additional
demographic data, including data on sexual orientation and gender identity, to better
understand health care disparities” (p. 16). In addition:
The Health Information Technology for Economic and Clinical Health
(HITECH) Act, which was included as part of the American Recovery and
Reinvestment Act of 2009, provides HHS with the authority to establish
programs to improve health care quality, safety, and efficiency through the
promotion of health information technology, including electronic health
records and private and secure electronic health information exchanges.
(p. 16)
One such initiative managed by the Center for Medicare and Medicaid Services (CMS)
and the office of the National Coordinator for Health IT (ONC) is the “meaningful use of
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interoperable electronic health records (EHR) through the United States health care
delivery system as a critical nation goal” (CDC, 2017a). Regarding meaningful use, “the
use of certified EHR technology is connected in a manner that providers for the electronic
exchange of health information to improve the quality of care”; providers are also
required to “submit to the Secretary of Health & Human Services (HHS) information on
quality of care and other measures” (CDC, 2017a). In 2018, all healthcare organizations
had to fully adopt EHR systems. Part of the final rule for meaningful use included:
The 2015 Edition proposed rule also included a criterion to record a
patient’s sexual orientation and gender identity (SO/GI) in a structured way
with standardized data. Where the patient chooses to disclose this
information, the inclusion of this information can help those within the
patient’s care team to have more information on the patient that can aid in
identifying interventions and treatments most helpful to the particular
patient. In the final rule, ONC is requiring that Health IT modules enable a
user to record, change, and access SO/GI to be certified to the 2015 Edition
“demographics”‘ certification criterion. CMS and ONC believe including
SO/GI in the “demographics” criterion represents a crucial step forward to
improving care for LGBT communities. (CDC, 2017b)
These rules must be met to “qualify for Medicare and Medicaid electronic record (EHR)
incentive payments and avoid downward payments adjustment,” which can sometimes
amount to a loss of several thousands or millions of dollars annually (CDC, 2017a).
TJC’s (2011) field guide, Advancing Effective Communication, Cultural
Competence and Patient and Family-Centered Care for The Lesbian Gay, Bisexual and
Transgender (LGBT) Community, recommended that health care organizations:
•
•
•
•
•

Identify opportunities to collect LGBT–relevant data and information
during the health care encounter.
Identify a process to collect data at registration/admitting.
Identify a process to document self-reported sexual orientation and
gender identity information in the medical record.
Train staff to collect sexual orientation and gender identity data.
Use aggregated patient-level sexual orientation and gender identity
data to develop or modify services, programs, or initiatives to meet
patient population needs. (p. 29)
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Additionally, in 2016, the Health Resources and Services Administration (HRSA), which
funds over 1,000 health centers serving over 27 million people in the United States,
began requiring all federally funded health centers to submit SOGI data to their annual
Uniform Data System report (HHS, 2016, p. 1).
In 2009, Lambda Legal—the largest national legal organization committed to
advocating for the civil rights of all LGBTQ people and those living with HIV—
partnered with several organizations to examine the experiences and barriers to care for
LGBT-identified and HIV-infected communities nationally (Lambda Legal, 2010, p. 8).
The study, which had over 4,000 participants who identified as LGBTQ or as having
HIV, found that “more than half of all respondents reported that they had experienced
discrimination in care,” which included:
being refused needed care; health care professionals refusing to touch them
or using excessive precautions; heath care professionals, using harsh or
abusive language; being blamed for their health status; or a health care
professional being physically abusive. (p. 10)
In 2010, ACA Section 1557 was implemented, prohibiting discrimination on the
basis of “race, color, national origin, sex, age, or disability in health programs or
activities that receive Federal financial assistance or are administered by an Executive
agency or any entity established under Title I of the ACA” (HHS, 2018). This builds on
such laws as the “Federal civil rights laws: Title VI of the Civil Rights Act of 1964, Title
IX of the Education Amendments of 1972, Section 504 of the Rehabilitation Act of 1973
and the Age Discrimination Act of 1975” (HHS, 2018). In addition, many states have
their own non-discrimination laws protecting against sexual orientation, gender
expression, and gender identity-based discrimination. In fact, TJC requires accredited
hospitals to “develop or adopt a nondiscrimination policy that protects patients from
discrimination based on personal characteristics, including sexual orientation and gender
identity or expression” (TJC, 2011, p. 7). Further, TJC (2011) contends that leaders must
send the message that “any discrimination is unethical, unacceptable, and will not be
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tolerated” (p. 8). TJC requires that these policies be prominently posted, as explained
below:
Posting, disseminating, and publicizing the nondiscrimination policy
(for example, on the hospital’s Web site, in written material, and on packets)
will communicate that nondiscrimination is an organization policy,
regardless of whether or not anti-discrimination protections are included in
state laws and regulations. (p. 8)
All of the laws, regulations, and best practices necessitate hospitals to better understand
the LGBTQ population and to provide appropriate, non-discriminatory clinical care.
According to Baldwin, Dodge, Schick, Sanders, and Fortenberry (2017), structural
discrimination continues to be associated with adverse health outcomes for sexual and
gender minorities (p. 271). In 2015, with the legalization of same-sex marriage across all
50 states, “the American College of Physicians called for an increased research focus on
LGBT health disparities” specifically focused on discrimination of SGM (p. 271).
However, inequalities are still widely reported, such as lack of access and lower care
utilization, especially among sexual minority women (SMW) (p. 272). Further,
discrimination continues to play a role in feelings of satisfaction with healthcare
providers and the healthcare environment. Research shows that states with “nondiscrimination legislation protecting individuals from discrimination on the basis of
sexual orientation and gender identity” help to reduce health disparities (p. 271). Baldwin
et al. sought to understand “the relationship between structural support and health care
quality among a sample of SMW” (p. 272). The ecosocial theory, which examines how
discrimination and power can impact health inequalities, and the Andersen Behavioral
Model of Health Services Utilization, which focuses on structural support and health
inequalities, were used to frame the study (p. 272). Baldwin et al. hypothesized that
“individuals living in states with no structural support” or nondiscrimination legislation
“will report less satisfaction with their HCP than those participants in states with
structurally supportive legislation” (p. 272).
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Participants for this study were recruited “through, email, LISTSERVS and social
networking websites, such as twitter and Facebook” (Baldwin et al., 2017, p. 272).
Participants were then directed to an online survey. Cisgender women “who identified as
lesbian,/gay, bisexual or queer, as well as trans individuals, age 18 and over” currently
living in the United States were recruited (p. 273). The survey took around 25 minutes to
complete. The total sample (N=352) of SMW had a “mean age 32 years,” with “82.2% of
women under age 40 (n=300)” (p. 274). Over 80% of the sample identified as White;
29.8% of the sample identified as bisexual and queer, respectively, while 27.3%
identified as lesbian and 13.1% identified as pansexual (p. 274). About 67% of the
sample had a master’s or bachelor’s degree; “95% of respondents were insured at the
time of the survey,” and “93.5% (n=330) reported having a primary HCP” (p. 274). There
were no differences “in insurance status or having a primary care provider between
residents of states with nondiscrimination legislation and those living in states without
such legislation,” nor were they any differences “in health-related characteristics by state
legislative policy aside from the most recent Pap test” (p. 275).
Findings around structural support and satisfaction with HCP indicated no
“difference in delaying or forgoing care by state legislation” (Baldwin et al., 2017,
p. 275). However, participants in the states with non-discrimination legislation were
“significantly more likely to have disclosed their sexual identity to their HCP,” as well as
report more satisfaction with their care (p. 275). In addition, “disclosure of sexual identity
was related to higher quality interactions between patient and provider,” including higher
satisfaction and “not having to delay or forgone care” (p. 275). The study found that
“state-level policies were related to patient satisfaction,” indicating that “among
participants living in states without structural support, satisfaction with provider was
significantly lower than among those participants living in states with protective
legislation” (p. 275).
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Baldwin et al. (2017) pointed out several limitations, including the lack of diversity
among SMW in the sample, the inability to “determine directionality” due to the data
being cross-sectional, and the sample not being nationally representative (p. 278).
Conclusions included the need for “public health practice to not only address the
individual and interpersonal level factors which decrease use among SMW populations,
but also the social and political environment in which individuals seek to receive care”
(p. 278). Further, it is important that the medical and public health community support
nondiscrimination policies related to the LGBTQ community, “given the ‘health in all
policies’ initiative promoted within the public health field as a strategy for addressing the
social determinants of health that perpetuates disparity” and the ability of policy in this
area to promote better quality healthcare for SMW (p. 278).
Wheldon et al. (2018) indicated that “sexual and gender minority (SGM)
populations experience a range of cancer-related disparities” and cancer-related risk
behaviors such as smoking and psychological distress (p. 203). It is well documented that
SGM populations experience gaps in care, discrimination, social isolation, and exclusion
from shared decision-making (p. 203). Wheldon et al. argue that “to facilitate meaningful
engagement, it is essential that patients are provided with opportunities to disclose their
sexual orientation and gender identity (SOGI) in ways that are respectful,” allowing
providers to best consider both the patients’ medical and psychosocial needs (p. 204).
Given that the American Society of Clinical Oncology (ASCO) proposed guidelines to
reduce cancer disparities among SGM, this study sought to “identify existing policies and
guidelines at National Cancer Institute (NCI)-Designated Comprehensive Cancer Centers
focused on the provision of culturally competent care for SGM cancer patients and
survivors” (p. 204).
A comprehensive qualitative approach was take to collect data, using semistructured interviews conducted over the phone and “audio-recorded and verbatim
transcripts created from the recordings for content analysis” (Wheldon et al., 2018,
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p. 204). Participants were recruited from “all 45 NCI-Designated Comprehensive Cancer
Centers,” with the goal to “identify participants who held the role of a diversity
representative or were an employee with knowledge of diversity policy and training
information for their cancer center” (p. 204). Interviews were conducted over the phone
via a conference line that was recorded. Transcripts were analyzed for themes using
“content analysis” (p. 204).
A total of 21 out of 45 NCI-Designated Comprehensive Cancer Centers were
included in the study; two main themes were identified: “(1) patient-focused experiences
and support and (2) organization-focused development activities” (Wheldon et al., 2018,
p. 204). When asked questions around patient-focused experiences and support, it was
found that “only four (19%) cancer centers distinguished current gender identity from sex
assigned at birth on intake forms or in the electronic health record (EHR)” (p. 204). In
addition, “only three (14%) cancer centers collected information routinely on sexual
orientation; in these cases, this information was recorded systematically in the EHR”
(p. 204). Only four centers reported using gender neutral language on forms; 12 of the 21
cancer centers indicated that “their institution collected preferred name or preferred
gender pronoun information,” while other centers indicated they would “accommodate
patient preferences” (p. 204). As it related to creating a welcoming environment, “all
representatives reported the explicit posting of nondiscrimination policies as a way to
communicate openness to SGM patients”; these were usually posted on the center’s
website, areas visible to patients in the physical environment, or in patient admission
packets (p. 205). Wheldon et al. found that the “majority (67%) of representatives
reported not having educational materials on SGM-specific health concerns,” with only
five centers having educational materials “that contained images or descriptions inclusive
of SGM population” (p. 205). Three cancer centers had “resources specifically for SGM
cancer survivors,” which included groups or a peer navigator program (p. 208).
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According to Wheldon et al. (2018), “almost all (86%) of the representatives
interviewed indicated that their cancer centers had an advisory board or committee to
advise on SGM policy,” mostly for patients (p. 208). The groups were an average size of
10 to 30 members and included representation from the interdisciplinary team (p. 208).
Almost all the centers had policies and guidelines on patient nondiscrimination or a
patient bill of rights governing nondiscrimination for SOGI patients (p. 208). Further,
four (19%) of the “cancer centers had policies created specifically to address SGM issues
such as healthcare decision-making for same-sex partners, visitation and overnight
guests” (p. 208). Several barriers were noted by participants, including “technological
limitations that complicated name changes that might occur during the gender-affirming
process, discomfort in exacerbating stigma by singling out SGM individuals in specific
policies” (p. 208). When asked about cultural competency training, “eighteen (86%)
reported that their cancer centers required a broad training on nondiscrimination and
cultural competency, but did not require any specific SGM cultural competency training”
(p. 208). Nine of the centers offered specific SGM cultural competency trainings, ranging
from in-person to online modules; also, these trainings were usually not mandatory.
Thirteen centers were identified as having the Human Rights Campaign Healthcare
Equality Index (HEI) (p. 208).
Wheldon et al. (2018) highlighted that SOGI data were not collected by most
institutions, and when collected, it was done with much variability regarding when and
how and where in the medical record it was placed. The collection of SOGI data “is
important for quality improvement, to facilitate patient education and to provide
culturally competent support services,” and should be “incorporated into the medical
record so that it can be queried easily and used to inform” patient care. (p. 208). Further,
having this information can “prevent assumptions being made about gender or sexual
identity” (p. 208). Cultural competency is an area for improvement for NCI-Designated
Cancer Centers and goes beyond a bill of rights or nondiscrimination policy to include
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such activities as “cultural competency trainings for all staff that address SGM issues and
concerns, inclusive intake forms, and routine climate survey that include SOGI
information” (p. 209).
This study only included 21 of the 45 NCI-Designated Comprehensive Cancer
Centers, and only one person was interviewed from each site; a “social desirability
response bias in the representatives” from the centers should also be considered
(Wheldon et al, 2018, p. 209). The authors concluded that centers in the study lacked
“institutional policies, guidelines, and practices focused on patient-centered cancer for
SGM population,” and that “implementing the strategies recommended by ASCO and
advocacy groups to foster culturally competent oncology care for SGM populations will
require organizational change” and coordinated efforts for all stakeholders (p. 210).

Asking Standardized Demographic Questions in Health Care:
Sexual Orientation and Gender Identity (SOGI) Questions
Grasso, McDowell, Goldhammer, and Keuroghlian (2018) contend that, although
the collection SOGI data in electronic health records has been widely recommended by
the IOM, TJC, and other federal entities as critical to providing patient-centered care and
addressing health disparities for LGBT people, “many health care organizations have yet
to implement systematic data collection due to concerns about making staff and patient
uncomfortable”; and there are also barriers around implementing EMR systems (p. 66).
According to the Fenway Institute’s guide on Collecting Sexual Orientation and Gender
Identity Data in Electronic Health Records (2017), SOGI data may be collected in
several ways, including: “paper registration forms as part of the demographic section
alongside information about race, sex and date of birth,” while patients may “selfdisclose” during their visit or even enter the information using an “online portal or mobile
device” (p. 5). In addition, Fenway’s (2018) Ready, Set, GO! Guidelines and Tips for
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Collecting Patient Data on Sexual Orientation and Gender Identity document
emphasized the importance of staff training:
Prior to collecting SO/GI data, all health center staff (clinical and nonclinical) must be trained to communicate effectively and respectfully with
patients about the reasons for collecting SO/GI data, and the ways in which
the data will be used for patient care. In addition, staff should acquire
foundational knowledge about LGBTQ people and their health needs, and
should learn best practices in providing affirming care to LGBTQ patients.
This training is especially important due to the misinformation and cultural
stigma against LGBTQ identities. (p. 9)
Donald and Ehrenfeld (2015) indicated that “the growing adoption of electronic
health records (EHR) presents an important opportunity to optimize care for LGBTQI
individuality by routinely capturing structural form patient sexual orientation and gender
identity” (p. 1). However, “on a practical level, some have argued that collecting SO/GI
information could be considered invasive or offensive to patients, especially if collected
by hospital receptionist” (p. 178). Training both receptionist and clinical staff is
important to the process of data collection, as it “gestures to gaps in education on LGBQI
health competencies. Competency training on LGBTQI health issues is important for
both clinician and all clinical support staff” (p. 3). According to the IOM (2013), changes
in collecting race and ethnicity data can inform the collection of SOGI data (p. 36). The
first lesson is: “language provided to guide those who ask these questions must be well
defined” and “not left to the imagination” (p. 36). The importance of having a defined
script to help staff introduce data collection is critical; it is “extremely helpful to prepare
an introductory statement … serves the dual purpose of explaining to the patient and the
staff who are going to ask these questions why the information is important to collect”
(p. 36). In addition to scripting, role-playing was also identified as a key component of
helping staff feel comfortable in collecting data. Per IOM:
Three additional factors go into successful training of the people who
will be asking these questions. First, they need to understand as concretely as
possible why the issue is important. Second, they need to know clearly and
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very specifically, what they are being asked to do. And, finally, they need to
have skills and scripts for addressing patient concerns. (p. 36)
Recall that Maragh-Bass et al. (2017) conducted a study with patients who
identified as LGBTQ and their providers (N=1,516) to assess their views regarding the
importance of SO/GI collection in a healthcare settings (p. 141). Findings from the study
indicated that “eighty percent of providers felt that collecting SO data would offend
patients, whereas only 11% of patients reported that they would be offended” (p. 148). In
addition, “patients rated it as more important for primary care providers to know the SO
of all patients” and “perceived individualized care as an SO/GI disclosure benefit”
(p. 148).
According to Pinto et al. (2019), sexual orientation and gender identity are key
social determinants of health that hospitals are exploring how to address to improve care
outcomes (p. 63). Lower access to care for LGBTQ people continues to be a concern, as
well as negative experiences in the health care setting that impact on one’s ability to
disclose their sexual identity status (p. 63). The “Canadian Institute for Health
Information suggested that data on gender identity be collected as one of the 5 domains to
identify health inequalities” (p. 63). The objective of the study was to “examine patients’
reactions routinely being asked about their sexual orientation and gender identity in a
primary health care setting”; this information was also compared to what was collected in
the medical chart prior to the surveys (p. 40).
Using a survey developed by health organizations in Toronto “to identify inequities
at a system level” between December 2013 and March 2016, patients were asked to
complete a survey, including questions about gender identity and sexual orientation
(Pinto et al., 2019, p .64). The survey was completed by 14,247 patients, while 27
patients participated in “individual interviews using verbal probing, cognitive
interviewing techniques” in an effort to “understand their thoughts processes about,
reactions to and experience of the survey questions” (p. 65).

44

Findings indicated that 96% of patients answered the gender identity question, and
90.6% of patients answered the sexual orientation question, yet n=103 did not identify
their gender identity consistently with what was listed in the chart; “225 selected female
as their gender identity,” and 15.4% identified as male (p. 65). Patients who were
interviewed in person were “diverse in age, gender identity, education level and preferred
language, immigrant status and self-rated health” (p. 66). Interviews uncovered that
“patients appreciated the variety of options available to both the sexual orientation and
gender identity question,” reporting that “having diverse options created a positive
impression of the health care organization” (p. 66). However, “some LGBTQ patients
reported that answering the questions on sexual orientation and gender identity make
them uncomfortable because these questions brought previous experiences of
discrimination to the surface” (p. 66). Lastly, some patients reported “they did not see
their identities reflected in the options” (p. 66). Terms such as “bi-flexible” and “gender
non-binary” were suggested by patients as gender identity response options, as well as
“adding an open-ended field as a way to capture specificity instead of trying to label all
identities and orientations” (p. 66). In addition, “some patients who were identified as
transgender or gender diverse in their medical chart did not self-identity as transgender,
but rather selected ‘female’ or ‘male’“ (p. 66).
The Pinto et al. (2019) survey was limited to a large primary care setting in an
urban area, and the “study did not explore how patient comfort is influenced by their
relationships with the patient’s provider” (p. 67). In addition, the survey only offered
limited options for patients to choose how they identify; more options should be offered,
or a “please specify” option should be included on these types of surveys (p. 67).
Conclusion and implications indicated the need for “questions on sexual orientation and
gender identity including a variety of response options with definitions” (p. 67). Further,
findings support “a 2-part gender identity question in which a patient is asked about their
sex assigned at birth” as well as “current gender identity” (p. 67). Lastly, “organizations
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must set the stage for asking questions, including training staff, stating how the data will
be used” to create an inclusive environment and enhance care (p. 67).

Discrimination, Non-Disclosure, and Minority Stress
According to Durso and Meyer (2013), gay, lesbian, and bisexual men and women
are at higher risk for depression and suicide and other mood disorders compared to their
heterosexual counterparts (p. 35). In addition, risk behaviors such as smoking and binge
drinking are also worse in this population (p. 36). The factors that “may contribute to
poor health among lesbian, gay, and bisexual (LGB) people is nondisclosure of LGB
identity to health care providers” (p. 36). Providers who are unaware of a person’s sexual
orientation status “may not educate the patient about relevant issues, even if they are
knowledgeable about health issues affecting sexual minority populations” (p. 35).
Patients may be reluctant to disclose their sexual orientation to providers because of “fear
of being mistreated,” or think that “sexual orientation is irreverent to health care” (p. 36).
Minority Stress Theory suggests that “LGB-identified people are under unique and
chronic stress because of their minority status,” which has been identified as a factor
influencing non-disclosure (p. 36). Three hypotheses were explored: that “(a) greater
experience of minority stress is associated with nondisclosure of sexual orientation,”
while “(b) a stronger sense of LGBT identity and greater connection to the LGBT
community is associated with disclosure of sexual orientation,” and finally,
“(c) nondisclosure of sexual orientation is related to poorer health at follow up” (p. 37).
Duros and Meyer (2013) used data from “Project Stride, a large epidemiological
study exploring the relationships between stress, identity, and mental health among LGB
and heterosexual populations in New York City” (p. 37). A sample of LGB individuals
(N=396) were included in the study from “128 different New York City zip codes”
(p. 37). Participants identified as White, Black and Latino, with a “mean age of 32.43”
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years (p. 35). Participants were interviewed by trained interviewers at baseline, while
“interviews lasted a mean of 3.82 hours”; follow-up occurred one year later, where
“interviews lasted a mean of 1.91 hours” (p. 37). Measures included disclosure of sexual
orientation, while “participants were asked to report the degree of discourse of their
sexual orientation to family” and close others (p. 35). Several measures assessed minority
stress, including everyday discrimination, internalized homophobia, and expectations of
stigma. Measures around identity and community were also included to assess strength of
LGB identity, connectedness to LGBTQ community, and coming out milestones. Health
measures around physical and emotional health were also included, as well as
demographic characteristics, such as race, gender, education level, and economic status.
Findings showed that “LGB participants were less likely to have disclosed their
sexual orientation to healthcare providers and to their co-workers,” but were more likely
to be out to their family and friends (Durso & Meyer, 2013, p.39). Bisexual men and
women in the study “were more likely to have disclosed their sexual identity than gay
men and lesbians” (p. 40). Per bivariate logistic regression predicting nondisclosure,
“correlates of non-disclosure included having a bisexual identity” in addition to “not
graduating from college” and “having children” (p. 40). Nondisclosure was also more
prominent among “women of color compared to White women,” women “born outside of
the United States,” and “lesbians with children” (p. 40). As it relates to minority stress,
results showed that “women who reported a higher (compared with lower) level of
internalized homophobia were less likely to have disclosed”; women who indicated less
“connection to the LGBT community were also less likely to have disclosed their sexual
orientation” (p. 40). Pertaining male-identified participants, “men who had not disclosed
to their healthcare providers were younger than men who disclosed” (p. 40). Men who
were born outside of the United States and those who identified as bisexual were
“significantly less likely to have disclosed their sexual orientation to healthcare
providers” (p. 40). Further, the “bivariate logistic regression models showed that men

47

who reported a higher (compared with lower) level of internalized homophobia were
significantly less likely to have disclosed” (p. 40). However, men who felt a better sense
of “connection to their LGBT community were more likely to have disclosed their sexual
orientation to any healthcare provider” (p. 40).
Although “health history was not a significant predictor of disclosure,” analysis
showed that “lower education, immigration status, and not having a history of medical
condition were the significant predictors of explaining nondisclosure” (p. 40). Durso and
Meyer (2013) suggested that based on “significant differences in disclosure to healthcare
providers based on a participant’s sexual identity, with bisexually-identified individuals
were less likely than gay-or lesbian-identified individuals to disclose their sexual
minority identity to a health care provider,” bisexual individuals may present unique
needs in the healthcare environment that require further attention (p. 41). Further, the
authors urged investigation of the “health care experiences and needs of individuals who
identity with multiple minority or stigmatized groups, such as women of color or
immigrant women,” which “may obscure meaningful differences within the LGB
population” (p. 40). As it related to minority stress, “internalized homophobia was related
to disclosure to healthcare providers among both men and women, while expectations of
rejection and discrimination and past experience with discrimination did not significantly
predict disclosure” (p. 42). This is different from several other studies. It was noted that
“at least within this sample, disclosure may be more strongly related to internal process
of identity development and negotiating of both personal and social identity” (p. 42). It
was also noted that patients who experienced discrimination may avoid healthcare to
avoid disclosure (p. 40).
Durso and Meyer (2013) noted several limitations, such as exclusion of people
over 60 years old, which “lowered the likelihood that participants had experienced any
poor health outcomes” and suggested that future studies should explore the “long-term
impact of nondisclosure on physical heath and health-related quality of life” (p. 42). In
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addition, a single item measure was used to assess the main variable, disclosure, “that
may not have fully captured participants’ experiences within the health care settings”
such as “frequency of healthcare utilization, most recent contact with a provider or
experiences of discrimination specifically within the healthcare settings” (p. 42).
Conclusions suggest that “providers may need to address experiences of minority stress,
particularly internalized homophobia,” as it can impact a patient’s comfort with and
engagement in the healthcare setting (p. 42). Further disparities research in this area
should consider the heterogeneity of the LGB population when “addressing issues of
disclosure” (p. 42). Focus should also be upon demographic characteristics such as “race,
education level, as well as issues unique to sexual minorities,” which can interact to
impact LGB peoples’ experiences (p. 42).
According to Toomey, Ryan, Diaz, and Russell (2018), LGB adolescents report
poorer well-being more often than their heterosexual counterparts, including higher rates
of depressive symptoms, low self-esteem, lower level of educational attainment, and
lower level of satisfaction with life overall (p. 484). Further, “proximal (e.g., internalized
homonegativity) and distal minority stress (e.g., experience of interpersonal homophobia)
contribute to compromised mental health outcomes for LGB populations” (p. 484). The
study examined the “validity and reliability of a specific measure of minority stress
coping via retrospective self-reports of coping strategies used by LGB young people,” in
addition to understanding if “minority stress coping strategies examined were
differentially associated with young adult psychosocial well-being and school-level
educational attainment” (p. 484).
Data from the Family Acceptance Project’s (FAP) young adult survey, “a
component of a community based research intervention initiative aimed at providing a
comprehensive examination of non-Latino/a White and Latino/a LGB adolescents” were
used (Toomey et al., 2018, p. 488). The sample (N=245) included participants between
the ages of 20 and 25 years who had self-identified as LGBTQ during adolescence (13 to
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19 years old); the survey was conducted in both English and Spanish with participants
from various venues within a “100-miles radius of the San Francisco Bay Area” (p. 488).
Results indicated support for the “reliability and validity of a measure that contains
three coping strategies that LGB adolescents may utilize to deal with minority stress”; the
measure was valid across sex (Toomey et al., 2018, p. 492). The strategies include “LGBspecific strategies, alternative-seeking strategies and cognitive strategies” (p. 492).
Among Latinos and Whites, some identified strategies “enhance risk (i.e., alternativeseeking and cognitive strategies), while others (LGB-specific coping strategies) may
confer protection” (p. 492). LGB-specific coping strategies were consistent with the
minority stress framework, which identifies the importance of connectedness, as
“adolescents who navigate LGB minority stress may need to seek support that is specific
to LGB issues; these supports needs are distinctly different from seeking general support”
(p. 492). Findings also showed that LGB-specific coping strategies were “associated with
more positive well-being and academic outcomes, suggesting that it may be beneficial to
incorporate in models of LGB adolescents’ resilience” (p. 492). Findings also show that
“alternative seeking strategies were negatively associated with young adult well-being
and a greater risk for having dropped out of high school,” and suggest that creative
supportive environments are important to LGB adolescents’ positive coping. Cognitive
coping was also associated with “poorer well-being” (p. 453).
According to Toomey et al. (2018), limitations included the “retrospective nature
of the information about adolescent coping strategies,” which limited the ability to
examine causality (p. 493). In addition, the sample was not generalizable, being mostly
heterogeneous, where future studies should look at more diverse populations. Despite
this, the research findings “illuminated the role of LGB-specific coping strategies as a
possible resilience factor and highlight the benefit of access to LGB-related information,
support and involvement in LGB-related groups” (p. 493). Of note were the negative
associations of alternative seeking and cognitive coping strategies, which suggests the
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need for a “focus on policy, prevention, and intervention strategies to promote safe
environments for LGB adolescents” (p. 493).

A Call for LGBTQ Cultural Competence Practice and Training
Cultural competency has long been a framework in healthcare for providing
patient-centered, respectful, and appropriate care for diverse patient populations
(Betancourt et al., 2003a; Boutin-Foster, Foster, & Konopasek, 2008; Landry 2017).
Cultural competence and patient-centeredness have been key strategies to improving
healthcare quality (Saha, Beach, & Cooper, 2008). Saha et al. contend that “health care
organizations and providers should adopt principles of both patient centeredness and
cultural competence jointly, so that services are aligned to meet the needs of all patients,
including people of color and other disadvantaged groups” (p. 1284). According to the
National Center for Cultural Competence (2018), cultural competency is a top strategy
for addressing health disparities. Danso (2018) suggests that “cultural competence has
been presented as a framework capable of promoting culturally sensitive practice and for
training cross cultural workers” (p. 411).
According to Bonvicini (2017), “the effort to reduce health disparities between
specific patient populations, cultural competence and cultural humility programs have
been the primary yet broadly defined approach for training interventions for clinicians
and healthcare personnel” (p. 2358). The collection of SOGI data “provides a foundation
for understanding the cultural needs of each patient and providers an opportunity to track
and analyze health disparities at the LGBTQ population level” (p. 2358). For this goal to
be accomplished, safe and respectful spaces should be established, and interactions with
patients should provide “appropriate and effective patient education” that decreases
“adverse health outcomes” (p. 2359) Although there is a need for enhanced medical
education regarding LGBTQ populations, there a lag in integrating appropriate culturally
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sensitive curriculums, and ongoing learning and development opportunities. It is ironic
that “there has been an explosion of research specific to LGBT healthcare in peerreviewed journals in the last two decades,” while there “continues to be a deficiency of
cultural competency education training specific” to the “treatment of LGBT patients from
members of the healthcare team” (p. 2360).
Sawning et al. (2017) postulated that LGBTQ health disparities can be further
“exacerbated by a lack of training among health professionals” (p. 109). They used a prepost-test design to assess medial school students’ (N=39) “attitude and knowledge
outcomes” after participation in a LGBT Heath Certificate Program at the University of
Louisville (p. 110). Findings showed that knowledge about caring for the LGBTQ
population increased significantly post-intervention. Further, attitudes toward LGBTQ
patients also “significantly increased after the educational experience” (p. 111). Some
beliefs—such as “it is more challenging” to conduct a patient history “with an LGB
patient than a heterosexual patient”—decreased post-education (p. 112). Conclusions
indicated that “medical educators can play a critical role in decreasing LGBT healthcare
disparities” through educational interventions (p. 112). Education must be continuous to
build appropriate skills. Thus, “while it is important to train students, it equally important
that attention be paid to training faculty, residents and other clinical staff” (p. 112).
Although several states have anti-discrimination laws, LGBTQ people continue to
be discriminated against in healthcare, which can impact on their mental health, causing
increased risk of substance abuse and suicide (Bristol, Kostelec, & Macdonald, 2018,
p. 633). It is well documented that “transgender people reported postponing medical care
when sick or injured” due to fear of experiencing discrimination, and past experiences of
discrimination (p. 633). Further, TJC and Healthy People 2020 recommend education for
healthcare professionals to ensure inclusive and sensitive treatment and to “improve the
health, safety, and wellbeing of LGBT people” (p. 633). However, the literature indicates
that health professionals often have little to no education or training on LGBT issues or
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regarding support for LGBT patients (p. 633). In addition, “there is noted insufficiency in
formal training and education on LGBT issues for nurses and students” (p. 633). Bristol
et al. evaluated “the impact of cultural competency training on ED health care team
members’ knowledge and attitudes towards the LGBT community” (p. 633).
The education intervention was created by the ED nurse educator and staff nurse,
who “attended a train-the-trainer cultural competency seminar facilitated by the National
LGBT Cancer Network” (Bristol et al., 2018, p. 633). The training format included a
“30-minute e-leaning module before attending a class,” and was followed by a 2-hour
facilitator-led session that included “presentation, interactive exercises, small group
discussion and short films” (p. 634). Training objectives included key terms, LGBTQ
equality, bias awareness, discrimination, and strategies to improve patient care. The
participants completed the “Ally Identity Measure (AIM) before and after attending the
2-hour cultural competency training” (p. 634). In total, some 95 staff members
“completed the pre-intervention AIM and 40 completed post cultural competency
training” (p. 634). Most of the participants identified as White and female, between the
ages of 18 and 50 years old.
Results found that the educational intervention held “potential for creating an
increased awareness regarding healthcare workers’ knowledge of the LGBT community
and their needs,” as measured by the AIM (p. 635). Further, “AIM mean scores increased
significantly in all three domains—knowledge, and skills, openness and support and
oppression awareness—with the greatest gains seen in the domain of knowledge and
skills” (p. 635). Participants “expressed appreciation for hospital leadership supporting
cultural training on improving the care of LGBT patients,” especially the language
affirming transgender and gender queer people (p. 635). The team “reported being better
prepared to discuss gender identity and sexual orientation when these subjects become
pertinent to care” (p. 635). The training also “led to staff members now promptly
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communicating discrepancies between documented biological sex identifications and
gender identity of patients to the team” (p. 635).
According to Bristol et al. (2018), “cultural competency for ED health care
workers” can have a positive impact on “attitude towards the LGBT community”
(p. 635). Limitations of the study included the convenience sampling of ED team
members at an urban trauma center, and a primarily female-identified sample. There were
also low returns on the post survey tools. The pre- and post-surveys were not matched, so
individual changes could not be determined. However, the study showed value in ED
staff members being educated on how to best treat LGBTQ people to facilitate “their
understanding of the challenges facing LGBT community” and “convey respect and help
LGBT patient feel valued” when encountering care (p. 638).

Theoretical Framework Guiding the Study
Three theoretical frameworks guided this study: the National Standards for
Culturally and Linguistically Appropriate Services (CLAS), with a focus on cultural
competence; Minority Stress Theory; and Social Cognitive Theory, with a focus on selfefficacy. This section will review these theories with respect to their roles and
contributions to the study.
National Standards for Culturally and Linguistically Appropriate Services (CLAS)
In 2000, the U.S. Department of Health and Human Services (DHHS, 2013) Office
of Minority Health developed the National Culturally and Linguistically Appropriate
Services (CLAS) standards, which were revised in 2012 to better reflect the changing
diversity of the population in the nation. These standards “provide a blueprint for health
and health care organizations to implement culturally and linguistically appropriate
services that will advance health equity, improve quality, and help eliminate health care
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disparities” (HHS, 2013, p. 21). DHHS (2013) has strongly recommended the
implementation of all 15 standards throughout all healthcare systems across the United
States, as follows:
For us, culturally and linguistically appropriate services (CLAS) is a
way to improve the quality of services provided to all individuals, which will
ultimately help reduce health disparities and achieve health equity. CLAS is
about respect and responsiveness: Respect the whole individual and Respond
to the individual’s health needs and preferences. (p. 21)
According to DHHS (2013), health equity “is the attainment of the highest level of
health for all people,” while “individuals across the United States from various cultural
backgrounds are unable to attain their highest level of health for several reasons” (p. 8).
Some of these reasons include “historical and current discrimination and social injustice”
(p. 8). According to DHHS, there is “considerable recognition that every patient-provider
interaction is a cross-cultural interaction,” and “one of the most changeable factors” in
the prevalence of inequalities “is the lack of culturally and linguistically appropriates
service” (p. 14). DHHS defines culture as:
the integrated pattern of thoughts, communications, actions, customs, beliefs,
values, and institutions associated, wholly or partially, with racial, ethnic, or
linguistic groups, as well as with religious, spiritual, biological,
geographical, or sociological characteristics. (p. 10)
The CLAS standards include four core components: Principle Standard,
Governance, Leadership and Workforce, Communication and Language Assistance, and
Engagement, Continuous Improvement, and Accountability (DHHS, 2013, p. 13).
Providing care guided by these standards is one “strategy to help eliminate health
inequities” (p. 15). Research shows that providing health care services that are “respectful
of and responsive to the health beliefs, practices, and needs of diverse patients can help
close the gap in health outcomes” (p. 15).
The fourth component of the CLAS standards—regarding engagement, continuous
improvement, and accountability—provides support for the purpose of this study
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intervention. One of the standards under this area, “(9). Collect and maintain accurate and
reliable demographic data to monitor and evaluate the impact of CLAS on heath equity
and outcomes and to inform service delivery” (p. 21), is part of the catalyst for this study
and helped to inform the cultural competency intervention used.
Minority Stress Theory
Minority Stress Theory provided a framework for understanding the impact that
discrimination and health disparities can have on sexual minorities. This Minority Stress
Theory has evolved through the work of Meyer (1995, 2010, 2015; Meyer & Frost 2013).
Minority stress is “related to the juxtaposition of minority and dominant value and the
resultant conflict with the social environment experienced by minority group member”
(Meyer, 1995, p. 39). Further, “when the individual is a minority person in a stigmatizing
and discriminating society, the conflict between him or her and the dominant culture can
be onerous, and the resultant minority stress significant” (p. 39).
Meyer (1995) explained that the concept of “minority stress is not based on one
congruous theory, but is inferred from several social and psychological theoretical
orientations” (p. 39). According to Meyer (2015), “minority stress is based on the
premise that (a) prejudice and stigma directed towards LGBT people bring about unique
stressors and (b) these stressors caused adverse health outcomes,” which can impact both
on the physical health and mental well-being of patients (p. 209). Minority stress is
different from other stress theories, and the stressors that are experienced by sexual
minorities are not experienced by a non-stigmatized population (Meyer, 2003).
As Frost, Lehavot, and Meyer (2013) suggested:
Sexual minorities are exposed to excess stress related to a variety of
stigma-related experiences that stem from their sexual minority status:
prejudice related stressful life events such as being attacked or fired;
everyday discrimination including macroaggressions and slights;
expectations of rejections regardless of actual discriminatory circumstances;
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the cognitive burden associated with negotiating outness, and the selfdevaluation inherent to internalized homophobia. (p. 2)
Meyer (2015) explains the minority stress process along a continuum, “with distal
stressors referring to events and experiences outside the person, and proximal stressors
referring to stressors that are transmuted through socialization and experienced by the
person through internalizing cognitive processes” (p. 209). Distal stressors such as
microaggressions or hassles may occur daily, for example, being referred to using the
incorrect gender pronouns.
Here, Meyer (2015), in using the term microaggressions, is acknowledging the
body of work that has evolved to capture the potential experience of such daily hassles,
dismissals, insults (verbal, nonverbal), and acts of disregard (Johnson & Johnson, 2019;
Pierce, Carew, Pierce-Gonzalez, & Willis, 1978; Solórzano, Ceja, & Yosso, 2000; Sue,
2007, 2010a, 2010b; Sue et al., 2008). Further, Meyer (2015), more specifically, is
acknowledging the extension of this work to the LGBTQ population, including a decade
of research on microaggressions and the LGBTQ communities (Nadal, 2018a, 2018b).
In addition to distal stressors, Meyer (2015) acknowledges, on the other hand, how
proximal stressors may include “internalized homophobia or transphobia” (p. 210).
Sexual minorities experience significant health disparities, and it is important for
healthcare workers to consider the impact of minority stress as they strive to provide the
highest level of care to all patients.
The framework of Minority Stress Theory was used in this study to better
understand the impact of well-documented discrimination, prejudice, and stigma in
healthcare settings on the lives of sexual minorities. As hospitals are encouraged to
collect SOGI data to identify and address profound health disparities experienced by the
LGBT community, it is important to consider unintentional and intentional triggers that
may have stressful or traumatic results. Further, “the minority stress model shows that
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circumstances in the environment especially related to stigma and prejudice, may bring
about stressors that LGBT people experience their entire lives” (Meyer, 2015, p. 209).
Social Cognitive Theory—Self-Efficacy
Learning may be affected by several factors. According to Bandura’s Social
Cognitive Theory (SCT), cognitive, behavioral, and environmental factors all impact how
people learn (Bandura & National Institute of Mental Health, 1986). SCT views behavior
as learned through observations before it is preformed, then supported by modeling and
reinforcement. Bandura (1977) posited that “much of human behavior is developed
through modeling. From observing others, one forms a concept of how new behavior
patterns are performed and on later occasions the symbolic construction serves as a guide
to action” (p. 192). Further, observational learning responses are refined and corrected
“based on informative feedback from performance” (p. 194).
Central to SCT is the concept of self-efficacy. Bandura (2010) defines self-efficacy
as follows:
Perceived self-efficacy is defined as people’s beliefs about their
capabilities to produce designated levels of performance that exercise
influence over events that affect their lives. Self-efficacy beliefs determine
how people feel, think, motivate themselves and behave. Such beliefs
produce these diverse effects through four major processes. They include
cognitive, motivational, affective and selection processes. (p. 1)
In this manner, perceived self-efficacy is a judgment of one’s capability to execute
given types of performances in specific situations (Bandura, 2006). Bandura (1977)
identifies self-efficacy as a concept critical for learning; “not only can perceived selfefficacy have directive influence on choice of activities and settings, but through
expectation of eventual success, it can affect coping effects once there are initiated”
(p. 194). Further, Bandura (1977) postulated that:
Efficacy expectations determine how much effort people will expend
and how long they will persist in the face of obstacles and aversive
experience. The stronger the perceived self-efficacy, the more active the
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efforts. Those who persist in subjectively threatening activities that are in
fact relatively safe will gain corrective experiences that reinforce their sense
of efficacy, there by eventually eliminating their defensive behavior. Those
who cease their coping efforts prematurely will retain their self-debilitating
expectation and fears for a long time. (p. 194)
Performance accomplishment is one of the four areas assessed in determining
personal efficacy; “this source of efficacy information is especially influential because it
is based on personal mastery experience” (Bandura, 1977, p. 195). Bandura suggested
that both “efficacy expectations and performance should be assessed at significant
junctures in the change process” (p. 194). Once self-efficacy is established, it “tends to
generalize to other situations in which performance was self-debilitated” (p. 195).
This study’s intervention was developed using the core concepts of Bandura (1977,
1982, 1997, 2010). This includes SCT with a focus on enhancing performance selfefficacy for collecting SOGI data, as a required job function. Measures for this study
borrowed heavily from the evidence-based self-efficacy tools rooted in this body of
Bandura’s work.

Conclusion
A review of the relevant literature pertaining to this study was provided in this
chapter. Specifically, this literature review covered the following topics: (1) disparities in
care for LGBTQ people; (2) laws, regulations, and best practices: context for collecting
race, ethnicity, language, sexual orientation, and gender identity data; (3) asking
standardized demographic questions in healthcare: sexual orientation and gender identity
(SOGI) questions; (4) discrimination, non-disclosure, and minority stress; (5) a call for
LGBTQ cultural competence practice and training; and (6) the theoretical framework
guiding this study.
The following chapter, Chapter III, provides a detailed description of the methods
used in this study.
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Chapter III
METHODS

This chapter will outline the methods and procedures used in this study. This
includes an overview of the study design and procedures, description of the study
participants, and description of the research instrumentation. The treatment of data and
data analysis plan are also included.

Overview of Study Design and Procedures
The study used a pre-post test design within a secondary analysis of existing
de-identified data obtained from a major Northeastern hospital for use by permission (see
Appendix A, Hospital Approval Letter—Filed with IRB). The body of data sought to
evaluate the impact of a communication cultural competency training of hospital
registration personnel focused on teaching the collection of gender identity and sexual
orientation data (SOGI). An overview of all study procedures will be provided in this
section.
IRB Approval
This study received an exempt status from the Teachers College, Columbia
University Institutional Review Board (IRB) as Protocol # 19-135 (see Appendix B, IRB
Letter).
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Design of Communication Cultural Competency Training
In 2012, in line with the Affordable Care Act (ACA), Center for Medicare and
Medicaid Services (CMS), Institute of Medicine (IOM), The Joint Commission (TJC),
and other local and federal regulations and best practice initiatives to identify and address
health disparities, the hospital successfully implemented the collection of Race, Ethnicity,
and Preferred Language (REL) data.
To facilitate this, hospital registration staff were designated to be the “first touch”
personnel for collecting this data in a standardized and accurate way; however, they had
to be trained appropriately. Under the leadership of Jillian Rose, LCSW, MPH, Director
for Community Engagement, Diversity and Research, and a multidisciplinary leadership
team, a comprehensive training intervention was created. The intervention used the
Health Research & Education Trust (HRET) Disparities Toolkit: A Toolkit for Colleting
Race, Ethnicity and Primary Language Information from Patients (2011), as the guiding
framework for creating the training intervention and evaluation tools. Training content
and evaluation tools were also borrowed from the Greater New York Hospital
Association’s (GNYHA) best practice education and staff training resources, and the
Robert Wood Johnson Foundation’s Expecting Success (2011) national program for
reducing cardiac disparities in racial ethnic minorities. In addition, training materials
from several hospitals across the country that had implemented the collection of REL
data, including Montefiore Medical Center and Methodist North and South Hospitals in
Memphis, were all used.
As a first stage of training in the collection of REL data, Ms. Rose and the director
of admitting co-led 12 two-hour training classes, while coordinated by the director of
organizational learning so that 250 registration staff personnel were trained. Postevaluations of the training indicated increased understanding, preparation, and intention
for the collection of REL data. Collection of REL data at the hospital went from less than
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30% before training in 2012 to over 80% in 2014, and a collection rate of over 90% in
2018.
Providing quality care for all is the mission of the hospital; and as a Health
Equality Indexed (HEI)-designated hospital, the hospital is committed to providing safe
and inclusive care to LGBTQ patients. In 2015, as a part of adherence to best practice
guidelines for optimizing patient care and meaningful use guidelines, the hospital was
ready to transition to EPIC, an Electronic Health Record System (EHR). As a part of
meaningful use requirements, Gender Identity questions were mandated to be included in
the EHR. Thus, Ms. Rose once again developed a training intervention, using a similar
format to the REL training intervention. This included content and evaluation questions
from several resources from the National LGBT Health Education Center, which
“provides educational programs, resources, and consultation to health care organizations
with the goal of optimizing quality, cost-effective health care for lesbian, gay, bisexual,
and transgender (LGBT) people” (Fenway Institute, 2018). In December of 2015, this
general training for all hospital personnel was added to the global staff development
learning modules as part of the annual mandatory staff development training to enhance
cultural sensitivity for working with LGBT patients and awareness of the collection of
Gender Identity information from patients.
In 2017, as part of meaningful use stage 3, a set of standards, defined by a series of
policy priorities including improved quality, safety and efficiency of care, which govern
how electronic health records are used by healthcare providers such as physicians,
clinicians, and hospitals (CDC, 2016), the hospital added sexual orientation questions to
the EHR. However, the questions were not required to be asked by hospital staff until
2018, after much feedback and concern from staff, managers, and leaders related to the
rationale for asking these questions, comfort level and documentation in the EHR.
It was decided that a comprehensive hands-on training, similar to the REL training
in 2012, was warranted. Due to various expansions throughout the hospital since 2012,
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some department leaders requested an REL refresher training along with SOGI (Sexual
Orientation and Gender Identity) modules to appropriately support the hospital’s staff in
their roles.
Design of Training Intervention
The work of the Fenway Institute (2017, 2018) has been critical in advancing the
collection of data from LGBT patients. The Fenway Institute’s (2018) National LGBT
Health Education Center’s Ready, Set, Go: Guidelines and Tips for Collecting Patient
data on Sexual Orientation and Gender Identity (2018) provided an updated framework
for collecting SOGI data, including specific content to include. In addition, several trainthe-trainer webinar courses were taken to further inform the process. Also drawn upon
was feedback from other hospitals that had already implemented SOGI data collection.
The objectives of the training included describing the importance of collecting
SOGI data in a standardized way; enhancing awareness of the healthcare disparities faced
by the LGBTQ population; reviewing common terms and pronouns; reviewing relevant
clinical cases; identifying staff’s role in data being collected consistently accurately and
professionally; reviewing appropriate questions and how to enter them in the electronic
medical record; and providing role-plays and providing scripts and other tools and
resources to enhance comfortability and self-efficacy in consistently collecting the data.
In this manner, the foundation was laid for the SOGI training, given the work of
the Fenway Institute (2017, 2018) (see Table 1).

63
Table 1. Fenway Institute—Ready Set Go! Guidelines and Tips for Collecting Patient
Data on Sexual Orientation and Gender Identity
Specifically, training should focus on:
1. Basic LGBTQ terminology and concepts
2. LGBTQ health disparities
3. Communicating with cultural sensitivity, including using correct names and
pronouns
4. Why SO/GI data collection is important to serving all patients
5. How SO/GI data will be collected and how it will be used for patient care
6. Maintaining confidentiality and privacy
Non-clinical staff (e.g., front desk, patient registration, billing), should learn
about:
7. How to respond to patient questions and concerns about SO/GI data
8. How to enter SO/GI data in the HER
9. Patient information needed for insurance claims
Source: Fenway Institute (2018, p. 9)

In terms of the emergent SOGI training, the goal was to integrate what was learned
from the Fenway Institute (2017, 2018) with the context of the current major
Northeastern urban hospital of focus. This work is reflected in Table 2, showing the
SOGI training intervention content.
Table 2. SOGI Only Training Intervention Content
Fostering an Inclusive Environment: Collecting Patient’s Sexual Orientation and
Gender Identity Data
1. Video-(3 min) Open Discussion: Care to the Trans* and Gender Non-Conforming
Identified Patient (https://www.youtube.com/watch?v=NEHxlmFBRrA)
2. Visibility of LGBTQ People – Inclusion, Dignity and Respect
3. Federal/State Laws, Regulations and Best Practices in Caring for the LGBTQ
Population
4. Our Hospital Mission and Non-Discrimination Policy – Providing Quality Nondiscriminatory Care for All
5. Why are we collecting SOGI Data: LGBTQ Health Disparities and Our Obligation
to Providing A Welcoming and Respectful Environment
6. Clinical Implications and Patient Safety: Case Examples based on Actual
Experiences
7. Collecting Gender Identity Data – How Can Patients’ Gender Identity Impact Care?
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Table 2 (continued)
8. What is Sexual Orientation? Sexual Orientation vs Gender Identity – Review of
Terms, Pronouns and Gender Neutral Language
9. How to Introduce the Questions: Review of Hospital’s Official Script for Data
Collection
10. Review of Standardized SOGI Questions In EPIC
11. Role Play Using Script and Tools
12. Questions
Within this study, there was the inclusion of some registration personnel at the
hospital who also engaged in an REL training. Of note, that means that a sub-group also
had exposure the REL training. The REL training intervention content described in
Table 3.

Table 3. REL Intervention Content Included in SOGI Training

1.
2.
3.
4.
5.
6.
7.
8.

Fostering an Inclusive Environment:
Collecting Patient’s Race, Ethnicity and Language Data
Our Environment – Changing US Population – “Minority becoming the Majority”
Why is this Important: Identifying and Addressing Healthcare Disparities for
Minority Groups
Small Group Exercise: Challenging Assumptions – Guess Their Race and
Ethnicity
Exploring your Social Identity
Race and Ethnicity Definitions – Including Granular Ethnicity- OMB
Language Definitions –OMB
How to Introduce REL Questions: Review of Hospital’s Official Script for Data
Collection and REL Standardized Questions In EPIC
What is Standardized Data Collection – Role Play, Resources, Tools and
Questions

Recruitment of Study Participants
Registration staff was identified by their department leaders as needing one of two
training session (1) SOGI Only or (2) REL&SOGI. The Organizational Learning
Department scheduled seven 1-hour SOGI only training sessions and five 1.5-hour
REL&SOGI training sessions. A link was sent form the HALOGEN learning platform to
identified managers for them to share with the appropriate staff members so that staff
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could sign up for the trainings using the HALOGEN Learning Platform. Participants
signed up for training sessions that best fit their schedules and received an automatic
email confirmation, as did their manager and the training coordinator.
Other Study Procedures
Three days before the scheduled training session, participants received an email
that was generated using Survey Gizmo, containing the link to the pre-training survey to
be completed before they attend the training session. Participants were able to click on
the confidential link to complete the survey. Completion of the survey was voluntary, but
strongly encouraged and supported by departmental managers and leadership. After
participants completed training, the study coordinator reviewed the attendance list via
Survey Gizmo one day after the completed training session and sent out the post-training
surveys. Participants were given three days to complete the post-training survey. While
the bulk of the data was collected across 2018, the final training took place in January
2019.

Description of Study Participants
A total of N=390 registration staff members signed up for 12 training modules
(7 SOGI Only and 5 REL&SOGI). Three-hundred twenty-two completed the pre-training
surveys, and 308 completed post-training surveys. Only those who completed both the
pre- and post-training surveys were eligible to be included in the study. Therefore, the
final sample included data from 240 paired pre- and post-training surveys for secondary
analysis. Thus, of all those trained (N=390), there was a 61.4% compliance rate (N=240)
for following all instructions to complete both the pre- and post-training surveys.
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Description of Research Instrumentation
The communication cultural competency evaluation tools were designed using the
Principle Investigator’s expertise in implementing such programs—including establishing
a standard at the hospital for creating short tools for quality assurance that were theoryand/or evidence-based. Further, these tools are well suited for evaluating real-world
practice, including evaluating workers’ knowledge, behavior, and skill sets, as with the
REL intervention tools, used throughout the hospital’s learning module system to assess
training impact. Some of the tools were also co-created by the Outcomes Manager, whose
role is focused in the area of Diversity & Research and the analysis and trending of
REL&SOGI data. The instruments were reviewed by a standing interdisciplinary LGBTQ
committee of clinical researchers, doctors, social workers, nurses, senior leaders for
quality, admitting and patient registration, division of education, and organizational
learning. Some of the scales were adopted from prior REL training interventions, cultural
competency learning modules, and prior SOGI training and data collection initiatives
from best practice hospitals and organizations.
The emergent surveys that are relevant to this study are as follows:
•

Pre-training SOGI Study Survey (see Appendix C)

•

Post-training SOGI Survey (see Appendix D)

•

Pre-training REL/SOGI Study Survey (see Appendix E)

•

Post-training REL/SOGI Survey (see Appendix F)

Permitting pre- versus post-training comparisons, all of the pre- and post-surveys
shared many survey parts or scales in common, as did the SOGI and REL/SOGI surveys.
In the following section, each scale used in the current study will be described in detail.
Part IA: Training in the Last 3 Months (T3M-2)
This concise scale was developed by the Principal Investigator and the Outcomes
Manager to assess whether the participants received Race, Ethnicity, and Language
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(REL), Sexual Orientation and/or Gender Identity (SOGI) training within the last three
months. A score of 1=Yes indicated confirmation of training and 2=No indicated nonconfirmation of training. If 1=Yes was indicated, the types of Race, Ethnicity, Language,
Sexual Orientation and/or Gender Identity training(s) received were explored to assess
the type of training, given the options of the (a) Halogen module; (b) Online HEI
trainings through the National LGBT Health Education Center or the Human Rights
Campaign (the CAL); (c) In-person training with Jillian Rose, Director of Community
Engagement, Diversity & Research; and (d) Departmental training by supervisor/
manager. The scale permitted obtaining frequency and percentages.
Part IB: Knowledge Scale (KO-11)
This scale was created by the Principal Investigator and the Outcomes Manager
using evidence-based tools and resources; it was adopted from evaluations used in the
prior REL communication competency training at the hospital—being modified for use in
this study. This scale utilized 11 items and obtained ratings to arrive at a measure of
knowledge. For the KO-11, participants’ level of agreement was provided, as follows:
strongly agree =5, agree =4, neutral=3, disagree=2, and strongly disagree=1.
Cronbach’s Alpha was calculated for this scale. This scale permitted obtaining a mean,
minimum, maximum, and standard deviation (SD).
Part II: Self-Efficacy Scale (SE-6)
This scale was also created by the Principal Investigator and the Outcomes
Manager using evidence-based tools and resources and was adapted from evaluations
used in the prior REL communication competency training at the hospital and modified
for use in this study. This tool is rooted in Bandura’s (1977) self-efficacy theory. This
scale utilized six statements for ascertaining level of self-efficacy for collecting patients’
gender identity and sexual orientation data (SOGI).. The SE-6’s statement were rated as
follows: strongly agree=5, agree=4, neutral=3, disagree=2, and strongly disagree=1, in
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order to assess pre- versus post self-efficacy for collecting patients’ gender identity and
sexual orientation data. Cronbach’s Alpha was calculated for this scale. This scale
permitted obtaining a mean, minimum, maximum, and standard deviation (SD).
Part III: Personal Skill/Ability Scale (SA-7)
The Personal Skill/Ability (PSA-7) scale was developed by the Primary
Investigator and the Outcomes Manager. It was also adopted from evaluation tools used
in the prior REL communication competency intervention. The scale was modified for
this study. The scale used seven items scored on a Likert scale rated 5-excellent, 4-good,
3-neutral, 2-fair, and 1-poor, in order to assess participants’ personal skill/ability for
collecting gender identity data. This scale also produces:
1.

A Pre-Rating of Co-Workers’ Skill/Ability for collecting gender identity data,
scored 5=excellent to 1=poor.

2.

Pre-Rating of Their Manager’s Skill/Ability for helping to support their
skill/ability for gender identity data collection, scored 5=excellent to 1=poor.

Cronbach’s Alpha was calculated for this scale. This scale permitted obtaining a mean,
minimum, maximum, and standard deviation.
Part IV: Personal Preparation Scale (PP-6)
The Personal Preparation Scale (PP-6) was created by the Principal Investigator
and Outcomes Manager. It was adopted from a prior scale from the REL cultural
communication competency study and modified for use in this study. This scale consisted
of six items to measure personal preparation for collecting sexual orientation and gender
identity data, using a Likert scale capturing the degree of preparation, scored 5=extremely
prepared and 1=not at all prepared. Cronbach’s Alpha was calculated for this scale. This
scale permitted obtaining a mean, minimum, maximum, and standard deviation.
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Part V: Recommended Behavior Scale (RB-4)
This scale was created by the Principal Investigator and Outcomes Manager and
adapted for use in this study from the REL communication competency intervention. The
scale uses four items to assess the pre-frequency of the recommended behaviors for
collecting gender identity data, with a Likert scale score of 5=always to 1=never. This
scale also produces 1 item (reverse score) to rate the frequency of an undesirable
behavior for gender identity data collection:
1.

How often do you guess the patients’ gender identity and fill in the data?
(5=never and 1=always).

Cronbach’s Alpha was calculated for this scale. This scale permitted obtaining a mean,
minimum, maximum, and standard deviation.
Part VI: Feedback for Future Training and Support Checklist (FFTS- 8)
As another short scale created by the Principal Investigator and the Outcomes
Manager, the FFTS-8 is a brief eight-item checklist designed to assess what tools and/or
supports are needed to ask gender identity and sexual orientation questions consistently
and comfortably. Each of the following items can be indicated (please check all that
apply):
1.
2.
3.
4.
5.
6.
7.
8.

Additional training on how to ask GI questions
Additional training on how to ask SO questions
Additional training on how to enter SOGI data in EPIC
More support from my manager
An improved script
Opportunity to role-play the GI questions with colleagues /other staff members
Opportunity to role-play the GI questions with colleagues /other staff members
Other

This scale permitted obtaining frequencies and percentages.
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Part VII: Pre-Open-Ended Question (OEQ-1)
This tool was created by the Principal Investigator and the Outcomes Manager. It is
a 1-item open-ended qualitative question that assesses what additional information or
resources would be helpful. Participants were asked to share comments and feedback.
Information from this scale will not be reported on in this study.
Part VIII: Basic Demographic Scale (BD-9)
Once again, this tool was created by the Principal Investigator and the Outcomes
Manager to assess basic demographic information from participants, including race,
ethnicity, language, sexual orientation, and gender identity. The questions mirrored
patient demographic questions that are in the EHR. This scale also produces ratings for:
1.

Time in their current role? scored 1-1 to 6 months to 6- over ten years.

2.

Do you know someone personally who identified as LGBTQ? scored 1-yes
and 2-no.

This scale permitted obtaining a mean, minimum, maximum, and standard
deviation.
Part IX: Using Resources Provided at Training (URPT-4)
This scale was created by the Principal Investigator and the Outcomes Manager,
specifically, for this study. It uses four items with scale scores ranging from 5-extreamley
likely to 1-extreamly unlikely to assess the likelihood of participants using the below
resources provided at training to support them in appropriately collecting sexual
orientation and gender identity data:
1. Patient Response Matrix
5=Extremely Likely 4=Likely 3=Neutral 2=Unlikely 1=Extremely Unlikely
2. Gender Identity and Sexual Orientation Tip Sheet: Roleplay Scenarios
5=Extremely Likely 4=Likely 3=Neutral 2=Unlikely 1=Extremely Unlikely
3. Gender Identity and Sexual Orientation: Hospital Scripting
5=Extremely Likely 4=Likely 3=Neutral 2=Unlikely 1=Extremely Unlikely
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4. FAQ Sheet
5=Extremely Likely 4=Likely 3=Neutral 2=Unlikely 1=Extremely Unlikely
This scale permitted obtaining a mean, minimum, maximum, and standard deviation
(SD).
Part X: Overall Evaluation Scale (OES)
The Principal Investigator and the Outcomes Manager developed this scale, which
was adapted from the REL communication competency evaluation tool. The scale used
four items; each item asked participants a question about the overall opinion about the
training using a Likert scale, where 5=strongly agree and 1=strongly disagree. For
example:
1. Overall, I was satisfied with the presentation.
5=Strongly Agree 4=Agree 3=Neutral 2=Disagree 1=Strongly Disagree
Cronbach’s Alpha was calculated for this scale. This scale permitted obtaining a mean,
minimum, maximum, and standard deviation.

Data Management
Data were downloaded from Survey Gizmo, coded, and then transferred to SPSS
25.0. The files were analyzed using SPSS 25.0.
Data Analysis Plan
Given a sample of hospital registration personnel (N=240) who completed the
Sexual Orientation and Gender Identity Training (SOGI Training) as a communication
cultural competence training, the secondary analysis of existing data from a major urban
Northeastern hospital answered the following questions—using the data analysis plan
indicated:
1-What were the participant’s demographic characteristics and background for
any prior cultural competence trainings? (Survey Part IA and Part VIII-Pre)
Data Analysis Plan: descriptive statistics (n, %, M, SD, min, max)
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2-What was their Pre-knowledge for collecting patients’ gender identity and
sexual orientation data? (Survey Part IB)
Data Analysis Plan: descriptive statistics (n, %, M, SD, min, max)
3-What was their Pre-Self-efficacy for collecting patients’ gender identity
and sexual orientation data? (Survey Part II)
Data Analysis Plan: descriptive statistics (n, %, M, SD, min, max)
4-What was their Pre-Personal Skill/Ability for collecting gender identity
data—and also their Pre-Rating of Co-Workers’ Skill/Ability for collecting
gender identity data, and, Pre-Rating of Their Manager’s Skill/Ability for
helping to support their skill/ability for gender identity data collection?
(Survey Part III)
Data Analysis Plan: descriptive statistics (n, %, M, SD, min, max)
5-What was their Pre-Personal Preparation for collecting sexual orientation
data? (Survey Part IV)
Data Analysis Plan: descriptive statistics (n, %, M, SD, min, max)
6-What was their Pre-Frequency of Recommended Behaviors for collecting
gender identity data—and the frequency of their non-adherence to the
recommended behavior? (Survey Part V)
Data Analysis Plan: descriptive statistics (n, %, M, SD, min, max)
7-In terms of the potential impact of participating in the training, was there a
significant difference between their: (a) Pre-knowledge for collecting
patients’ gender identity and sexual orientation data versus their PostKnowledge for collecting patients’ gender identity and sexual orientation
data; (b) Pre-Self-Efficacy for collecting patients’ gender identity and sexual
orientation data versus their Post-Self-Efficacy for collecting patients’
gender identity and sexual orientation data; (c) Pre-Personal Skill/Ability for
collecting gender identity data versus their Post-Personal Skill/Ability for
collecting gender identity data; (d) Pre-Personal Preparation for collecting
sexual orientation data versus their Post-Personal Preparation for collecting
sexual orientation data; (e) Pre-Frequency of Recommended Behaviors for
collecting gender identity data versus their Post-Frequency of Recommended
Behaviors for collecting gender identity data? (Survey Parts IB-V)
Data Analysis Plan: paired t-tests
8-What tools and/or supports do they need to ask gender identity and sexual
orientation questions consistently and comfortably? (Survey Part VI)
Data Analysis Plan: descriptive statistics (n, %, M, SD, min, max)
9-What was their final Post-Rating of Resources and Handouts from training
for collecting gender identity and sexual orientation data? (Survey Part IXPost)
Data Analysis Plan: descriptive statistics (n, %, M, SD, min, max)
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10-What was their final Post-Overall Training Evaluation, including a rating
of the trainer? (Survey Part X-Post)
Data Analysis Plan: descriptive statistics (n, %, M, SD, min, max)
11-Was there any added advantage when subjects also had training in the
area of race, ethnicity and language (REL), in terms of potentially having a
higher score for the study outcome/dependent variable of a higher PostSelf-efficacy for collecting patients’ gender identity and sexual
orientation data?
Data Analysis Plan: paired t-tests (n, %, M, SD, min, max)
12-Were there any significant correlations between selected demographics
and other study variables with the study outcome/dependent variable of a
higher Post-Self-efficacy for collecting patients’ gender identity and
sexual orientation data?
Data Analysis Plan: Pearson correlations
13-What were the significant predicators of the study #2 outcome/dependent
variable of a higher Post-Self-efficacy for collecting patients’ gender identity
and sexual orientation data?
Data Analysis Plan: Backward stepwise regression

Conclusion
This chapter described in detail the methods used in the present study. This
included an overview of the study design, study procedures, recruitment of participants,
description of the study participants, and description of research instrumentation. The
chapter concluded with how data was managed and analyzed.
The following chapter, IV, Results, will provide the results of data analysis, having
followed the data analysis plan.
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Chapter IV
RESULTS

The results of the current study will be presented in this chapter as the data analysis
plan has delineated. These results are structured by each research question, incorporating
tables that summarize the study findings.

Internal Consistency of the Study Scales
Cronbach’s Alpha was used to determine internal consistency of the study scales.
For example, the Per-Knowledge Scale (Survey Part-1B). which included 11 knowledge
items, had a Cronbach’s Alpha of .952 (excellent). In addition, all other scales had
excellent internal consistency—with the exception of the pre- and post-Recommended
Behavior Scale (Cronbach Alpha = .863 and .858, respectively, with 4 items each). The
remaining 7 study scales had excellent internal consistency (see Table 4).

Table 4. Internal Consistency of Study Scales
Scale
Pre-Knowledge Scale
Post-Knowledge Scale
Pre-Self-Efficacy Scale
Post-Self-Efficacy Scale
Pre-Skill/Ability Scale
Post-Skill/Ability Scale
Pre-Personal Preparation Scale
Post-Personal Preparation Scale
Pre-Recommended Behavior Scale
Post-Recommend Behavior Scale
Post-Overall Evaluation Scale

# of Items
11
11
6
6
7
7
4
4
4
4
4

Cronbach’s Alpha
.952
.978
.946
.936
.925
.917
.904
.910
.863
.858
.932
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Results of Data Organized by Study Question
Results for Research Question #1
What were the participants’ demographic characteristics and background
for any prior cultural competence trainings? (Part IA: Training in the last
3months—T3M- 2 & Part VIII: Basic Demographic Scale—BD-9)
The study sample included 240 registration staff members, while 390 registration
staff members were trained, 322 completed the pre-training surveys, and 308 completed
the post-test survey. Only 240 participants completed both the pre- and post-training and
were eligible to be included in the study. Thus, of all those trained (N=390), there was a
61.4% compliance rate (N=240) for following all instructions to complete both the preand post-training surveys.
The study’s convenience sample (N=240) was diverse, given 34.6% (N=83)
identified as White/Caucasian, 28.3% (N=68) as Hispanic/Latino, 27.1% (N=65) as
Black /African American, and 10.0% (N=24) as Asian. For gender identity, 74.6%
(N=179) identified as female, and 15.8% (N=37) as male. Those who identified their
sexual orientation as heterosexual comprised 79.6% (N=191) of the sample. The mean
time in current role for the sample was 3.97 years (Min = 1-1 to 6 months, Max = 6-over
10 years, SD = 1.547). For example, 18.3% (N=44) indicated being in their current role
for 5-10 years. Some 74.2% (N=178) indicated that they know someone who is
LGBTQ+. Of note, 16.7% (N=38) indicated that they had other training in the last
3 months (see Table 5).
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Table 5. Demographic Characteristics of Sample (N= 240)

Race/Ethnicity ( N=240)
White/Caucasian
Black/African America
Asian
American Indian or Alaskan Native
Native Hawaiian/Pacific Islander
Other
Hispanic/Latino
Yes
No
Sex Assigned at Birth
Male
Female
Gender Identity
Male
Female
Gender non-confirming
Sexual Orientation
Lesbian or Gay
Heterosexual
Bisexual
Something else
Don’t Know
Other
Time in Current Role
Mean time in role = 3.97, SD=1.55, Min=1, Max=6
1-1 to 6 months
2-6 months to 1 year
3-1 to 3 years
4- to 5 years
5-5 to 10 years
6-Over 10 years
Know Someone who is LGBTQ+
Yes
No
Training in the last 3 months
Yes
No
Type of Training
Halogen
HEI
In-Person
Departmental

N

%

83
65
24
6
3
39

34.6
27.1
10.0
2.5
1.6
16.3

68
151

28.3
62.9

38
180

15.8
75.0

37
179
1

15.4
74.6
.4

8
191
3
4
1
3

3.3
79.6
1.3
1.7
.4
1.3

21
16
52
46
44
48

8.8
6.7
21.7
19.2
18.3
20.0

178
33

74.2
13.8

38
189

16.7
214

27
5
13
9

11.3
2.1
5.4
3.8
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Results for Research Question #2
What was their Pre-knowledge for collecting patients’ gender identity and
sexual orientation (SOGI) data? (Part IB: Knowledge Scale—KO-11)
This sample’s Global Pre-training knowledge for collecting patient gender identity
and sexual orientation (SOGI) data had a mean of 4.4 (Min = 1-strongly disagree,
Max = 5- Strongly agree, SD = .613) or closest to agree for high knowledge. For
example, regarding their being aware of patient safety issues related to sexual orientation,
36.7% (N=87) indicated agree, and 47.9% (N=115) strongly agree (see Table 6).

Table 6. Pre-Training Knowledge for Collecting Patient Sexual Orientation and Gender
Identity (SOGI) Data (N=238)
N

%

Mean pre-training knowledge = 4.4, SD=.613, Min=1, Max=5
I understand the purpose of gender identity data collection
1- Strongly Disagree
2- Disagree
3- Neutral
4- Agree
5- Strongly Agree
I understand the purpose of sexual orientation data collection
1- Strongly Disagree
2- Disagree
3-Neutral
4- Agree
5- Strongly Agree
I am aware of patient safety issues related to gender identity
1- Strongly Disagree
2- Disagree
3-Neutral
4- Agree
5- Strongly Agree
I am aware of patient safety issues related to sexual orientation
1- Strongly Disagree
2- Disagree
3-Neutral
4- Agree
5- Strongly Agree

1
2
23
94
118

.4
.8
9.6
39.2
49.2

4
7
33
85
109

1.7
2.9
13.8
35.4
45.4

2
3
24
88
120

.8
1.3
10.0
36.7
50.0

4
5
27
87
115

1.7
2.1
11.3
36.3
47.9
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Table 6 (continued)
N
I understand the commitment of the hospital to collect gender identity and
sexual orientation data
1- Strongly Disagree
2- Disagree
3-Neutral
4- Agree
5- Strongly Agree
I understand the non-discrimination policy at the hospital
1- Strongly Disagree
2- Disagree
3-Neutral
4- Agree
5- Strongly Agree
I understand the use of the term “ gender identity”
1- Strongly Disagree
2- Disagree
3-Neutral
4- Agree
5- Strongly Agree
I understand the use of the term “sexual orientation”
1- Strongly Disagree
2- Disagree
3-Neutral
4- Agree
5- Strongly Agree
I understand the use of gender specific pronouns
1- Strongly Disagree
2- Disagree
3-Neutral
4- Agree
5- Strongly Agree
I understand the importance for patients to self-identity
1- Strongly Disagree
2- Disagree
3-Neutral
4- Agree
5- Strongly Agree
I understand the value of the consistent, accurate and professional
collection of gender identity and sexual orientation data
1- Strongly Disagree
2- Disagree
3-Neutral
4- Agree
5- Strongly Agree

%

2
2
18
90
126

.8
.8
7.5
37.5
52.5

1
1
7
78
150

.4
.4
2.9
32.5
62.5

1
1
19
84
132

.4
.4
7.9
35.0
55.0

1
0
18
90
129

.4
0
7.5
37.5
53.8

1
1
30
86
119

.4
.4
12.5
35.8
49.6

1
1
3
45
69

.4
.4
1.3
18.8
28.7

1
1
21
81
134

.4
.4
8.8
33.8
55.8
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Results for Research Question #3
What was their Pre-training Self-efficacy for collecting patients’ gender
identity and sexual orientation data? (Part II: Self-Efficacy Scale—SE-6)
The Global Per-Self-Efficacy scale that measured participants’ self-efficacy for
collecting patient’s SOGI data, had a mean score of 3.62 (Min = 1-strongly disagree,
Max = 5- Strongly agree, SD = .98) or closest to agree for high self-efficacy. For
example, with regard to being able to appropriately ask gender identity questions to
patients, 34.6% (N=83) of participants indicated strongly agree, suggesting high selfefficacy. Internal consistency for this scale was excellent with a Cronbach’s Alpha of
.946 (see Table 70.
Table 7. Pre-Training Self-Efficacy for Collecting Patient Sexual Orientation and Gender
Identity (SOGI) Data (N=238)
N

%

Mean pre-training self-efficacy = 3.62, SD=.98, Min=1, Max=5
SOGI Questions
I can appropriately ask gender identity questions to patients
1- Strongly Disagree
2- Disagree
3-Neutral
4- Agree
5- Strongly Agree
I feel prepared to appropriately ask sexual orientation questions to patients
1- Strongly Disagree
2- Disagree
3-Neutral
4- Agree
5- Strongly Agree
I understand at what point in the registration process I should ask gender
identity questions
1- Strongly Disagree
2- Disagree
3-Neutral
4- Agree
5- Strongly Agree

5
21
60
83
68

2.1
8.8
25.0
34.6
28.3

3
15
48
25
28

1.3
6.3
20.0
10.4
11.7

5
20
77
74
61

2.1
8.3
32.1
30.8
25.4
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Table 7 (continued)
N
I understand at what point in the registration process I should ask sexual
orientation questions
1- Strongly Disagree
2- Disagree
3-Neutral
4- Agree
5- Strongly Agree
I feel comfortable collecting gender identity questions
1- Strongly Disagree
2- Disagree
3-Neutral
4- Agree
5- Strongly Agree
I feel prepared to collect sexual orientation questions
1- Strongly Disagree
2- Disagree
3-Neutral
4- Agree
5- Strongly Agree

%

8
23
81
67
58

3.3
9.6
33.8
27.9
24.2

11
33
66
65
66

4.6
13.8
27.5
27.1
26.3

4
15
46
24
30

1.7
6.3
19.2
10.0
12.5

Results for Research Question #4
What was their Pre-training Personal Skill/Ability for collecting gender
identity data—and also their Pre-training Rating of Co-Workers’
Skill/Ability for collecting gender identity data, and, Pre-training Rating of
Their Manager’s Skill/Ability for helping to support their skill/ability for
gender identity data collection? (Part III: Personal Skill/Ability Scale—
SA-7)
The Global Pre-training Personal Skill/Ability scale had a mean of 3.62
(Min = 1-Poor, Max = 5- excellent, SD = .98) or closest to good skill/ability level. For
example, with regard to rating their ability to collect gender identity data from patients,
34.2% (N=82) indicated good (see Table 80.
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Table 8. Pre-training Skill/Ability for Collecting Patient Gender Identity Data (N=238)
N

%

11
17
75
82
52

4.6
7.1
31.3
34.2
21.7

15
24
71
76
52

6.3
10.0
29.6
31.7
21.7

10
17
67
89
54

4.2
7.1
27.9
37.1
22.5

14
24
89
71
38

5.8
10.0
37.1
29.6
15.8

9
16
88
75
47

3.8
6.7
36.7
31.3
19.6

4
11
89
80
50

1.7
4.6
37.1
33.3
20.8

2
10
69
88
65

.8
4.2
28.7
36.7
27.1

Mean pre-skill = 3.62, SD=.98, Min=1, Max=5
Gender Identity Questions
How would you rate your ability to collect gender identity data from your patients?
1- Poor
2- Fair
3-Neutral
4- Good
5- Excellent
How would you rate your ability to answer patient questions about the collection of
gender identity data?
1- Poor
2- Fair
3-Neutral
4- Good
5- Excellent
How would you rate your ability to manage a situation when a patient does not
want to answer gender identity questions?
1- Poor
2- Fair
3-Neutral
4- Good
5- Excellent
How would you rate the willingness of most patients to provide gender identity
information?
1- Poor
2- Fair
3-Neutral
4- Good
5- Excellent
How would you rate the usefulness of the script in collecting gender identity data?
1- Poor
2- Fair
3-Neutral
4- Good
5- Excellent
How would you rate your co-workers commitment in collecting gender identity
data?
1- Poor
2- Fair
3-Neutral
4- Good
5- Excellent
How would you rate your manager’s ability to help support you with the gender
identity data collection process
1- Poor
2- Fair
3-Neutral
4- Good
5- Excellent
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Results for Research Question #5
What was their Pre-training Personal Preparation for collecting sexual
orientation data? (Part IV: Personal Preparation Scale –PP-4)
The Global Pre-training Personal Preparation scale had a mean score of 3.29
(Min = 1-not at all, Max = 5- extremely, SD =1.04) or closest to moderately prepared to
collect sexual orientation data. For example, with regard to how prepared they felt to
collect sexual orientation data from patients, 34.2% (N=82) felt moderately prepared (see
Table 9).
Table 9. Pre-Training Personal Preparation for Collecting Sexual Orientation Data
(N=237)
N

%

Mean pre-personal preparation = 3.29, SD=1.04, Min=1, Max=5
Sexual Orientation Questions
How prepared do you feel to collect sexual orientation data from your
patients?
1- Not at all
2- Slightly
3- Moderately
4- Very
5- Extremely
How prepared do you feel to answer patient questions about their collection
of sexual orientation data?
1- Not at all
2- Slightly
3- Moderately
4- Very
5- Extremely
How prepared do you feel to manage a situation when a patient does not
want to answer sexual orientation questions?
1- Not at all
2- Slightly
3- Moderately
4- Very
5- Extremely
How useful do you think the script provided will be in collecting sexual
orientation data?
1- Not at all
2- Slightly
3- Moderately
4- Very
5- Extremely

25
32
82
60
38

10.4
13.3
34.2
25.0
15.8

28
32
86
53
38

11.7
13.3
35.8
22.1
15.8

20
28
86
60
41

8.3
11.7
35.8
25.0
17.1

18
23
77
69
48

7.5
9.6
32.1
28.7
20.0
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Results for Research Question #6
What was their Pre-training Frequency of Recommended Behaviors for
collecting gender identity data—and the frequency of their non-adherence to
the recommended behavior? (Part V: Recommended Behavior Scale—RB-4)
The Global Scale for Pre-training Recommended Behaviors had a mean of 2.41
(Min = 1-never, Max = 5- always, SD =1.04) closest to rarely engage in the
recommended behavior. As it relates to how often they ask gender identity questions,
32.9% (N=79) indicated never.
On the other hand, item 4 measured the frequency of non-adherence to
recommended behavior, such as in how often participants guess the patients’ gender and
fill in the data; 10.0% (N=24) indicated often (see Table 10).

Table 10. Pre-Training Frequency of Recommended Behaviors and Non-adherent
Behavior for Collecting Gender Identity Data
N

%

Mean pre-frequency rec beh = 2.41, SD=1.21, Min=1, Max=5
How often do you ask our patients the gender identity questions?
1- Never
2- Rarely
3-Sometimes
4- Often
5- Always
How often do you use the script for collecting gender identity data?
1- Never
2- Rarely
3-Sometimes
4- Often
5- Always
How often do you enter the gender identity data into EPIC?
1- Never
2- Rarely
3-Sometimes
4- Often
5- Always
How often do you guess the patient’s gender and fill in the data?
1- Never
2- Rarely
3-Sometimes
4- Often
5- Always

79
54
34
30
40

32.9
22.5
14.2
12.5
16.7

95
53
31
28
28

39.6
22.1
12.9
11.7
11.7

75
41
32
38
52

31.3
17.1
13.3
15.8
21.7

135
34
27
24
17

56.3
14.2
11.3
10.0
7.1
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Results for Research Question #7
In terms of the potential impact of participating in the training, was there a
significant difference between their: (a) Pre- training knowledge for
collecting patients’ gender identity and sexual orientation data versus their
Post-Knowledge for collecting patients’ gender identity and sexual
orientation data; (b) Pre-training Self-Efficacy for collecting patients’
gender identity and sexual orientation data versus their Post-training SelfEfficacy for collecting patients’ gender identity and sexual orientation data;
(c) Pre-training Personal Skill/Ability for collecting gender identity data
versus their Post-Personal Skill/Ability for collecting gender identity
data;(d) Pre-training Personal Preparation for collecting sexual orientation
data versus their Post-Personal Preparation for collecting sexual orientation
data; (e) Pre-training Frequency of Recommended Behaviors for collecting
gender identity data versus their Post-training Frequency of Recommended
Behaviors for collecting gender identity data?
Paired t-tests were conducted to compare the five pre-and-post training global scale
scores; Knowledge (KO-11), Self-Efficacy (SE-6), Skill/Ability (SA -7), Personal
Preparation (PP-6); and Recommended Behavior (RB4-4). The Bonferroni Adjustment
Significance was calculated (.05/7=.007) and yielded a significance level of p ˂ .007,
meaning all p-values above .007 are considered non-significant; and, of note, there were
seven paired comparisons of pre- to post-training mean scores—with two that were
specific to REL only training not being reported here.
The paired t-tests for all five global scale scores demonstrated significant
differences from pre- to post- training in this sample (p˂.000; Bonferroni Significance
level, p<.007), as follows:
•

comparing the pre-training knowledge mean of 4.40 (N=237, SD=0.614) to
post knowledge mean of 4.572 (N=237, SD=0.561) results showed a significant
difference (t= -4.011, df =236, p=.000)

•

comparing the pre-training self-efficacy mean of 3.615 (N=237, SD=.983) to
the post-training self-efficacy mean of 4.25 (N=237, SD=.689) showed a
significant difference (t= -10.623, df =236, p=.000)
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•

comparing the pre-training skill/ability mean of 3.62 (N=235, SD=.849) to the
post-training mean of 4.187 (N=236, SD= .627) showed a significant difference
(t= -11.703, df=236, p=.000)

•

comparing the pre-training personal preparation mean of 3.295 (N=233,
SD=1.036) to the post-training mean of 4.01 (N=233, SD=.0795) showed a
significant difference (t= -11.566, df=232, p=.000)

•

comparing the pre-training engagement in recommended behavior mean of
2.415 (N=234, SD=1.282) to the post-training mean of 2.761 (N=234,
SD=1.245) showed a significant difference (t= -5.258, df=233, p=.000)

See Table 11.

Table 11. Paired Sample T-Tests for All Global Scale Scores
Scale

t-test
N

Knowledge
Pre-Knowledge
Post Knowledge
Self-Efficacy
Pre-Self-Efficacy
Post-Self-Efficacy
Skill/Ability
Pre- Skill/Ability
Post- Skill/Ability
Personal Preparation
Pre- Personal Preparation

M

SD

237

4.401

0.614

237

4.572

0.561

237

3.615

0.983

237

4.250

0.689

235

3.620

0.849

235

4.187

0.627

233

3.295

1.036

Post- Personal Preparation

233

4.010

0.795

Recommended Behavior
Pre- Recommended Behavior

234

2.415

1.282

234

2.761

1.245

Post- Recommended Behavior

T

Df

P

-4.011

236

.000***

-10.623

236

.000***

-11.703

234

.000***

-11.566

232

.000***

-5.258

233

.000***

*p<.05**p<.01, ***p<.001 Bonferroni Adjustment Significance (.05/7, p= .007)
Note 1: All p values above .01 are considered non-significant, and only those below .01 are considered
statistically significant
Note 2: There were 7 paired t-tests, while 2 are not reported in the table, as they were specific to the
REL only group, while also being significant at p =.000.
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Results for Research Question #8
What tools and/or supports do they need to ask gender identity and sexual
orientation questions consistently and comfortably? (Part VI: Feedback for
Future Training and Support Checklist—FFTS-8)
As it relates to tools and supports participants needed to ask SOGI questions more
consistently and comfortably, 21.3% (N=51) indicated additional training on how to ask
sexual orientation questions, and 18.8% (N=45) endorsed needing additional training on
how to ask gender identity questions (see Table 12).

Table 12. Tools/Supports Needed to Ask Gender Identity and Sexual Orientation
Questions
ITEMS#

N

%

Additional training on how to ask GI questions

45

18.8

Additional training on how to ask SO questions

51

21.3

Additional training on how to enter SOGI data in EPIC

27

11.3

More support from my manager

9

3.8

An improved script

38

15.8

Opportunity to role-play the GI questions with colleagues /other staff
members

32

13.3

Opportunity to role-play the SO questions with colleagues /other staff
members

34

14.2

Results for Research Question #9
What was their final Post-training Rating of Resources and Handouts from
training for collecting gender identity and sexual orientation data? (Part XIUsing Resources Provided at Training—URPT-4)
The mean rating for likelihood of using training resources and handouts was 4.10
(min=1 extremely unlikely and max=5 extremely likely, SD =.841) or closest to likely to
use them. For example, 45.8% (N=105) were extremely likely to use and 39.6% (n=95)
were likely to use the gender identity and sexual orientation—Hospital Scripting Options.
Also, 45.4% (N=109) of participants indicated they were extremely likely and 40%
(N=96) likely to use the handout patient response matrix (see Table 13).
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Table 13. Post-Training Rating of Likelihood of Using Resources and Handouts for
Collecting SOGI Data
N

%

1
3
30
96
109

.4
1.3
12.5
40.0
45.4

2
3
33
95
105

.8
1.3
13.8
39.6
43.8

1
3
29
95
110

.4
1.3
12.1
39.6
45.8

1
4
21
104
105

.4
1.7
8.8
43.8
43.8

Mean likelihood of using resources =4.13, SD=.801, Min=1, Max=5
Likelihood of Using Resources
Patient Response Matrix
1- Extremely Unlikely
2- Unlikely
3-Neutral
4- Likely
5- Extremely Likely
Gender Identity & Sexual Orientation Tip Sheet: Role-play Scenarios
1- Extremely Unlikely
2- Unlikely
3-Neutral
4- Likely
5- Extremely Likely
Gender Identity & Sexual Orientation—Hospital Scripting Options
1- Extremely Unlikely
2- Unlikely
3-Neutral
4- Likely
5- Extremely Likely
FAQ Sheet
1- Extremely Unlikely
2- Unlikely
3-Neutral
4- Likely
5- Extremely Likely

Results for Research Question #10
What was their final Post-training Overall Evaluation, including a rating of
the trainer? (Part X- Overall Evaluation Scale – OES)
First, the final post-training overall evaluation had a mean of 4.58 (SD=.635,
Min=1, Max=5) for between agree and strongly agree for a high to very high rating of the
training. For example, 64.2% (N=154) of endorsed strongly agree for being, overall,
satisfied with the presentation.
Second, the evaluation of the presenter had a mean score of 4.70 (SD=.541, Min=1,
Max=5) for closest to very high rating for being clear and informative. For example,
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72.5% (N=174) endorsed strongly agree for the trainer being clear and informative (see
Table 14).

Table 14. Post-Training Overall Evaluation Ratings
N

%

1
1
10
73
154

.4
.4
4.2
30.4
64.2

2
0
7
39
71

.8
0
2.9
16.3
29.6

2
0
7
43
66

.8
0
2.9
17.9
27.5

1
0
4
57
174

.4
0
1.7
23.8
72.5

Overall Evaluation Mean Score = 4.58, SD=.673, Min=1, Max=5
Overall, I am satisfied with the presentation
1- Strongly Disagree
2- Disagree
3-Neutral
4- Agree
5- Strongly Agree
The presentation has increased my understanding of gender identity and
sexual orientation data collection.
1- Strongly Disagree
2- Disagree
3-Neutral
4- Agree
5- Strongly Agree
As a result of the presentation, I can apply what I have learned to enhance
my ability to collect gender identity and sexual orientation information
1- Strongly Disagree
2- Disagree
3-Neutral
4- Agree
5- Strongly Agree
Presenter Mean Score =4.70, SD=.541, Min=1, Max=5
The presenter was clear and informative
1- Strongly Disagree
2- Disagree
3-Neutral
4- Agree
5- Strongly Agree
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Results for Research Question #11
Was there any added advantage when subjects also had training in the area
of race, ethnicity and language (REL), in terms of potentially having a
higher score for the study outcome/dependent variable of a higher Posttraining Self-efficacy for collecting patients’ gender identity and sexual
orientation data?
Using independent t-tests, relationships between six selected group variables and
the outcome variable, higher post-training self-efficacy for collecting patients’ gender
identity and sexual orientation data were compared. There were no significant differences
between any groups (i.e., Bonferroni Adjustment Significance,.05/6=.008; p < 008.).
Among these comparisons, most noteworthy is the non-significant comparison between
those who received SOGI only training versus those who received REL&SOGI training.
Thus, having REL training provided no added advantage in terms of having a higher
score for the study outcome variable of higher post-training self-efficacy for collecting
patients’ gender identity and sexual orientation data (see Table 15).

Table 15. Independent Sample T-Test Comparing Selected Groups for Higher PostTraining Self-Efficacy
t-tests

Self -Efficacy
N
Training Group
SOGI
REL&SOGI
Sex Assigned at Birth
Male
Female
If Received Training Pre
or Post in Last 3 months
No
Yes
If White-Non-Hispanic
No
Yes

119
120
38
179

172
55
152
53

M
4.29
4.31
4.20
4.25

4.23
4.25
4.29
4.17

SD

T
-1.349

df
237

P
0.179

-0.377

215

0.707

-0.252

225

0.802

1.065

203

0.288

0.74585
0.6328
0.63767
0.70023

0.067633
0.72035
0.69643
0.66172
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Table 15 (continued)
t-tests

Self -Efficacy
N
If Heterosexual
No
Yes
If Know Someone who is
LGBTQ+
No
Yes

20
191

33
177

M
4.18
4.27

4.38
4.24

SD

T
-0.440

df
209

P
0.584

1.059

208

0.291

0.87676
0.66760

0.65017
0.69385

p<.05**p<.01, ***p<.001 Bonferroni Adjustment Significance (.05/6, p= .008)
Note: All p values above .008 are considered non-significant, and only those below .008 are
considered statistically significant

Results for Research Question #12
Were there any significant correlations between selected demographics and
other study variables with the study outcome/dependent variable of a higher
Post-training Self-efficacy for collecting patients’ gender identity and sexual
orientation data?
Correlations were explored between five selected independent variables and the
study outcome variable of a higher post-training self-efficacy for collecting patients’
gender identity and sexual orientation data (i.e., Bonferroni Adjustment Significance,
.05/5=.01, p< .01).
The higher post-training self-efficacy, then:
•

the higher overall evaluation (r =.501, p=.000)

•

the higher pre-training personal skills/ability (r =.420, p=.000)

•

the higher pre-training personal preparation (r =.430, p=.000)

•

the higher pre-training recommended behavior (r =.283, p=.000)

See Table 16.
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Table 16. Correlations between Selected Variables and Primary Outcome Variable of
Higher Post-Training Self-Efficacy
Independent Variables
Time in Current Role
Overall Evaluation of Training
Pre-Personal Skills/Ability
Pre-Personal Preparation
Pre-Recommended Behavior

Higher Self-Efficacy Post
R
P
.032
.633
.501
.000***
.420
.000***
.430
.000***
.283
.000***

*p<.05, **p<.01, ***p<.001 Bonferroni Adjustment Significance (.05/5, p= .01)
Note: All p values above .01 are considered non-significant, and only those below .01 are
considered statistically significant

Results for Research Question #13
What were the significant predicators of the study #2 outcome/dependent
variable of a higher Post-training Self-efficacy for collecting patients’
gender identity and sexual orientation data?
Backwards stepwise regression was used to identify predictors of the outcome
variable of a higher post-training self-efficacy for collecting patients’ gender identity and
sexual orientation data. A total of 11 independent variables were examined, including:
(1) whether in the SOGI only training or had both—as REL&SOGI; (2) if received
training pre-training; (3) length of time in their current role at the hospital; (4) sex
assigned at birth; (5) if White or not; (6) if Straight/Heterosexual or not; (7) if knows
someone LGBTQ or not; (8) post-training overall evaluation rating of training scores;
(9) pre-training personal skills/ability level; (10) pre-training personal preparation scores;
and (11) pre-training level of engagement in recommended behaviors.
Backward stepwise regression analysis. This model began with the full set of 11
independent variables of interest. Next, any predictor calculated to be the least
statistically significant was removed from the model. This process was repeated, several
times, until only those independent variables that were statistically significant (p≤0.05)
remained in the final model—in line with the work of others who have recently selected
this procedure (e.g. Schuurhuizen, Braamse, Konings, Verheul & Dekker, 2019). This
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selection of backward stepwise regression was made, despite critiques of this method
(e.g., Whittingham, Stephens, Bradbury & Freckleton, 2006).
Results of backward stepwise regression. Through a backward stepwise
regression, having higher post-training self-efficacy was significantly predicted by:
1. Higher pre-training personal skill/ability (B=.589, SEB=.468, p=.000).
2. Higher post-training overall evaluation (B=.244, SEB=.305, p=.000).
The adjusted R-squared value for this model was 0.346, meaning that 34.6% of the
variance for higher post-training self-efficacy for collecting for collecting patients’ sexual
orientation and gender identity data was explained by this model (see Table 17).

Table 17. Backwards Stepwise Regression Analysis Predicting Primary Outcome
Possessing Higher Self-Efficacy
Predictors
Higher Self Efficacy
Higher Pre-training Personal Skill/Ability
Higher Post-training Overall Evaluation

B

SEB

p

.589
.244

.468
.305

.000***
.000***

*p<.05, **p<.01, ***p<.001
F=52.304 (p.000)
R2=.353, Adj R2=0.346 –34.6% of variance explained by model.

Conclusion
This chapter presented the results of the data analysis. The results were organized
and presented by research questions.
Chapter V will provide a summary of the present study, including a discussion of
results, implications of the findings, recommendations for future research, and a
conclusion to the dissertation.
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Chapter V
SUMMARY, DISCUSSION, IMPLICATIONS,
RECOMMENDATIONS, AND CONCLUSION

This chapter will provide a summary of the study, a discussion of the study results,
as well as implications and recommendations that arise from the findings. Finally, the
chapter will offer limitations, as well as a final conclusion.

Summary of the Literature Review
According to research, about 10 million people in the United States identify as
lesbian, gay, bisexual, or transgender, however, more standardized data collection
strategies across the country would provide a more accurate assessment of this population
(Qureshi et al., 2018). Research shows that LGBTQ people experience greater disease
burden and stressors related to stigma, discrimination, and prejudice (p. 168).
Understanding LGBTQ identity in the healthcare setting is important, given how
vulnerable the population may be within this arena (p. 168).
According to the IOM (2013), “since 2009, federal laws have raised the visibility
of data collection as a tool for reducing health care disparities” (p. 3)
Whitehead et al. (2016) indicated how “health disparities affecting” lesbian,
bisexual, gay and transgender (LGBT) people are “well documented and span each
subgroup of this population” (p. 2). The work of many others also confirms this (CDC,
2014; Healthy People 2020, 2014; IOM, 2011). For example, Haider et al. (2017)
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emphasized how health disparities affect LGB people, “including poor health outcomes
and less access to care” (p. 820). However, a “lack of data on sexual orientation (SO) is a
barrier to better identification and understanding of the health challenges LGB people
face” (p. 820).
According to the Joint Commission (TJC, 2011), these inequalities may be more
profound for LGBTQ people from racial/ethnic minority populations, and confounded by
“other characteristics such as education level, income, geographic location, language,
immigration status, and cultural beliefs” (p. 1). Disparities in access to care for LGBTQ
populations have been linked with entrenched distrust of the healthcare system, mediated
by experience of discrimination, stigmatization, and mistreatment. In addition, LGBTQ
people face other barriers to equitable care, such as refusal of care, delayed or
substandard care, mistreatment, and inequitable policies and practices (TJC, 2011). These
barriers to care are both structural and individual (Dahlhamer et al., 2016; Romanelli &
Hudson, 2017).
The Institute of Medicine (IOM, 2011) called for sexual orientation and gender
identity (SOGI) data collection in EHRs through standardized questions. According to
Cahill et al. (2014), collecting “SOGI data in clinical settings via EHR system could help
clinicians, researchers, and policymakers better understand LGBT health” (p. 2). Further,
the lack of “LGBT-inclusive cultural competency and clinical training for providers
contributes to their widespread failure to discuss SOGI with their patients” (p. 2).
TJC’s (2011) field guide, Advancing Effective Communication, Cultural
Competence and Patient and Family-Centered Care for The Lesbian Gay, Bisexual and
Transgender (LGBT) Community, recommended that health care organizations: identify
opportunities to collect LGBT-relevant data and information during the health care
encounter; identify a process to collect data at registration/admitting; identify a process to
document self-reported sexual orientation and gender identity information in the medical
record; train staff to collect sexual orientation and gender identity data; and use
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aggregated patient-level sexual orientation and gender identity data to develop or modify
services, programs, or initiatives to meet patient population needs (TJC, 2011, p. 29).
TJC requires accredited hospitals to “develop or adopt a nondiscrimination policy that
protects patients from discrimination based on personal characteristics, including sexual
orientation and gender identity or expression” (p. 7).
Additionally, in 2016, the Health Resources and Services Administration (HRSA),
which funds over 1,000 health centers serving over 27 million people in the United
States, began requiring all federally funded health centers to submit SOGI data to their
annual Uniform Data System report (HHS, 2016, p. 1).
Grasso et al. (2018) contend that, although the collection of SOGI data in
electronic health records has been widely recommended by the IOM, TJC, and other
federal entities as critical to providing patient-centered care and addressing health
disparities for LGBT people, “many health care organizations have yet to implement
systematic data collection due to concerns about making staff and patient uncomfortable”
(p. 66). There are barriers around implementing EMR systems (p. 66). According to the
Fenway Institute’s guide on Collecting Sexual Orientation and Gender Identity Data in
Electronic Health Records (2017), SOGI data may be collected in several ways including
“paper registration forms as part of the demographic section alongside information about
race, sex and date of birth,” while patients may “self-disclose” during their visit or even
enter the information using an “online portal or mobile device” (Fenway Institute, 2017,
p. 5). In addition, Fenway’s (2018) Ready, Set, GO! Guidelines and Tips for Collecting
Patient Data on Sexual Orientation and Gender Identity document emphasized the
importance of staff training:
Prior to collecting SO/GI data, all health center staff (clinical and nonclinical) must be trained to communicate effectively and respectfully with
patients about the reasons for collecting SO/GI data, and the ways in which
the data will be used for patient care. In addition, staff should acquire
foundational knowledge about LGBTQ people and their health needs, and
should learn best practices in providing affirming care to LGBTQ patients.
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This training is especially important due to the misinformation and cultural
stigma against LGBTQ identities. (p. 9)
In this manner, there are many risks to consider, including discrimination, lack of
provider education, and lack of “understanding of perceived benefits to collecting SOGI
data” (Maragh-Bass et al., 2017, p. 142). Despite “national and federal recommendations
for routine collection of SO/GI data in healthcare settings,” regarding LGBT health
disparities, “little research has characterized patient–centered ways” to collect such
information (p. 141).
Cultural competency has long been a framework in healthcare for providing
patient-centered, respectful, and appropriate care for diverse patient populations
(Betancourt et al., 2003a; Boutin-Foster et al., 2008; Landry 2017). Cultural competence
and patient-centeredness have been key strategies to improving healthcare quality (Saha
et al., 2008). According to the National Center for Cultural Competence (2018), cultural
competency is a top strategy for addressing health disparities. Danso (2018) suggests that
“cultural competence has been presented as a framework capable of promoting culturally
sensitive practice and for training cross cultural workers” (p. 411).
Historically, “because of perceived or real stigma and discrimination by healthcare
providers and institutions, many LGBT persons” did not share their identity (Bidell &
Stepleman, 2017, p.1314). As part of understanding and addressing LGBT disparities, the
collection of sexual orientation and gender identity (SOGI) data in the electronic medical
record (EMR) is now widely supported and recommend (p. 1316). LGBT training
interventions are needed to help “the development of LGBT attitudinal awareness,
clinical skills and patient knowledge,” while “governmental and nongovernmental
organizations are developing a host of new LGBT competency training programs and
resources” (p. 1317).
Donald and Ehrenfeld (2015) indicated that “the growing adoption of electronic
health records (EHR) presents an important opportunity to optimize care for LGBTQI
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individuality by routinely capturing structural form patient sexual orientation and gender
identity” (p. 1). However, “on a practical level, some have argued that collecting SO/GI
information could be considered invasive or offensive to patients, especially if collected
by hospital receptionist” (p. 178). Training both receptionist and clinical staff is
important to the process of data collection, as it “gestures to gaps in education on LGBQI
health competencies. Competency training on LGBTQI health issues is important for
both clinician and all clinical support staff” (p. 3).
In line with the language used by the Joint Commission (2011) (i.e., Advancing
Effective Communication Cultural Competence and Patient –and Family-Centered Care:
for the Lesbian, Gay, Bisexual and Transgender (LGBT)Community), there is a need for
hospitals to provide communication cultural competence training.
Further, justifying this need is the theoretical framework for the study, as rooted in:
the National Culturally and Linguistically Appropriate Services (CLAS) standards
(DHHS, 2013) for health and health care organizations to implement culturally and
linguistically appropriate services that will advance health equity, improve quality, and
help eliminate health care disparities” (p. 21)—while “one of the most changeable
factors” in the prevalence of inequalities “is the lack of culturally and linguistically
appropriates service” (p. 14); Bandura’s Social Cognitive Theory (SCT) (Bandura &
National Institute of Mental Health, 1986) with a focus on perceived self-efficacy as a
judgment of one’s capability to execute given types of performances in specific situations
(Bandura, 2006), such as hospital staff’s self-efficacy to collect SOGI data post-training,
as the study outcome variable; and, the Minority Stress Theory of Meyer’s (1995, 2010,
2015; Meyer & Frost 2013), which is “based on the premise that (a) prejudice and stigma
directed towards LGBT people bring about unique stressors and (b) these stressors caused
adverse health outcomes,” which can impact both on the physical health and mental wellbeing of patients (p. 209).
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Summary of the Statement of the Problem
The problem that this study addressed is the need to train hospital staff, especially
registration personnel, and all healthcare providers in communication cultural
competence, in order to facilitate LGBT patients’ disclosure of sexual orientation and
gender identity.

Summary of the Purpose of the Study
The purpose of this study was to engage in a secondary analysis of existing data
with the permission of the hospital administration, in order to: (1) evaluate a major urban
Northeastern hospital’s pilot of a communication cultural competence training module
designed for registration staff on the collection of SOGI data from all patients, using a
comparison of pre-training versus post-training surveys; (2) identify the significant
correlations between selected demographic and other independent variables with the
study outcome variable of a higher Post-Self-Efficacy for collecting patients’ gender
identity and sexual orientation data; and (3) identify significant predictors of the study
outcome variable of a higher Post-Self-Efficacy for collecting patients’ gender identity
and sexual orientation data.

Summary of the Research Questions
Given a sample of hospital registration personnel (N=240) who completed the
Sexual Orientation and Gender Identity Training (SOGI Training) as a communication
cultural competence training, the secondary analysis of existing data from a major urban
Northeastern hospital answered the following questions:
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1.

What were the participants’ demographic characteristics and background for
any prior cultural competence trainings? (Survey Part IA and Part VIII-Pre)
Data Analysis Plan: descriptive statistics (n, %, M, SD, min, max)

2.

What was their pre-knowledge for collecting patients’ gender identity and
sexual orientation data? (Survey Part IB)
Data Analysis Plan: descriptive statistics (n, %, M, SD, min, max)

3.

What was their Pre-Self-efficacy for collecting patients’ gender identity and
sexual orientation data? (Survey Part II)
Data Analysis Plan: descriptive statistics (n, %, M, SD, min, max)

4.

What was their Pre-Personal Skill/Ability for collecting gender identity data—
and also their Pre-Rating of Co-Workers’ Skill/Ability for collecting gender
identity data, and, Pre-Rating of Their Manager’s Skill/Ability for helping to
support their skill/ability for gender identity data collection? (Survey Part III)
Data Analysis Plan: descriptive statistics (n, %, M, SD, min, max)

5.

What was their Pre-Personal Preparation for collecting sexual orientation
data? (Survey Part IV)
Data Analysis Plan: descriptive statistics (n, %, M, SD, min, max)

6.

What was their Pre-Frequency of Recommended Behaviors for collecting
gender identity data—and the frequency of their non-adherence to the
recommended behavior? (Survey Part V)
Data Analysis Plan: descriptive statistics (n, %, M, SD, min, max)

7.

In terms of the potential impact of participating in the training, was there a
significant difference between their: (a) Pre-knowledge for collecting patients’
gender identity and sexual orientation data versus their Post-Knowledge for
collecting patients’ gender identity and sexual orientation data; (b) Pre-SelfEfficacy for collecting patients’ gender identity and sexual orientation data
versus their Post-Self-Efficacy for collecting patients’ gender identity and
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sexual orientation data; (c) Pre-Personal Skill/Ability for collecting gender
identity data versus their Post-Personal Skill/Ability for collecting gender
identity data; (d) Pre-Personal Preparation for collecting sexual orientation
data versus their Post-Personal Preparation for collecting sexual orientation
data; (e) Pre-Frequency of Recommended Behaviors for collecting gender
identity data versus their Post-Frequency of Recommended Behaviors for
collecting gender identity data? (Survey Parts IB-V)
Data Analysis Plan: paired t-tests
8.

What tools and/or supports do they need to ask gender identity and sexual
orientation questions consistently and comfortably? (Survey Part VI)
Data Analysis Plan: descriptive statistics (n, %, M, SD, min, max)

9.

What was their final Post-Rating of Resources and Handouts from training for
collecting gender identity and sexual orientation data? (Survey Part IX-Post)
Data Analysis Plan: descriptive statistics (n, %, M, SD, min, max)

10. What was their final Post-Overall Training Evaluation, including a rating of
the trainer? (Survey Part X-Post)
Data Analysis Plan: descriptive statistics (n, %, M, SD, min, max)
11. Was there any added advantage when subjects also had training in the area of
race, ethnicity and language (REL), in terms of potentially having a higher score
for the study outcome/dependent variable of a higher Post-Self-efficacy for
collecting patients’ gender identity and sexual orientation data?
Data Analysis Plan: paired t-tests (n, %, M, SD, min, max)
12. Were there any significant correlations between selected demographics and
other study variables with the study outcome/dependent variable of a
higher Post-Self-efficacy for collecting patients’ gender identity and
sexual orientation data?
Data Analysis Plan: Pearson correlations
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13. What were the significant predicators of the study #2 outcome/dependent
variable of a higher Post-Self-efficacy for collecting patients’ gender
identity and sexual orientation data?
Data Analysis Plan: Backward stepwise regression

Summary of the Research Sample
The study sample included 240 registration staff members, while 390 registration
staff members were trained, 322 completed the pre-training surveys, and 308 completed
the post-test survey. Only 240 participants completed both the pre- and post-training and
were eligible to be included in the study. Thus, of all those trained (N=390), there was a
61.4% compliance rate (N=24) for following all instructions to complete both the preand post-training surveys.

Summary of the Research Instrument
The communication cultural competency evaluation tools were designed using the
Principle Investigator’s expertise in implementing such programs—including establishing
a standard at the hospital for creating short tools for quality assurance that were theoryand/or evidence-based. Some of the tools were also co-created by the Outcomes
Manager, whose role is focused in the area of Diversity & Research and the analysis and
trending of REL&SOGI data. The instruments were reviewed by a standing
interdisciplinary LGBTQ committee of clinical researchers, doctors, social workers,
nurses, senior leaders for quality, admitting and patient registration, division of
education, and organizational learning.
The emergent surveys that are relevant to this study are as follows:
•

Pre-training SOGI Study Survey (see Appendix C)
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•

Post-training SOGI Survey (see Appendix D)

•

Pre-training REL/SOGI Study Survey (see Appendix E)

•

Post-training REL/SOGI Survey (see Appendix F)

Permitting pre- versus post-training comparisons, all of the pre- and post-surveys
share many survey parts or scales in common, as do the SOGI and REL/SOGI surveys.
Consider the following specific survey parts:
•

Part IA: Training in the last 3months (T3M- 2)

•

Part IB: Knowledge Scale (KO-11)

•

Part II: Self-Efficacy Scale (SE-6)

•

Part III: Personal Skill/Ability Scale (SA-7)

•

Part IV: Personal Preparation Scale – (PP-6)

•

Part V: Recommended Behavior Scale (RB-4)

•

Part VI: Feedback for Future Training and Support Checklist (FFTS- 8)

•

[Part VII: Pre- Open-Ended Question (OEQ-1) –data not used]

•

Part VIII: Basic Demographic Scale (BD-9)

•

Part IX: Using Resources Provided at Training (URPT-4)

•

Part X: Overall Evaluation Scale (OES)

Summary of Data Management and Data Analysis Plan
Data were downloaded from Survey Gizmo and coded and then transferred to
SPSS 25.0. The files containing de-identified data provided by the hospital were analyzed
using SPSS 25.0. Data were analyzed using descriptive and inferential statistics,
specifically including the use of paired t-tests, independent t-tests, and Pearson
correlation. And, finally, backward stepwise regression analysis was also used.
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Summary of the Results of Data Analysis
This section presents the results of data analysis.
Findings for Registration Staff Demographics and Background
The study’s convenience sample (N=240) was diverse, given 34.6% (N=83)
identified as White/Caucasian, 28.3% (N=68) as Hispanic/Latino, 27.1% (N=65) as
Black /African American, and 10.0% (N=24) as Asian. For gender identity, 74.6%
(N=179) identified as female, and 15.8% (N=37) as male. Those who identified their
sexual orientation as heterosexual comprised 79.6% (N=191) of the sample. The mean
time in current role for the sample was 3.97 years (Min = 1-1 to 6 months, Max = 6-over
10 years, SD = 1.547). For example, 18.3% (N=44) indicated being in their current role
for 5-10 years. Some 74.2% (N=178) indicated that they know someone who is
LGBTQ+. Of note, 16.7% (N=38) indicated that they had other training in the last three
months.
Internal Consistency of Study Scales
Some seven of the nine pre- and post-training study scales had excellent internal
consistency—while two had very good internal consistency.
More specifically, just consider Cronbach’s Alpha for the post-training scales, as
follows: Post -Knowledge Scale (KO-11), which included 11 knowledge items, had a
Cronbach’s Alpha of .978 (excellent); the Post-Self-Efficacy Scale (SE-6) had a
Cronbach’s Alpha of .936 (excellent); the Post-Skill/Ability Scale (PSA -7) had a
Cronbach’s Alpha of .917 (excellent); the Post-Personal Preparation Scale (PP-4) had a
Cronbach’s Alpha of .910 (excellent); the Post-Recommend Behavior Scale ( RB-4) had
a Cronbach’s Alpha of .858 (very good); and the Post-Overall Evaluation Scale had a
Cronbach’s Alpha of .932 (excellent). Findings using these scales follow.
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Findings for Pre-Training Knowledge about Collecting SOGI Data
This sample’s Global Pre-training knowledge for collecting patient gender identity
and sexual orientation (SOGI) data had a mean of 4.4 (Min = 1-strongly disagree,
Max = 5-Strongly agree, SD = .613) or closest to agree for high knowledge. For example,
regarding their being aware of patient safety issues related to sexual orientation, 36.7%
(N=87) indicated agree, and 47.9% (N=115) strongly agree.
Findings for Pre-Training Self-Efficacy for Collecting SOGI Data
The Global Pre-Self-Efficacy scale, which measured participants’ self-efficacy for
collecting patients’ SOGI data, had a mean score of 3.62 (Min = 1-strongly disagree,
Max = 5- Strongly agree, SD = .98) or closest to agree for high self-efficacy. For
example, with regard to being able to appropriately ask gender identity questions to
patients, 34.6% (N=83) of participants indicated strongly agree, suggesting high selfefficacy. Internal consistency for this scale was excellent with a Cronbach’s Alpha of
.946.
Findings for Pre-Training Personal Skill/Ability for Collecting SOGI Data
The Global Pre-training Personal Skill/Ability scale had a mean of 3.62 (Min = 1Poor, Max = 5-excellent, SD = .98) or closest to good skill/ability level. For example,
with regard to rating their ability to collect gender identity data from patients, 34.2%
(N=82) indicated good.
Findings for Pre-Training Personal Preparation for Collecting SOGI Data
The Global Pre-training Personal Preparation scale had a mean score of 3.29
(Min = 1-not at all, Max = 5-extremely, SD =1.04) or closest to moderately prepared to
collect sexual orientation data. For example, with regard to how prepared they felt to
collect sexual orientation data from patients, 34.2% (N=82) felt moderately prepared.
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Findings for Pre-Training Frequency of Recommended Behaviors for Collecting
SOGI Data
The Global Scale for Pre-training Recommended Behaviors had a mean of 2.41
(Min = 1-never, Max = 5-always, SD =1.04), closest to rarely engage in the
recommended behavior. As it relates to how often they ask gender identity questions,
32.9% (N=79) indicated never.
On the other hand, item 4 measured the frequency of non-adherence to
recommended behavior, such as in how often participants guess the patients’ gender and
fill in the data; 10.0% (N=24) indicated often.
Findings for Paired T-Tests: Evidence of Impact from SOGI Training
The paired t-tests for all five global scale scores demonstrated significant
differences from pre- to post-training in this sample (p˂.000; Bonferroni Significance
level, p<.007), as follows: comparing the pre-training knowledge mean of 4.40 (N=237,
SD=0.614) to post-knowledge mean of 4.572 (N=237, SD=0.561) results showed a
significant difference (t= -4.011, df =236, p=.000); comparing the pre-training selfefficacy mean of 3.615 (N=237, SD=.983) to the post-training self-efficacy mean of 4.25
(N=237, SD=.689) showed a significant difference (t= -10.623, df =236, p=.000);
comparing the pre-training skill/ability mean of 3.62 (N=235, SD=.849) to the posttraining mean of 4.187 (N=236, SD= .627) showed a significant difference (t= -11.703,
df=236, p=.000); comparing the pre-training personal preparation mean of 3.295
(N=233, SD=1.036) to the post-training mean of 4.01 (N=233, SD=.0795) showed a
significant difference (t= -11.566, df=232, p=.000); and comparing the pre-training
engagement in recommended behavior mean of 2.415 (N=234, SD=1.282) to the posttraining mean of 2.761 (N=234, SD=1.245) showed a significant difference (t= -5.258,
df=233, p=.000).
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Findings for Tools and Supports Needed
As it relates to tools and supports, participants needed to ask SOGI questions more
consistently and comfortably, 21.3% (N=51) indicated additional training on how to ask
sexual orientation questions, and 18.8% (N=45) endorsed needing additional training on
how to ask gender identity questions.
Findings for Ratings of Training Resources and Handouts
The mean rating for likelihood of using training resources and handouts was 4.10
(min=1 extremely unlikely and max=5 extremely likely, SD =.841) or closest to likely to
use them. For example, 45.8% (N=105) were extremely likely to use and 39.6% (n=95)
were likely to use the gender identity & sexual orientation – Hospital Scripting Options.
Also, 45.4% (N=109) of participants indicated that they were extremely likely and 40%
(N=96) likely to use the handout patient response matrix.
Findings for Overall Evaluation of Training and Trainer
First, the final post-training overall evaluation had a mean of 4.58 (SD=.635,
Min=1, Max=5) for between agree and strongly agree for a high to very high rating of the
training. For example, 64.2% (N=154) endorsed strongly agree for being, overall,
satisfied with the presentation.
Second, the evaluation of the presenter had a mean score of 4.70 (SD=.541, Min=1,
Max=5) for closest to very high rating for being clear and informative. For example,
72.5% (N=174) endorsed strongly agree for the trainer being clear and informative.
Any Added Advantage if Combined SOGI and REL Training?
Using independent t-tests, relationships between six selected group variables and
the outcome variable, higher post-training self-efficacy for collecting patients’ gender
identity and sexual orientation data, were compared. There were no significant
differences between any groups (i.e., Bonferroni Adjustment Significance,.05/6=.008;
p < 008.). Among these comparisons, most noteworthy is the non-significant comparison
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between those who received SOGI only training versus those who received REL&SOGI
training. Thus, having REL training provided no added advantage in terms of having a
higher score for the study outcome variable of higher post-training self-efficacy for
collecting patients’ sexual orientation and gender identity data.
Correlations between Selected Variables and a Higher Post-Training Self-Efficacy
Correlations were explored between five selected independent variables and the
study outcome variable of a higher post-training self-efficacy for collecting patients’
gender identity and sexual orientation data (i.e., Bonferroni Adjustment Significance,
.05/5=.01, p< .01). The higher post-training self-efficacy, then: the higher overall
evaluation (r =.501, p=.000); the higher pre-training personal skills/ability (r =.420,
p=.000); the higher pre-training personal preparation (r =.430, p=.000); and the higher
pre-training recommended behavior (r =.283, p=.000).
Predictors of a Higher Post-Training Self-Efficacy
Backwards stepwise regression was used to identify predictors of the outcome
variable of a higher post-training self-efficacy for collecting patients’ gender identity and
sexual orientation data. A total of 11 independent variables were examined: (1) whether
in the SOGI only training or had both—as REL&SOGI; (2) if received training pretraining; (3) length of time in their current role at the hospital; (4) sex assigned at birth;
(5) if White or not; (6) if Straight/Heterosexual or not; (7) if knows someone LGBTQ or
not; (8) post-training overall evaluation rating of training scores; (9) pre-training personal
skills/ability level; (10) pre-training personal preparation scores; and (11) pre-training
level of engagement in recommended behaviors.
Through a backward stepwise regression, having higher post-training selfefficacy was significantly predicted by: (1) higher pre-training personal skill/ability
(B=.589, SEB=.468, p=.000); and (2) higher post-training overall evaluation (B=.244,
SEB=.305, p=.000).
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The adjusted R-squared value for this model was 0.346, meaning that 34.6% of the
variance for higher post-training self-efficacy for collecting patients’ sexual orientation
and gender identity data was explained by this model.

Discussion of Results
This section will provide a discussion of the study results.
Discussion of Demographics and Characteristics
In this study, 75% (N=180) of participants indicated their sex assigned at birth as
female. In studies by Braun et al. (2017) and Bristol, Kostelec, and Macdonald (2018)
regarding the impact of LGBTQ-specific training courses for students and staff, 79.3%
(N=107) and 80% (N=37) of participants identified as female, respectively. Participants
in this study mostly identified as heterosexual (79.6%), with 3.3% of the participants
identifying as lesbian or gay. Similarly, in the Bristol et al. study (2018), 86.7% of
participants identified as heterosexual and 3.7% identified as gay/lesbian.
Moreover, the present study consisted of a racially and ethnically diverse sample,
with 34.6% (N=83) identified as White/Caucasian, 28.3% (N=68) as Hispanic/Latino,
27.1% (N=65) as Black /African American, and 10.0% (N=24) as Asian. This was not the
same for other studies, such as Braun et al. (2017), where 57% (N=36) of the sample
identified as White, 24% (N=11) as Asian, and 13% (N=6) as Hispanic/Latino. In
addition, 72.6% (N =98) of participants in the Bristol et al. (2018) study identified as
White, 17.8% (N=24) African American, and 2.2% (N=3) Asian. Lastly, in this study
16.7% (N=32) of participants indicated having some form of SOGI training in the last
three months. Bristol et al. (2018) indicated that “staff had no prior LGBT education
specific to the needs of the population” (p. 632).
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Discussion of Findings Using the New Study Scales
Several new scales were created specifically for this investigation to assess the
impact of the SOGI communication cultural competency pilot training. Five of the pretraining scales assessed knowledge; self-efficacy; personal skill/ability; personal
preparation; and adherence to recommended behaviors. All of the pre-training scales had
very good to excellent Cronbach’s Alphas ranging from .863 to .952. According to
Betancourt and Greene (2010), cultural competence training “should be held to the same
standards as other educational interventions and activities and should be evaluated in a
stepwise fashion by using the tools of health services research and the principles of
quality improvement” (p. 585). The tools were grounded in Bandura’s (1982) Social
Cognitive Theory, with a focus on self-efficacy—”how well one can execute courses of
action required to deal with prospective situations” (Bandura, 1982, p. 122), which is
widely used throughout several fields. According to Stajkovic and Luthans (1998),
overall, self-efficacy is positively and strongly related to work-related performance;
research also shows that self-efficacy is widely used to evaluate cultural competency
training impact (p. 242).
Knowledge pre-training. This sample’s Pre-training knowledge for collecting
patient gender identity and sexual orientation (SOGI) data had a mean of 4.4 (Min = 1strongly disagree, Max = 5-Strongly agree, SD = .613; Cronbach’s Alpha = .952, 11
items) or closest to agree for high knowledge. This study’s sample demonstrated a good
level of pre-knowledge for the collection of sexual orientation and gender identity data.
Of note, close to 50% of the sample indicated that they understood the purpose of gender
identity (49.2% (N=118) and sexual orientation (45.4%, N=109) data collection. Also
noteworthy, 52% (N=126) of participants indicated strongly agree to the item, I
understand the commitment of the hospital to collect gender identity and sexual
orientation data. According to the IOM (2011), TJC (2011), and the Fenway Institute
(2018), staff should be aware of why SOGI data are being collected by the healthcare
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organization. Additionally, 50% (N =120) of the sample endorsed strongly agree,
indicating, I am aware of patient safety issues related to gender identity.
Self-efficacy and skill/ability pre-training. Self-efficacy and ability are often
both measured in cultural competency training evaluations, as seen in prior studies (i.e.,
Braun et al., 2017; Bristol et al., 2018; Sawning et al., 2017. For measuring self-efficacy
in this study, the Global Pre-Self-Efficacy scale measured participants’ self-efficacy for
collecting patients’ SOGI data and had a mean score of 3.62 (Min = 1-strongly disagree,
Max = 5-Strongly agree, SD = .98; Cronbach’s Alpha= .946) or closest to agree for high
self-efficacy. For example, with regard to being able to appropriately ask gender identity
questions to patients, 34.6% (N=83) of participants indicated strongly agree, suggesting
high self-efficacy. And, the Global Pre-training Personal Skill/Ability scale had a mean
of 3.62 (Min = 1-Poor, Max = 5-excellent, SD = .98; Cronbach’s Alpha= .925) or closest
to good skill/ability level. For example, with regard to rating their ability to collect
gender identity data from patients, 34.2% (N=82) indicated good.
On the other hand, 29.6% (N=71) of the sample endorsed neutral when asked, How
would you rate your ability to answer patient questions about the collection of gender
identity data? According to TJC (2011) and the Fenway Institute (2018), training for
SOGI data collection for front desk and patient registration staff should address how they
should “respond to patient questions and concerns about SO/GI data” (p. 9).
Pre-training personal preparation. Level of preparation before the training for
collecting SOGI data showed the Global Pre-training Personal Preparation scale had a
mean score of 3.29 (Min = 1-not at all, Max = 5-extremely, SD =1.04; Cronbach’s
Alpha= .904) or closest to moderately prepared to collect sexual orientation data. Others
have tapped into preparation or readiness to collect SOGI data. For example, the research
of Donald and Ehrenfeld (2015) showed that many do not understand the rationale for
collecting SOGI data, while considering the questions to be “invasive or offensive to
patients,” especially when collected by a “hospital receptionist” (p. 178). Such findings
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suggest potential indicators of a lack of preparation or readiness to collect SOGI data
from hospital patients. On the other hand, the present study found that, with regard to
how prepared they felt to collect sexual orientation data from patients, 34.2% (N=82) felt
moderately prepared. Donald and Ehrenfeld postulated that concerns about collecting
SOGI data can often reflect “gaps in education on LGBTQI health competencies” and
suggested that training for “both receptionist and clinical staff” is important (p. 178).
Hence, the training in this study was undertaken for good reason, while engaging a staff
into that training that arrived moderately prepared for collecting SOGI data before the
training began.
Pre-training engagement in recommended behaviors. In addition, before the
training began, it was important to assess how much of what was going to be covered in
the SOGI training was already being done by the hospital registration staff. More
specifically, for frequency of engagement in recommended behaviors for collecting SOGI
data, the Global Scale for Pre-training Recommended Behaviors had a mean of 2.41
(Min = 1-never, Max = 5-always, SD =1.04), closest to rarely engage in the
recommended behavior. As it relates to how often they ask gender identity questions,
32.9% (N=79) indicated never. Further, regarding how often participants guess the
patients’ gender and fill in the data, 10.0% (N=24) indicated often—as an indicator of
engagement in non-adherent behavior. This was important baseline data collected pretraining.
Collecting such baseline data was important, as it permitted a basis for comparing
the potential impact of training on the frequency of engagement in recommended
behaviors. For example, Stanek, Renslow and Kalliainen (2015) evaluated the impact of
an educational program and intervention in a hospital setting. What is relevant from their
study is how tracking the behavior of physicians, starting with the collection of data at
baseline, enabled them to engage in meaningful follow-up data collection, which
permitted documenting trends in the behavior change of hospital physicians over time.
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The current hospital data platform used in the present study permits doing the same kind
of documentation of trends in the behavior change over time of hospital registration staff,
starting with the collection of post-training data and comparing it to baseline, as was done
in this study via paired t-test analyses.
Discussion of Findings for Paired T-Tests
Paired t-tests demonstrated significant increases from pre- to post-training for
knowledge, self-efficacy, skill/ability, personal preparation, and engagement in
recommended behavior—with regard to the collection of SOGI data. As a main study
finding, the paired t-tests for all five global scale scores demonstrated significant
differences from pre- to post-training for knowledge, self-efficacy, skill/ability, personal
preparation, and recommended behavior (p˂.000; Bonferroni Significance level, p<.007).
This is similar to findings by Bristol et al. (2017) using a pre- / post–intervention
design to assess the impact of LGBTQ cultural competence training with nurses. Findings
demonstrated similar statistically significant results in evaluating the impact of a cultural
competence training intervention. “Knowledge and Skills experienced a 14.9% increase,”
being significant (p ˂ 0.0001) (p. 635). The study also indicated that, after their training,
“staff members now promptly communicate discrepancies between documented
biological sex identification and gender identity of patients to the team” (p. 635). Staff
thereby was demonstrating enhanced ability to intervene in this situation. Additionally,
similar to the current study, “staff members reported feeling better prepared to discuss
gender identity and sexual orientation when these subjects became pertinent to care”
(p. 635). Clearly, this is indicative of the kind of increases in knowledge, self-efficacy,
skill/ability, personal preparation, and engagement in recommended behavior that was
effectively documented in the present study. Participation in the hospital’s new
communication cultural competence training on the collection of SOGI data that was
launched with registration personnel has emerged as being associated with statistically
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significant (p < .000) increases from pre- to post-training in knowledge, self-efficacy,
personal preparation, and engagement in recommended behaviors for collecting SOGI
data.
Hence, the study findings are consistent with the work of many others. Beach et al.
(2005) conducted a study to evaluate interventions to improve the cultural competence of
health professionals. In a meta-analysis that included 34 studies in the review, results
indicated “excellent evidence that cultural competence training improves the knowledge
of health professionals (17 of 19 studies demonstrated a beneficial effect)” (p. 7).
Additionally, the study also demonstrated “good evidence that cultural competence
training improves the attitudes and skills of health professionals (21 of 25 studies
evaluating attitudes demonstrated a beneficial effect and 14 of 14 studies evaluating skills
demonstrated a beneficial effect)” (p. 7).
This study concurs with findings of improved knowledge, attitudes, and skills of
health professionals. In addition, the study findings align with Betancourt’s (2003b)
indication that cross-cultural education must also include an approach focused on
teaching and evaluating skills (p. 563).
The work of Bandura also justified a focus on self-efficacy and permitted the
finding of significant increases from pre- to post-training in self-efficacy to collect SOGI
data (Bandura & National Institute of Mental Health, 1986). A focus on perceived selfefficacy permitted hospital registration staff to make a judgment of their capability to
execute given types of performances in specific situations, as per the theory of Bandura
(2006), such as hospital staff’s self-efficacy to collect SOGI data post-training, as the
study outcome variable.
Betancourt and Greene (2010) emphasized how cultural competence training
“should be held to the same standards as other educational interventions and activities
and should be evaluated in a stepwise fashion by using the tools of health services
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research and the principles of quality improvement” (p. 585). The following findings
reflect this study’s attempt to do so.
Discussion of Significant Relationships: Independent T-Tests, Pearson Correlations,
and Predictors of Higher Post-Training Self-Efficacy
An important consideration was whether or not a sub-group that had also received
REL training (i.e., REL&SOGI) might experience an added advantage with regard to
performance on the study outcome variable of a higher post-training self-efficacy for
collecting SOGI data. With all group comparisons failing to achieve significance, this
non-significant pattern of independent t-tests included one with great import: i.e., the
comparison between the SOGI only group versus the REL&SOGI group indicated that
having exposure to REL added no advantage for those so trained on the outcome variable
of level of post-training self-efficacy to collect SOGI data. Apparently, having been
exposed training on issues of race, ethnicity, and language (i.e., REL) did not positively
impact confidence for collecting SOGI data with LGBTQ patients. This suggests the
importance of acknowledging the unique stressors impacting the LGBTQ patients, as per
the Minority Stress Theory of Meyer (1995, 2010, 2015; Meyer & Frost 2013), and the
need for specific training in communication cultural competence and collecting SOGI
data. As per Meyer (2015), “minority stress is based on the premise that (a) prejudice and
stigma directed towards LGBT people bring about unique stressors and (b) these stressors
caused adverse health outcomes,” which can impact both on the physical health and
mental well-being of patients (p. 209). That means that this vulnerable population needs
access to those well-trained in communication cultural competence and collecting SOGI
data. And, those who have been trained in REL alone will need to be trained in REL&
SOGI.
Pearson correlations. The correlations explored between selected independent
variables and the study outcome variable of a higher post-training self-efficacy for
collecting patients’ gender identity and sexual orientation data (i.e., Bonferroni
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Adjustment Significance, .05/5=.01, p< .01) was informative. Pearson correlations
showed that the higher the post-training self-efficacy, then: the higher the overall
evaluation of the communication cultural competence training (r =.501, p=.000); the
higher their pre-training personal skills/ability for collecting SOGI data (r =.420,
p=.000); the higher their pre-training personal preparation for collecting SOGI data
(r =.430, p=.000); and the higher their pre-training engagement in recommended behavior
for the collection of SOGI data (r =.283, p=.000). In a study by Ammentorp, Sabroe,
Kofoed, and Mainz (2007), assessing the impact of a training on communication skills of
medical doctors and nurses’ self-efficacy, it was found that “communication skills
training can improve a clinician’s evaluation of his or her ability to perform a specific
communication task—measured as self–efficacy” (p. 275). Reflecting further the impact
of the communication cultural competence training provided in this study, there are yet
other regression findings.
Backward stepwise regression. The backward stepwise regression found that
having a higher post-training self-efficacy was significantly predicted by: having a
higher pre-training personal skill/ability for collecting SOGI data (B=.589, SEB=.468,
p=.000), and a higher post-training overall evaluation of the communication cultural
competence training (B=.244, SEB=.305, p=.000. This model (adjusted R-squared =
0.346) explained that 34.6% of the variance for higher post-training self-efficacy for
collecting patients’ sexual orientation and gender identity data was explained by this
model. Others have evaluated interventions designed to increase knowledge and selfefficacy, accounting for as little as 3.4% of the variance in models predicting taking
action to reduce sexual risk behaviors (Burnham, 2018). Also, accounting for 11.2% of
the variance was a model predicting taking action to screen for HIV in a pre- versus postintervention study (Garcia, 2013). Thus, this study’s accounting for 34.6% of the variance
is noteworthy.
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As one of the main findings from the study, those who emerged from the
communication cultural competence training with a higher self-efficacy for collecting
SOGI data already had a higher pre-training personal skill/ability level for doing this, as
well as a higher post-training overall evaluation of the training. They began the training
with an advantage of a higher level of personal skill/ability for collecting SOGI data.
Meanwhile, they also rated the overall training higher, perhaps perceiving the value in
what was both reinforcing of what they already had (i.e., higher pre-training skill ability
level), while building upon it.
Although speaking about counselors, instead of hospital registration personnel,
Barden and Greene (2015) postulated that multicultural curricula should aim to
effectively increase knowledge, awareness, skills, and self-efficacy, which will “help
advance” the preparation of those seeking to develop into being both “culturally sensitive
and efficacious” (p. 50). Meanwhile, in the present study, it is important to keep in mind
key correlates and predictors of a higher post-training self-efficacy to collect SOGI data.
Discussion of Other Data on the Training
Recall that, as it relates to those tools and supports participants felt they needed at
post-training, in order to ask SOGI questions more consistently and comfortably, 21.3%
(N=51) indicated needing additional training on how to ask sexual orientation questions
and 18.8% (N=45) endorsed needing additional training on how to ask gender identity
questions. Thus, one outcome of training is the awareness that one needs more training.
Given the work of Rider et al. (2019) working with nurses and physicians on their
training needs and comfort level for working with transgender and gender-diverse youth,
many do discover the need for more and improved education and training. Key to this
training is learning how to cope and respond to any emergent feelings of discomfort when
working with such youth, as well as exposure to training that provides adequate
knowledge and opportunities for skill building in this regard (Rider et al, 2019).
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Regarding using training resources provided to them when they are collecting
SOGI data, participants were likely to use them. The important role of providing such
resources is highlighted in a study where a pink card was given to physicians to prompt
their memory and guide them when prescribing opioids (Stanek et al., 2015). The use of
such a prompt in the form of an educational assist device of a pink card was associated
from pre- to post-intervention with a significant reduction in the size of opioid
prescribing.
Finally, the overall training was rated high to very high, while the presenter was
rated very high for being clear and informative. Hence, a final indicator of the value
perceived to be inherent in the hospital’s communication cultural competence training.

Implications and Recommendations
The purpose of the study was threefold, as are key findings:
•

Purpose #1: to evaluate a major urban Northeastern hospital’s pilot of a
communication cultural competence training module designed for registration
staff on the collection of SOGI data from LGBTQ patients, using a comparison
of pre-training versus post-training surveys.

•

For #1, key findings showed that participation in the communication cultural
competence training module was associated with a significant increase from
pre-training to post-training on all five global scale mean scores (i.e.,
knowledge, self-efficacy, skill/ability level, and personal preparation for
collecting SOGI data—and engagement in recommended SOGI data collection
behavior) demonstrated significant differences from pre- to post-training in this
sample (p˂.000; Bonferroni Significance level, p<.007). This suggested that
participation in the training was associated with statistically significant
improvements from pre- to post-training for knowledge, self-efficacy,
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skill/ability level, personal preparation and engagement in recommended
SOGI data collection behavior.
•

Purpose #2: to identify the significant correlations between selected
demographic and other independent variables with the study outcome variable
of a higher post-training self-efficacy for collecting patients’ gender identity
and sexual orientation data.

•

#2 Key findings identified significant correlations between a higher posttraining self-efficacy for collecting patients’ gender identity and sexual
orientation data (i.e., Bonferroni Adjustment Significance, .05/5=.01, p<.01),
and a higher overall evaluation of the training (r =.501, p=.000), higher pretraining personal skills/ability level (r =.420, p=.000), higher pre-training
personal preparation (r =.430, p=.000), and higher pre-training recommended
behavior (r =.283, p=.000).

•

Purpose #3: to identify significant predictors of the study outcome variable of
a higher Post-Self-Efficacy for collecting patients’ gender identity and sexual
orientation data.

•

#3 Key findings showed through a backward stepwise regression that having
higher post-training self-efficacy was significantly predicted by a higher pretraining personal skill/ability (B=.589, SEB=.468, p=.000), and a higher posttraining overall evaluation of the training program (B=.244, SEB=.305,
p=.000)—in a model explaining 34.6% of the variance for higher post-training
self-efficacy for collecting patients’ sexual orientation and gender identity data.

Therefore, implications and recommendations are as follows:
For purpose #1 and related key findings, the results of the evaluation of the
major urban Northeastern hospital’s pilot of a communication cultural competence
training was very effective, given this study’s evidence of significant increases (p<.000)
for all five global scale mean scores (i.e., knowledge, self-efficacy, skill/ability level, and
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personal preparation for collecting SOGI data—and engagement in recommended SOGI
data collection behavior). An implication is that the communication cultural competence
training should be expanded, disseminated, and implemented at other hospitals and
clinics—as an evidence-based approach. This would include an evaluation component
as a larger, more diverse, and nationally representative multi-site sample is obtained. The
hospital data collection platform also permits 6- and 12-month follow-up to assess
behavior over time. The evaluation component, starting with pre- and post-training
measure, whether in future research at the hospital or at other healthcare facilities, will
find a role for the study’s new scales; all had high levels of internal consistency as
measured by Cronbach’s Alphas ranging from very good to excellent (.863 to .952). This
is a significant contribution to future research, because no tools have been found in the
literature to measure pre/post communication cultural competence training interventions
with registration staff to collect SOGI data.
Given the combination of this study’s data for this key finding and the study’s new
scales, there is justification for the hospital using the data as preliminary studies data to
pursue further documentation of their training of staff—beyond registration personnel, as
it expands to all staff. Ideally, a major funder will appreciate the value of this work, and
support a major study to further evaluate the implementation and evaluation of this new
evidence-based approach to communication cultural competence training for competence
in working with the LGBTQ patient population. Perhaps a coalition of hospitals, medical
centers, academic centers, foundations, and government could be formed to facilitate a
nation-wide evaluation of health care delivery systems as they pursue communication
cultural competence training.
For purpose #2 and related findings, the results suggest the need to keep in mind
possible relationships between a higher post-training self-efficacy and a higher overall
evaluation of the training (r =.501, p=.000), higher pre-training personal skills/ability
level (r =.420, p=.000), higher pre-training personal preparation (r =.430, p=.000), and
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higher pre-training recommended behavior (r =.283, p=.000). It is important to provide a
high quality training using highly rated trainers, as in the present study—as one that may
now be described as an evidence-based training, given findings under purpose #1. Such a
factor may be related to achieving the desired outcome of a higher post-training selfefficacy. There is also value in recognizing the possible influence of personnel entering
communication cultural competence training already with a higher pre-training personal
skills/ability level and higher pre-training personal preparation level for collecting SOGI
data—as well as a higher engagement pre-training in recommended behavior for SOGI
data collection.
For purpose #3 and related findings, there are implications of the regression
predicting a higher post-training self-efficacy, including the role of a higher pre-training
personal skill/ability and a higher post-training overall evaluation of the training
program—in a model accounting for 34.6% of the variance for higher post-training selfefficacy for collecting patients’ sexual orientation and gender identity data. Relative to
other studies, this is noteworthy, while future research might consider the addition of
short scales that might capture a factor such as perceived barriers to the collection of
SOGI data. There was qualitative data collected that was not analyzed for this study. A
next step is to analyze that data toward the goal of identifying potential factors, such as
perceived barriers that might play a role in non-adherence to recommended behaviors.
That emerges as a priority next step for research.

Limitations
There are several limitations to the current study that should be considered when
interpreting the results of this study. Participants self-reported on their registration
behavior, while there was no way to verify participants’ responses, as their interviews of
patients were not audio-recorded or formally observed for data collection and analysis.
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For example, Thurmond(2001) spoke to the value in using such triangulation strategies.
There are those who argue that triangulation serves to provide a more accurate
understanding of the phenomenon of study, while data triangulation uses multiple sources
of data for “validation purposes” (Hussein, 2015, p. 3). The results of using triangulation
may be convergence of the data, complementarity of the data, or divergence of the data,
even as the concept of triangulation has been rejected by some (Morgan, 2019).
Additionally, no measure of social desirability was used in this study. So, no
measure of social desirability could be used in the regression analysis to control for that
potential factor.
Given that the study took place at an urban Northeastern hospital, findings may not
be representative of those registration personnel at other hospitals across the nation. This
potentially limits the generalizability of the study findings.

Conclusion
There is a need to train hospital staff, especially registration personnel, in
communication cultural competence in order to facilitate LGBTQ patients’ disclosure of
sexual orientation and gender identity information to inform care and address healthcare
disparities. The purpose of this study was to engage in a secondary analysis of existing
data in order to evaluate the hospital registration personnel (N=240) acquiring
communication cultural competence after a communication cultural competence training
intervention.
The study’s convenience sample (N=240) was diverse, given 34.6% (N=83)
identified as White/Caucasian, 28.3% (N=68) as Hispanic/Latino, 27.1% (N=65) as
Black /African American, and 10.0% (N=24) as Asian. For gender identity, 74.6%
(N=179) identified as female, and 15.8% (N=37) as male. Those who identified their
sexual orientation as heterosexual comprised 79.6% (N=191) of the sample. The mean
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time in current role for the sample was 3.97 years (Min = 1-1 to 6 months, Max = 6-over
10 years, SD = 1.547). For example, 18.3% (N=44) indicated being in their current role
for 5-10 years. Some 74.2% (N=178) indicated that they know someone who is
LGBTQ+. Of note, 16.7% (N=38) indicated that they had other training in the last three
months.
This pilot study used several new tools, including, for example: knowledge
(KO-11); self-efficacy (SE-6); personal skill/ability(SA-7); personal preparation (PP-4);
and adherence to recommended behaviors (RB-4). Some 9 of the 11 pre- and posttraining study scales had excellent internal consistency (e.g., Cronbach’s Alpha = 978)—
while two had very good internal consistency (e.g., Cronbach’s Alpha = .858).
Cronbach’s Alphas ranged from .858 to .978 for the 11 scales.
As main study findings, paired t-tests for all five global scale scores (knowledge,
self-efficacy, skill/ability level, and personal preparation for collecting SOGI data—and
engagement in recommended SOGI data collection behavior) demonstrated significant
differences from pre- to post-training in this sample (p˂.000; Bonferroni Significance
level, p<.007). This suggests that participation in the training was associated with
statistically significant improvements from pre- to post-training for knowledge, selfefficacy, skill/ability level, personal preparation, and engagement in recommended SOGI
data collection behavior. What has emerged is now an evidence-based model for
communication cultural competence training that can be more widely implemented across
the hospital staff.
Through a backward stepwise regression, having higher post-training self-efficacy
was significantly predicted by: higher pre-training personal skill/ability (B=.589,
SEB=.468, p=.000); and higher post-training overall evaluation (B=.244, SEB=.305,
p=.000). The adjusted R-squared value for this model was 0.346, meaning that 34.6% of
the variance for higher post-training self-efficacy for collecting for collecting patients’
sexual orientation and gender identity data was explained by this model. Future research
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might explore a variable such as perceived barriers to collecting SOGI data in order to
account for greater variance in future models.
Hopefully, results from this study will be used to inform the implementation and
evaluation of hospital wide communication cultural competency trainings on the
collection of gender identity and sexual orientation data. Further, given the pilot findings,
the data warrant pursuit of major grant funding for a nation-wide evaluation of
communication cultural competency training in hospitals, clinics, and healthcare delivery
systems. Such a vision provides hope of reducing LGBTQ health disparities and
disparities in healthcare service delivery.
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Appendix A
Hospital Letter of Permission

Submitted to IRB: Letter of permission from hospital to use data for secondary
analysis of their existing data. To preserve the identity of the hospital, the letter is not
provided here.
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Appendix C
Pre-Training SOGI Study Survey
Hospital SOGI Training - PRE Survey
Survey of Gender Identity & Sexual Orientation Data Collection
Since 2016, HSS has been collecting Gender Identity data and has started collecting Sexual
Orientation data in October 2018. The collection of this information is in line with
regulatory guidelines, as well as a national public health initiative to better understand
disparities in healthcare faced by the Lesbian, Gay, Bisexual, and Transgender (LGBTQ+)
communities.

Please complete this pre-training questionnaire to the best of your ability prior to your
SOGI Training. Your responses are very important to us.

Thank you in advance.

136
Part IA – Training in the last 3months (T3M-2)
1) Have you received a Race, Ethnicity, Language, Sexual Orientation and/or Gender
Identity training within the last 3 months?
( ) Yes
( ) No

2) What types of Race, Ethnicity, Language, Sexual Orientation and/or Gender Identity
training(s) have you received/taken? Check all that apply.
[ ] Training through Halogen module
[ ] Online HEI trainings through The National LGBT Health Education Center or the
Human Rights Campaign (the CAL)
[ ] In-person training with Jillian Rose, Director of Community Engagement, Diversity &
Research
[ ] Departmental training by supervisor/manager

Part 1B: Knowledge Scale (KO-11)
Gender Identity & Sexual Orientation Data
3) Please rate your level of agreement with the following statements:

Strongly
Agree

Agree

Neutral

Disagree

Strongly
Disagree

1. I understand the purpose
of gender identity data
collection.

()

()

()

()

()

2. I understand the purpose
of sexual orientation data
collection.

()

()

()

()

()

3. I am aware of patient
safety issues related to
gender identity.

()

()

()

()

()
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Strongly
Agree

Agree

Neutral

Disagree

Strongly
Disagree

4. I am aware of patient
safety issues related to
sexual orientation.

()

()

()

()

()

5. I understand the
commitment of HSS to
collect gender identity and
sexual orientation data.

()

()

()

()

()

6. I understand the nondiscrimination policy at
HSS.

()

()

()

()

()

7. I understand the use of
the term “gender identity.”

()

()

()

()

()

8. I understand the use of
the term “sexual
orientation.”

()

()

()

()

()

9. I understand the use of
gender-specific pronouns.

()

()

()

()

()

10. I understand the
importance for patients to
self-identify.

()

()

()

()

()

11. I understand the value
of the consistent, accurate
and professional collection
of gender identity and
sexual orientation data.

()

()

()

()

()
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Part II: Self-Efficacy Scale (SE-6)
Data Collection Process
4) Please rate your level of agreement with the following statements around the data
collection process:
Strongly
Agree

Agree

Neutral

Disagree

Strongly
Disagree

I can appropriately ask
gender identity
questions to patients.

()

()

()

()

()

I feel prepared to
appropriately ask sexual
orientation questions to
patients.

()

()

()

()

()

I understand at what
point in the registration
process I should ask
gender identity
questions.

()

()

()

()

()

I understand at what
point in the registration
process I should ask
sexual orientation
questions.

()

()

()

()

()

I feel comfortable
collecting Gender
Identity data.

()

()

()

()

()

I feel prepared to collect
Sexual Orientation data.

()

()

()

()

()
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Part III: Personal Skill/Ability Scale (PSA-7)
Your Interactions with Patients
Please choose the rating that most appropriately reflects your opinion.
5) HSS Gender Identity data collection and YOU
Excellent

Good

Neutral

Fair

Poor

1. How would you rate your
ability to collect gender identity
data from your patients?

()

()

()

()

()

2. How would you rate your
ability to answer patient
questions about the collection of
gender identity data?

()

()

()

()

()

3. How would you rate your
ability to manage a situation
when a patient does not want to
answer gender identity
questions?

()

()

()

()

()

4. How would you rate the
willingness of most patients to
provide gender identity
information?

()

()

()

()

()

5. How would you rate the
usefulness of the script in
collecting gender identity data?

()

()

()

()

()

6. How would you rate your coworkers commitment in
collecting gender identity data?

()

()

()

()

()

7. How would you rate your
manager’s ability to help
support you with the gender
identity data collection process?

()

()

()

()

()
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Part IV: Personal Preparation Scale (PP-4)
6) HSS Sexual Orientation data collection and YOU
Extremely

Very

Moderately

Slightly

Not at all

1. How prepared do you
feel to collect sexual
orientation data from your
patients?

()

()

()

()

()

2. How prepared do you
feel to answer patient
questions about the
collection of sexual
orientation data?

()

()

()

()

()

3. How prepared do you
feel to manage a situation
when a patient does not
want to answer sexual
orientation questions?

()

()

()

()

()

4. How useful do you
think the script provided
will be in collecting sexual
orientation data?

()

()

()

()

()
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Part V: Recommended Behavior Scale ( RB-4)
Current Data Collection
The next few questions are about how you currently collect gender identity information.
Please choose the rating that most appropriately reflects your opinion.
7) Gender identity data collection
Always

Often

Sometimes

Rarely

Never

1. How often do you ask your
patients the gender identity
question?

()

()

()

()

()

2. How often do you use the script
for collecting gender identity data?

()

()

()

()

()

3. How often do you enter the
gender identity data into EPIC?

()

()

()

()

()

4. How often do you guess the
patient’s gender and fill in the data?

()

()

()

()

()

Part VI: Feedback for Future Training and Support Checklist (FFTS-8)
Please share your feedback for future trainings and support
Please help us improve future trainings and materials by sharing your feedback.
8) What tools and/or supports do you need to ask gender identity and sexual orientation
questions consistently and comfortably? Please check all that apply:
[ ] Additional training on how to ask gender identity questions
[ ] Additional training on how to ask sexual orientation questions
[ ] Additional training on how to enter gender identity and sexual orientation data in
EPIC
[ ] More support from my manager
[ ] An improved script
[ ] Opportunity to role-play asking the gender identity questions with a colleague/other
staff member
[ ] Opportunity to role-play asking the sexual orientation questions with a colleague/other
staff member
[ ] Other: Please specify: _________________________________________________
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Part VII: Open-Ended Question (OEQ)
9) What additional information or resources would be helpful to you? Please share your
comments and feedback.
____________________________________________
____________________________________________
____________________________________________
____________________________________________

Part VIII: Basic Demographics Scale (BD-9)
10) How long have you been working in your current role at HSS?
( ) 1 to 6 months
( ) 6 months to 1 year
( ) 1 to 3 years
( ) 3 to 5 years
( ) 5 to 10 years
( ) Over 10 years

11) Do you consider yourself Hispanic/Latino?
( ) Yes
( ) No

12) Which one or more of the following would you say is your race?
[ ] American Indian or Alaskan Native
[ ] Native Hawaiian/Pacific Islander
[ ] Asian
[ ] White / Caucasian
[ ] Black or African American
[ ] Some other race - Write In::
_________________________________________________
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13) Please tell us your ethnicity; you can list as many as you prefer (for example: Chinese,
Nigerian, Italian, Puerto Rican, Russian, etc.)
____________________________________________
____________________________________________
____________________________________________
____________________________________________

14) What is your preferred language?
_________________________________________________

15) Sex Assigned at Birth:
( ) Male
( ) Female
( ) Intersex

16) Gender Identity:
( ) Male
( ) Female
( ) Gender non-conforming
( ) Trans Female (MtF)
( ) Trans Male (FtM)
( ) Other - Write In:: _________________________________________________

17) Sexual Orientation:
( ) Lesbian or Gay
( ) Straight (not lesbian or gay)
( ) Bisexual
( ) Something else
( ) Don’t know
( ) Other - Write In: _________________________________________________
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18) Do you know anyone personally who identifies with the LGBTQ+ (lesbian, gay,
bisexual, transgender) community?
( ) Yes
( ) No

Thank You!
Thank you for taking our survey. Your response is very important to us.
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Appendix D
Post-Training SOGI Survey

Hospital SOGI Training - POST Survey
Survey of Gender Identity & Sexual Orientation Data Collection
Thank you for participating in the HSS Training on Sexual Orientation and Gender Identity
Data Collection.

You are key to collecting this important information. We would like your feedback on the
in-person training you received. Please take a few minutes to provide us with your honest
and thoughtful feedback. We ask that you complete the survey as soon as possible. If you
have any questions, please feel free to contact Jillian Rose, Assistant Director of
Community Engagement, and Diversity & Research by email at rosej@hss.edu or by
phone at 646-714-6673.

Thank you in advance for your feedback.

Part IA – Training in the last 3months (T3M-2)
1) Other than THIS training, have you received a Race, Ethnicity, Language, Sexual
Orientation and/or Gender Identity training within the last 3 months?
( ) Yes
( ) No
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2) What types of Race, Ethnicity, Language, Sexual Orientation and/or Gender Identity
training(s) have you received/taken? Check all that apply.
[ ] Training through Halogen module
[ ] Online HEI trainings through The National LGBT Health Education Center or the
Human Rights Campaign (the CAL)
[ ] In-person training with Jillian Rose, Director of Community Engagement, Diversity &
Research
[ ] Departmental training by supervisor/manager

Part 1B: Knowledge Scale (KO-11)
Gender Identity & Sexual Orientation Data
3) Please rate your level of agreement with the following statements:
Strongly
Agree

Agree

Neutral

Disagree

Strongly
Disagree

2. I understand the purpose of
gender identity data collection.

()

()

()

()

()

3. I understand the purpose of
sexual orientation data collection.

()

()

()

()

()

5. I am aware of patient safety
issues related to gender identity.

()

()

()

()

()

6. I am aware of patient safety
issues related to sexual orientation.

()

()

()

()

()

7. I understand the commitment of
HSS to collect gender identity and
sexual orientation data.

()

()

()

()

()

8. I understand the nondiscrimination policy at HSS.

()

()

()

()

()

9. I understand the use of the term
“gender identity.”

()

()

()

()

()

10. I understand the use of the term
“sexual orientation.”

()

()

()

()

()

11. I understand the use of genderspecific pronouns.

()

()

()

()

()
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Strongly
Agree

Agree

Neutral

Disagree

Strongly
Disagree

12. I understand the importance for
patients to self-identify.

()

()

()

()

()

14. I understand the value of the
consistent, accurate and
professional collection of gender
identity and sexual orientation data.

()

()

()

()

()

Part II: Self-Efficacy Scale (SE-6)
Data Collection Process
Please choose the rating that most appropriately reflects your opinion.
4) Please rate your level of agreement with the following statements:
Strongly
Agree

Agree

Neutral

Disagree

Strongly
Disagree

I can appropriately ask gender
identity questions to patients.

()

()

()

()

()

I feel prepared to appropriately ask
sexual orientation questions to
patients.

()

()

()

()

()

I understand at what point in the
registration process I should ask
gender identity questions.

()

()

()

()

()

I understand at what point in the
registration process I should ask
sexual orientation questions.

()

()

()

()

()

I feel comfortable collecting
Gender Identity data.

()

()

()

()

()

I feel prepared to collect Sexual
Orientation data.

()

()

()

()

()
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5) The resources and handouts provided to me during training will be useful to me in
collecting Gender Identity and Sexual Orientation data.
( ) Strongly Agree

( ) Agree

( ) Neutral

( ) Disagree

( ) Strongly Disagree

Part III: Personal Skill/Ability Scale (PSA-7)
Your Interactions with Patients
Please choose the rating that most appropriately reflects your opinion.
6) HSS Gender Identity data collection and YOU
Excellent

Good

Neutral

Fair

Poor

1. How would you rate your ability to
collect gender identity data from your
patients?

()

()

()

()

()

2. How would you rate your ability to
answer patient questions about the
collection of gender identity data?

()

()

()

()

()

3. How would you rate your ability to
manage a situation when a patient does
not want to answer gender identity
questions?

()

()

()

()

()

4. How would you rate the willingness of
most patients to provide gender identity
information?

()

()

()

()

()

5. How would you rate the usefulness of
the script in collecting gender identity
data?

()

()

()

()

()

6. How would you rate your co-workers
commitment in collecting gender identity
data?

()

()

()

()

()

7. How would you rate your manager’s
ability to help support you with the
gender identity data collection process?

()

()

()

()

()
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Part IV: Personal Preparation Scale (PP-4)
7) HSS Sexual Orientation data collection and YOU

Extremely

Very

Moderately

Slightly

Not at
all

1. How prepared do you feel
to collect sexual orientation
data from your patients?

()

()

()

()

()

2. How prepared do you feel
to answer patient questions
about the collection of sexual
orientation data?

()

()

()

()

()

3. How prepared do you feel
to manage a situation when a
patient does not want to
answer sexual orientation
questions?

()

()

()

()

()

4. How useful do you think
the script provided will be in
collecting sexual orientation
data?

()

()

()

()

()

Part V: Recommended Behavior Scale (RB-4)
Current Data Collection
Please choose the rating that most appropriately reflects your opinion.
8) Gender identity data collection
Always

Often

Sometimes

Rarely

Never

1. How often do you ask your
patients the gender identity
question?

()

()

()

()

()

2. How often do you use the script
for collecting gender identity data?

()

()

()

()

()
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Always

Often

Sometimes

Rarely

Never

3. How often do you enter the
gender identity data into EPIC?

()

()

()

()

()

4. How often do you guess the
patient’s gender and fill in the data?

()

()

()

()

()

Part VI: Feedback for Future Training and Support Checklist (FFTS-8)
Please share your feedback for future trainings and support
Please help us improve future trainings and materials by sharing your feedback.
9) What tools and/or supports do you need to ask gender identity and sexual orientation
questions consistently and comfortably? Please check all that apply:
[ ] Additional training on how to ask gender identity questions
[ ] Additional training on how to ask sexual orientation questions
[ ] Additional training on how to enter gender identity and sexual orientation data in
EPIC
[ ] More support from my manager
[ ] An improved script
[ ] Opportunity to role-play asking the gender identity questions with a colleague/other
staff member
[ ] Opportunity to role-play asking the sexual orientation questions with a colleague/other
staff member
[ ] Other: Please specify: _________________________________________________

Part VII: Open-Ended Question (OEQ-1)
10) Please share any personal experiences with patients or colleagues related to the gender
identity and/or sexual orientation questions that you would like guidance on:
____________________________________________
____________________________________________
____________________________________________
____________________________________________
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11) Please share any specific language that has worked for you when collecting gender
identity and/or sexual orientation information from patients:
____________________________________________
____________________________________________
____________________________________________
____________________________________________

12) Is there anything else you would like us to add to the gender identity and sexual
orientation resources and handouts? If so, please explain.
____________________________________________
____________________________________________
____________________________________________
____________________________________________

13) What additional information or resources would be helpful to you? Please share your
comments and feedback.
____________________________________________
____________________________________________
____________________________________________
____________________________________________
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Part XI - Using Resources Provided at Training (URPT-4)
14) How likely are you to use the following resources provided at the training:
Extremely
Likely

Likely

Neutral

Unlikely

Extremely
Unlikely

Patient Response Matrix

()

()

()

()

()

Gender Identity & Sexual
Orientation Tip Sheet: Roleplay
Scenarios

()

()

()

()

()

Gender Identity & Sexual
Orientation: HSS Scripting
Options

()

()

()

()

()

FAQ Sheet

()

()

()

()

()

Part X- Overall Evaluation Scale – OES
15) Please choose the response that best reflects your opinion of the training overall.
Strongly
Agree

Agree

Neutral

Disagree

Strongly
Disagree

1. Overall, I am satisfied with
the presentation.

()

()

()

()

()

2. The presentation has
increased my understanding of
gender identity and sexual
orientation data collection.

()

()

()

()

()

3. As a result of the
presentation, I can apply what I
have learned to enhance my
ability to collect gender identity
and sexual orientation
information.

()

()

()

()

()

4. The presenter was clear and
informative.

()

()

()

()

()
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Part VIII: Basic Demographics Scale (BD-9)
Tell us about yourself
16) How long have you been working in your current role at HSS?
( ) 1 to 6 months
( ) 6 months to 1 year
( ) 1 to 3 years
( ) 3 to 5 years
( ) 5 to 10 years
( ) Over 10 years

17) Do you consider yourself Hispanic/Latino?
( ) Yes
( ) No

18) Which one or more of the following would you say is your race? Mark all that apply.
[ ] American Indian or Alaskan Native
[ ] Native Hawaiian/Pacific Islander
[ ] Asian
[ ] White / Caucasian
[ ] Black or African American
[ ] Some other race - Write In:
_________________________________________________

19) Please tell us your ethnicity; you can list as many as you prefer (for example: Chinese,
Nigerian, Italian, Puerto Rican, Russian, etc.)
____________________________________________
____________________________________________
____________________________________________
____________________________________________
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20) What is your preferred language?
_________________________________________________
21) Sex Assigned at Birth:
( ) Male
( ) Female
( ) Intersex
22) Gender Identity:
( ) Male
( ) Female
( ) Gender non-conforming
( ) Trans Female (MtF)
( ) Trans Male (FtM)
( ) Other - Write In: _________________________________________________
23) Sexual Orientation:
( ) Lesbian or Gay
( ) Straight (not lesbian or gay)
( ) Bisexual
( ) Something else
( ) Don’t know
( ) Other: _________________________________________________
24) Do you know anyone personally who identifies with the LGBTQ+ (lesbian, gay,
bisexual, transgender) community?
( ) Yes
( ) No
Thank You!
Thank you for taking our survey. Your response is very important to us.
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Appendix E
Pre-Training REL/SOGI Survey

Hospital REL/SOGI Training - PRE Survey
Race, Ethnicity, Language, Gender Identity & Sexual Orientation Data Collection
HSS has been collecting Race, Ethnicity, Language, Gender Identity data, and has recently
started collecting Sexual Orientation data in October 2018. The collection of this
information is in line with regulatory guidelines, as well as a national public health
initiative to better understand disparities in healthcare faced by the Lesbian, Gay, Bisexual, and Transgender (LGBT) communities.
Please complete this pre-training questionnaire to the best of your ability PRIOR to
your training session.
Thank you in advance.
Part IA – Training in the last 3months (T3M-2)
Training
1) Have you received a Race, Ethnicity, Language, Sexual Orientation and/or Gender
Identity training within the last 3 months?
( ) Yes
( ) No
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2) What types of Race, Ethnicity, Language, Sexual Orientation and/or Gender Identity
training(s) have you received/taken? Check all that apply.
[ ] Training through Halogen module
[ ] Online HEI trainings through The National LGBT Health Education Center or the
Human Rights Campaign (the CAL)
[ ] In-person training with Jillian Rose, Director of Community Engagement, Diversity &
Research
[ ] Departmental training by supervisor/manager

Part 1B: Knowledge Scale (KO-11)
Race, Ethnicity, Language, Gender Identity & Sexual Orientation Data
3) Please rate your level of agreement with the following statements:
Strongly
Agree

Agree

Neutral

Disagree

Strongly
Disagree

1. I understand the purpose of race,
ethnicity and language data
collection.

()

()

()

()

()

2. I understand the purpose of
gender identity data collection.

()

()

()

()

()

3. I understand the purpose of sexual
orientation data collection.

()

()

()

()

()

4. I am aware of patient safety issues
related to race, ethnicity and
language.

()

()

()

()

()

5. I am aware of patient safety issues
related to gender identity.

()

()

()

()

()

6 I am aware of patient safety issues
related to sexual orientation.

()

()

()

()

()

7. I understand the commitment of
HSS to collect gender identity and
sexual orientation data.

()

()

()

()

()
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Strongly
Agree

Agree

Neutral

Disagree

Strongly
Disagree

8. I understand the nondiscrimination policy at HSS.

()

()

()

()

()

9. I understand the use of the term
“gender identity.”

()

()

()

()

()

10. I understand the use of the term
“sexual orientation.”

()

()

()

()

()

11. I understand the use of genderspecific pronouns.

()

()

()

()

()

12. I understand the importance for
patients to self-identify.

()

()

()

()

()

13. I understand the value of the
consistent, accurate and professional
collection of race, ethnicity and
language data.

()

()

()

()

()

14. I understand the value of the
consistent, accurate and professional
collection of gender identity and
sexual orientation data.

()

()

()

()

()
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Part II: Self-Efficacy Scale (SE-6)
Data Collection Process
Please choose the rating that most appropriately reflects your opinion.

4) Please rate your level of agreement with the following statements:
Strongly
Agree

Agree

Neutral

Disagree

Strongly
Disagree

I can appropriately ask race,
ethnicity and language questions
to patients.

()

()

()

()

()

I can appropriately ask gender
identity questions to patients.

()

()

()

()

()

I feel prepared to appropriately
ask sexual orientation questions to
patients.

()

()

()

()

()

I understand at what point in the
registration process I should ask
race, ethnicity and language
questions.

()

()

()

()

()

I understand at what point in the
registration process I should ask
gender identity questions.

()

()

()

()

()

I understand at what point in the
registration process I should ask
sexual orientation questions.

()

()

()

()

()

I feel comfortable collecting Race,
Ethnicity and Language data.

()

()

()

()

()

I feel comfortable collecting
Gender Identity data.

()

()

()

()

()

I feel prepared to collect Sexual
Orientation data.

()

()

()

()

()
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Part III: Personal Skill/Ability Scale (PSA-7)
Your interactions with patients
Please choose the rating that most appropriately reflects your opinion.

5) HSS Race, Ethnicity and Language data collection and YOU
Excellent

Good

Neutral

Fair

Poor

1. How would you rate your
ability to collect race,
ethnicity and language data
from your patients?

()

()

()

()

()

2. How would you rate your
ability to answer patient
questions about the collection
of race, ethnicity and
language data?

()

()

()

()

()

3. How would you rate your
ability to manage a situation
when a patient does not want
to answer race, ethnicity and
language questions?

()

()

()

()

()

4. How would you rate the
willingness of most patients
to provide race, ethnicity and
language information?

()

()

()

()

()

5. How would you rate the
usefulness of the script in
collecting race, ethnicity and
language data?

()

()

()

()

()

6. How would you rate your
co-workers commitment in
collecting race, ethnicity and
language data?

()

()

()

()

()

7. How would you rate your
manager’s ability to help
support you with race,
ethnicity and language data
collection process?

()

()

()

()

()
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6) HSS Gender Identity data collection and YOU
Excellent

Good

Neutral

Fair

Poor

1. How would you rate your
ability to collect gender
identity data from your
patients?

()

()

()

()

()

2. How would you rate your
ability to answer patient
questions about the collection
of gender identity data?

()

()

()

()

()

3. How would you rate your
ability to manage a situation
when a patient does not want
to answer gender identity
questions?

()

()

()

()

()

4. How would you rate the
willingness of most patients to
provide gender identity
information?

()

()

()

()

()

5. How would you rate the
usefulness of the script in
collecting gender identity
data?

()

()

()

()

()

6. How would you rate your
co-workers commitment in
collecting gender identity
data?

()

()

()

()

()

7. How would you rate your
manager’s ability to help
support you with the gender
identity data collection
process?

()

()

()

()

()
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Part IV: Personal Preparation Scale (PP-4)
7) HSS Sexual Orientation data collection and YOU

Extremely

Very

Moderately

Slightly

Not at
all

1. How prepared do you feel
to collect sexual orientation
data from your patients?

()

()

()

()

()

2. How prepared do you feel
to answer patient questions
about the collection of
sexual orientation data?

()

()

()

()

()

3. How prepared do you feel
to manage a situation when
a patient does not want to
answer sexual orientation
questions?

()

()

()

()

()

4. How useful do you think
the script provided will be in
collecting sexual orientation
data?

()

()

()

()

()

Part V: Recommended Behavior Scale (RB-4)
Current Data Collection

Please choose the rating that most appropriately reflects your opinion.
8) Race, Ethnicity and Language data collection
Always

Often

Sometimes

Rarely

Never

1. How often do you ask
your patients the race,
ethnicity and language
questions?

()

()

()

()

()

2. How often do you use the
script for collecting race,

()

()

()

()

()
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Always

Often

Sometimes

Rarely

Never

3. How often do you enter
the race, ethnicity and
language data into EPIC?

()

()

()

()

()

4. How often do you guess
the patient’s race, ethnicity
or language and fill in the
data?

()

()

()

()

()

Always

Often

Sometimes

Rarely

Never

1. How often do you ask
your patients the gender
identity question?

()

()

()

()

()

2. How often do you use the
script for collecting gender
identity data?

()

()

()

()

()

3. How often do you enter
the gender identity data into
EPIC?

()

()

()

()

()

4. How often do you guess
the patient’s gender and fill
in the data?

()

()

()

()

()

ethnicity and language data?

9) Gender identity data collection
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Part VI: Feedback for Future Training and Support Checklist (FFTS-8)
Please share your feedback for future trainings and support
Please help us improve future trainings and materials by sharing your feedback.

10) What tools and/or supports do you need to ask gender identity and sexual orientation
questions consistently and comfortably? Please check all that apply:
[ ] Additional training on how to ask race, ethnicity and language questions
[ ] Additional training on how to ask gender identity questions
[ ] Additional training on how to ask sexual orientation questions
[ ] Additional training on how to enter race, ethnicity and language data in EPIC
[ ] Additional training on how to enter gender identity and sexual orientation data in
EPIC
[ ] More support from my manager
[ ] An improved script
[ ] Opportunity to role-play asking the race, ethnicity and language questions with a
colleague/other staff member
[ ] Opportunity to role-play asking the gender identity questions with a colleague/other
staff member
[ ] Opportunity to role-play asking the sexual orientation questions with a colleague/other
staff member
[ ] Other: Please specify: _________________________________________________

Part VII: Open-Ended Question (OEQ-1)
11) What additional information or resources would be helpful to you? Please share your
comments and feedback.
____________________________________________
____________________________________________
____________________________________________
____________________________________________
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Part VIII: Basic Demographics Scale (BD-9)
Tell us about yourself
12) How long have you been working in your current role at HSS?
( ) 1 to 6 months
( ) 6 months to 1 year
( ) 1 to 3 years
( ) 3 to 5 years
( ) 5 to 10 years
( ) Over 10 years

13) Do you consider yourself Hispanic/Latino?
( ) Yes
( ) No

14) Which one or more of the following would you say is your race?
( ) American Indian or Alaskan Native
( ) Native Hawaiian/Pacific Islander
( ) Asian
( ) White / Caucasian
( ) Black or African American
( ) Some other race - Write In:
_________________________________________________

15) Please tell us your ethnicity; you can list as many as you prefer (for example: Chinese,
Nigerian, Italian, Puerto Rican, Russian, etc.)
____________________________________________
____________________________________________
____________________________________________
____________________________________________
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16) What is your preferred language?
_________________________________________________
17) Sex Assigned at Birth:
( ) Male
( ) Female
( ) Intersex
18) Gender Identity:
( ) Male
( ) Female
( ) Gender non-conforming
( ) Trans Female (MtF)
( ) Trans Male (FtM)
( ) Other - Write In: _________________________________________________
19) Sexual Orientation:
( ) Lesbian or Gay
( ) Straight (not lesbian or gay)
( ) Bisexual
( ) Something else
( ) Don’t know
( ) Other: _________________________________________________
20) Do you know anyone personally who identifies with the LGBTQ+ (lesbian, gay,
bisexual, transgender) community?
( ) Yes
( ) No

Thank You!
Thank you for taking our survey. Your response is very important to us.
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Appendix F
Post-Training REL/SOGI Survey
Hospital REL/SOGI Training - POST Survey
POST-Training Survey: Race, Ethnicity, Language, Gender Identity
& Sexual Orientation Data Collection
Thank you for participating in the HSS Training on Race, Ethnicity, Language, Sexual
Orientation and Gender Identity Data Collection.

You are key to collecting this important information. We would like your feedback on the
in-person training you received. Please take a few minutes to provide us with your honest
and thoughtful feedback. We ask that you complete the survey as soon as possible. If you
have any questions, please feel free to contact Jillian Rose, Assistant Director of
Community Engagement, and Diversity & Research by email at rosej@hss.edu or by
phone at 646-714-6673.

Thank you in advance for your feedback.
Part IA – Training in the last 3months (T3M-2)
Overall Training
1) Other than THIS peer coach training, have you received a Race, Ethnicity, Language,
Sexual Orientation and/or Gender Identity training within the last 3 months?
( ) Yes
( ) No
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2) What types of Race, Ethnicity, Language, Sexual Orientation and/or Gender Identity
training(s) have you received/taken? Check all that apply.
[ ] Training through Halogen module
[ ] Online HEI trainings through The National LGBT Health Education Center or the
Human Rights Campaign (the CAL)
[ ] In-person training with Jillian Rose, Director of Community Engagement, Diversity &
Research
[ ] Departmental training by supervisor/manager
Part 1B: Knowledge Scale (KO-11)
3) Please rate your level of agreement with the following statements:
Strongly
Agree

Agree

Neutral

Disagree

Strongly
Disagree

1. I understand the purpose of
race, ethnicity and language
data collection.

()

()

()

()

()

2. I understand the purpose of
gender identity data collection.

()

()

()

()

()

3. I understand the purpose of
sexual orientation data
collection.

()

()

()

()

()

4.I am aware of patient safety
issues related to race, ethnicity
and language.

()

()

()

()

()

5. I am aware of patient safety
issues related to gender
identity.

()

()

()

()

()

6. I am aware of patient safety
issues related to sexual
orientation.

()

()

()

()

()

7. I understand the commitment
of HSS to collect gender
identity and sexual orientation
data.

()

()

()

()

()

8. I understand the nondiscrimination policy at HSS.

()

()

()

()

()
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Strongly
Agree

Agree

Neutral

Disagree

Strongly
Disagree

9. I understand the use of the
term “gender identity.”

()

()

()

()

()

10. I understand the use of the
term “sexual orientation.”

()

()

()

()

()

11. I understand the use of
gender-specific pronouns.

()

()

()

()

()

12. I understand the importance
for patients to self-identify.

()

()

()

()

()

13. I understand the value of
the consistent, accurate and
professional collection of race,
ethnicity and language.

()

()

()

()

()

14. I understand the value of
the consistent, accurate and
professional collection of
gender identity and sexual
orientation data.

()

()

()

()

()

Part II: Self-Efficacy Scale (SE-6)
Data Collection Process

Please choose the rating that most appropriately reflects your opinion.

4) Please rate your level of agreement with the following statements:
Strongly
Agree

Agree

Neutral

Disagree

Strongly
Disagree

I can appropriately ask race,
ethnicity and language
questions to patients.

()

()

()

()

()

I can appropriately ask gender
identity questions to patients.

()

()

()

()

()
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Strongly
Agree

Agree

Neutral

Disagree

Strongly
Disagree

I feel prepared to appropriately
ask sexual orientation questions
to patients.

()

()

()

()

()

I understand at what point in
the registration process I should
ask race, ethnicity and language
questions.

()

()

()

()

()

I understand at what point in
the registration process I should
ask gender identity questions.

()

()

()

()

()

I understand at what point in
the registration process I should
ask sexual orientation
questions.

()

()

()

()

()

I feel comfortable collecting
Race, Ethnicity and Language
data.

()

()

()

()

()

I feel comfortable collecting
Gender Identity data.

()

()

()

()

()

I feel prepared to collect Sexual
Orientation data.

()

()

()

()

()

5) The resources and handouts provided to me during training will be useful to me in
collecting Gender Identity and Sexual Orientation data.
( ) Strongly Agree

( ) Agree

( ) Neutral

( ) Disagree

( ) Strongly Disagree
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Part III: Personal Skill/Ability Scale (PSA-7)
Your interactions with patients
Please choose the rating that most appropriately reflects your opinion.

6) HSS Race, Ethnicity and Language data collection and YOU
Excellent

Good

Neutral

Fair

Poor

1. How would you rate your
ability to collect race, ethnicity
and language data from your
patients?

()

()

()

()

()

2. How would you rate your
ability to answer patient questions
about the collection of race,
ethnicity and language data?

()

()

()

()

()

3. How would you rate your
ability to manage a situation when
a patient does not want to answer
race, ethnicity and
languagequestions?

()

()

()

()

()

4. How would you rate the
willingness of most patients to
provide race, ethnicity and
language information?

()

()

()

()

()

5. How would you rate the
usefulness of the script in
collecting race, ethnicity and
language data?

()

()

()

()

()

6. How would you rate your coworkers commitment in collecting
race, ethnicity and language data?

()

()

()

()

()

7. How would you rate your
manager’s ability to help support
you with race, ethnicity and
language data collection process?

()

()

()

()

()
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7) HSS Gender Identity data collection and YOU
Excellent

Good

Neutral

Fair

Poor

1. How would you rate your
ability to collect gender identity
data from your patients?

()

()

()

()

()

2. How would you rate your
ability to answer patient questions
about the collection of gender
identity data?

()

()

()

()

()

3. How would you rate your
ability to manage a situation when
a patient does not want to answer
gender identity questions?

()

()

()

()

()

4. How would you rate the
willingness of most patients to
provide gender identity
information?

()

()

()

()

()

5. How would you rate the
usefulness of the script in
collecting gender identity data?

()

()

()

()

()

6. How would you rate your coworkers commitment in collecting
gender identity data?

()

()

()

()

()

7. How would you rate your
manager’s ability to help support
you with the gender identity data
collection process?

()

()

()

()

()
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Part IV: Personal Preparation Scale (PP-4)
8) HSS Sexual Orientation data collection and YOU

Extremely

Very

Moderately

Slightly

Not at
all

1. How prepared do you feel
to collect sexual orientation
data from your patients?

()

()

()

()

()

2. How prepared do you feel
to answer patient questions
about the collection of sexual
orientation data?

()

()

()

()

()

3. How prepared do you feel
to manage a situation when a
patient does not want to
answer sexual orientation
questions?

()

()

()

()

()

4. How useful do you think
the script provided will be in
collecting sexual orientation
data?

()

()

()

()

()

Part V: Recommended Behavior Scale (RB-4)
Current data collection
Please choose the rating that most appropriately reflects your opinion.

9) Race, Ethnicity and Language data collection
Always

Often

Sometimes

Rarely

Never

1. How often do you ask your
patients the race, ethnicity
and language questions?

()

()

()

()

()

2. How often do you use the
script for collecting race,
ethnicity and language data?

()

()

()

()

()
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Always

Often

Sometimes

Rarely

Never

3. How often do you enter the
race, ethnicity and language
data into EPIC?

()

()

()

()

()

4. How often do you guess
the patient’s race, ethnicity or
language and fill in the data?

()

()

()

()

()

Always

Often

Sometimes

Rarely

Never

1. How often do you ask your
patients the gender identity
question?

()

()

()

()

()

2. How often do you use the
script for collecting gender
identity data?

()

()

()

()

()

3. How often do you enter the
gender identity data into
EPIC?

()

()

()

()

()

4. How often do you guess
the patient’s gender and fill
in the data?

()

()

()

()

()

10) Gender identity data collection
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Part VI: Feedback for Future Training and Support Checklist (FFTS-8)
Please share your feedback for future trainings and support
Please help us improve future trainings and materials by sharing your feedback.

11) What tools and/or supports do you need to ask gender identity and sexual orientation
questions consistently and comfortably? Please check all that apply:
[ ] Additional training on how to ask race, ethnicity and language questions
[ ] Additional training on how to ask gender identity questions
[ ] Additional training on how to ask sexual orientation questions
[ ] Additional training on how to enter race, ethnicity and language data in EPIC
[ ] Additional training on how to enter gender identity and sexual orientation data in
EPIC
[ ] More support from my manager
[ ] An improved script
[ ] Opportunity to role-play asking the race, ethnicity and language questions with a
colleague/other staff member
[ ] Opportunity to role-play asking the gender identity questions with a colleague/other
staff member
[ ] Opportunity to role-play asking the sexual orientation questions with a colleague/other
staff member
[ ] Other: Please specify: _________________________________________________

Part VII: Open-Ended Question (OEQ-1)
12) Please share any personal experiences with patients or colleagues related to the race,
ethnicity, language, gender identity and/or sexual orientation questions that you would like
guidance on:
____________________________________________
____________________________________________
____________________________________________
____________________________________________
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13) Please share any specific language that has worked for you when collecting race,
ethnicity, language, gender identity and/or sexual orientation information from patients:
____________________________________________
____________________________________________
____________________________________________
____________________________________________

14) Is there anything else you would like us to add to the race, ethnicity, language, gender
identity and sexual orientation resources and handouts? If so, please explain.
____________________________________________
____________________________________________
____________________________________________
____________________________________________

15) What additional information or resources would be helpful to you? Please share your
comments and feedback.
____________________________________________
____________________________________________
____________________________________________
____________________________________________

Part XI - Using Resources Provided at Training (URPT-4)
16) How likely are you to use the following resources provided at the training:
Extremely
Likely

Likely

Neutral

Unlikely

Extremely
Unlikely

Patient Response Matrix
(Race, Ethnicity,
Language)

()

()

()

()

()

Patient Response Matrix
(Gender Identity & Sexual
Orientation)

()

()

()

()

()
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Extremely
Likely

Likely

Neutral

Unlikely

Extremely
Unlikely

Gender Identity & Sexual
Orientation Tip Sheet:
Roleplay Scenarios

()

()

()

()

()

Gender Identity & Sexual
Orientation: HSS Scripting
Options

()

()

()

()

()

FAQ Sheet

()

()

()

()

()

Part X – Overall Evaluation Scale (OES)
17) Please choose the response that best reflects your opinion of the training overall.
Strongly
Agree

Agree

Neutral

Disagree

Strongly
Disagree

1. Overall, I am satisfied
with the presentation.

()

()

()

()

()

2. The presentation has
increased my
understanding of race,
ethnicity, language, gender
identity and sexual
orientation data collection.

()

()

()

()

()

3. As a result of the
presentation, I can apply
what I have learned to
enhance my ability to
collect race, ethnicity,
language, gender identity
and sexual orientation
information.

()

()

()

()

()

4. The presenter was clear
and informative.

()

()

()

()

()
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Part VIII: Basic Demographics Scale (BD-9)
Tell us about yourself
18) How long have you been working in your current role at HSS?
( ) 1 to 6 months
( ) 6 months to 1 year
( ) 1 to 3 years
( ) 3 to 5 years
( ) 5 to 10 years
( ) Over 10 years

19) Do you consider yourself Hispanic/Latino?
( ) Yes
( ) No

20) Which one or more of the following would you say is your race? Mark all that apply.
[ ] American Indian or Alaskan Native
[ ] Native Hawaiian/Pacific Islander
[ ] Asian
[ ] White / Caucasian
[ ] Black or African American
[ ] Some other race - Write In:
_________________________________________________

21) Please tell us your ethnicity; you can list as many as you prefer (for example: Chinese,
Nigerian, Italian, Puerto Rican, Russian, etc.)
____________________________________________
____________________________________________
____________________________________________
____________________________________________

22) What is your preferred language?
_________________________________________________
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23) Sex Assigned at Birth:
( ) Male
( ) Female
( ) Intersex

24) Gender Identity:
( ) Male
( ) Female
( ) Gender non-conforming
( ) Trans Female (MtF)
( ) Trans Male (FtM)
( ) Other - Write In: _________________________________________________

25) Sexual Orientation:
( ) Lesbian or Gay
( ) Straight (not lesbian or gay)
( ) Bisexual
( ) Something else
( ) Don’t know
( ) Other: _________________________________________________

26) Do you know anyone personally who identifies with the LGBTQ+ (lesbian, gay,
bisexual, transgender) community?
( ) Yes
( ) No

Thank You!
Thank you for taking our survey. Your response is very important to us.

